The

PLASTIC MEDICAL HISTORY FORM

S U RG E RY 1365 Washington Avenue, Suite 200 Patient Name:
—

Albany, New York 12206
G O Telephone: 518/438-0505 . o
R U P Fax: 518/438-4517 Primary Care Physician:

Confidence is Beautiful

Date:

ALLERGIES:

HOSP!TALIZATION/SURGERIES:

MEDICAL CONDITIONS Y N Y N
High Blood Pressure a a Diabetes a 4
Heart Murmur a a Skin Cancer EI J
Mitral Valve Prolapse a a Cancer a 4
Heart Attack a a fipe
Heart Bypass Surgery a a %e;résplant - -
Pacemaker = = Family History of Melanoma Q Q
Asthma a a
Stroke d d Date of last Tetanus shot

MEDICATION LIST Do you take blood thinners? Yes or No

Medications you are currently taking:

1 6.

2. /.

3. 8.

4, 9

5. 10.

Do you take Aspirin daily? Yes or No

Do you use Alcohol? Never __ Socially Daily

Do you smoke? Yes or No




