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Patient Name        
 

Welcome to Keystone Surgical Associates.  Please take a moment to complete this information sheet.  
If you need assistance in completing this form, please see one of the receptionists at the front desk.  
Thank you for allowing us the opportunity to care for you today. 
 
What are your current medications? (Including non-prescription drugs) 
 

Medication Dosage How Often/Why 

   

   

   

   

   

 

Do you have any medication allergies? 
 

Medication Allergic Response 

  

  

  

 

Have you had any previous surgery, colonoscopy, or hospitalization? 
 

Year Type of Surgery/ Reason for hospitalization 

  

  

  

  

  
 

Do you have a history of any of the following medical conditions? 
 

Hypertension $No  $Yes  Diabetes  $No  $Yes  
Cancer  $No  $Yes  Heart Attack  $No  $Yes   
Liver Disease $No  $Yes  Bleeding Tendencies $No  $Yes 
 

Do you have any other chronic medical conditions? 
             
             
              
 

Breast History 
 

# of Children       Age of 1
st
 period    

Age at 1
st
 Child/Pregnancy     Age of menopause/last period    

 
Have you ever had breast surgery? (Please Circle one)  YES  NO   If yes, what year?     
Result:               
 
Are you currently on hormone therapy?  (Please Circle one) YES     NO     If yes, how long?    

 



 

KSA007B           2 
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Family History 
 

    If Deceased 

Relative Sex Age Health Problems Age at Death Cause of Death 

Mother       

Father     

Sister/Brother      

Sister/Brother      

Sister/Brother      

Sister/Brother      

Sister/Brother      
 

Do you know of any blood relatives who have had:  (Please Circle Yes/No and list) 
 
Cancer     Yes/No   If yes, who     Stroke  Yes/No   If yes, who     
Diabetes   Yes/No  If yes, who                 Heart Attack   Yes/No  If yes, who    

 

Have you experienced any of the following symptoms? 
 
Persistent Fevers  $ No $ Yes  Bowel/Bladder accidents $ No $ Yes 
Unexplained weigh loss/gain $ No $ Yes  Impotence   $ No $ Yes 
Rashes    $ No $ Yes  Loss of Vision   $ No $ Yes  
Joint Pain   $ No $ Yes  Anxiety or Depression  $ No $ Yes  
Easy Bruising   $ No $ Yes  Hearing Loss   $ No $ Yes  
Blood Clots in Legs/Lungs $ No $ Yes  Persistent Dizziness  $ No $ Yes 
Miscarriage   $ No $ Yes  Difficulty Swallowing  $ No $ Yes 
Skin or Hair Changes  $ No $ Yes  Difficulty Talking  $ No $ Yes 
Allergies   $ No $ Yes  Weakness in Arms/Legs  $ No $ Yes  
Sinusitis   $ No $ Yes  Numbness in Arms/Legs $ No $ Yes 
Neck Pain   $ No $ Yes  Trouble Walking  $ No $ Yes  
Low Back Pain   $ No $ Yes  Head Trauma   $ No $ Yes 
Difficulty Breathing  $ No $ Yes  Headaches   $ No $ Yes 
Palpitations   $ No $ Yes  Seizures   $ No $ Yes 
Persistent Vomiting  $ No $ Yes  Memory Loss   $ No $ Yes 
Persistent Diarrhea  $ No $ Yes  Trouble Sleeping  $ No $ Yes 
Discolored Urine  $ No $ Yes  Blood in Stools   $ No $ Yes 
 

Personal 
 
Do you smoke regularly? $ No $ Yes  $ Cigarettes   $ Pipe   $ Cigar  
How many packs a day?     How many years?      
 
Do you drink alcohol?  $ No $ Yes   $ Sometimes        
How often?       How much?       
 
Do you recreational drugs? $ No $ Yes   $ Sometimes   $Daily  What type?    
 
Are you employed?   $ No $ Yes  What is your occupation?     
 
Are you married?  $ No $ Yes 
 
 
 
The above information was reviewed by:       Date:    
      Physician’s Signature 


