
 
 

Medical History 
               
 

Name ____________________________________ DOB __________ Age ___________ 
 
REASON for this visit today? ________________________________________________________ 
 
ALLERGIES to any medications?     No �  Yes �    LATEX ALLERGY?  No    Yes   
List with reaction  _________________________________________________________________ 
________________________________________________________________________________ 
 
MEDICAL HISTORY: 
Do you have or have you had any of the following? 

  YES NO   YES NO   YES NO 

       General Health     Cardiac     Musculoskeletal     

Eyes     High Blood Pressure     Arthritis     

Cataract     Chest Pain/Angina     Back Pain     

Glaucoma     Heart Failure     Back Injury     
Visual Disturbance     Irregular Heart Rhythm     Back Surgery     

Diabetic Retinopathy     Pacemaker     Vascular     

Ear, Nose and Throat     Cardiac Bypass Surgery     Arterial Disease     
Sore Throat     Cardiac Cath     Venous Disease     

Sinus Drainage     Coumadin/Blood Thinners     Varicose Veins     
Hearing Loss     Heme/Lymph   Leg Ulcers     

Respiratory     High Cholesterol     Endocrine     

Asthma     Swollen Legs     Diabetes     
COPD     Bleeding/Bruising disorder     Insulin Controlled     

Environmental Allergies      Anemia     Oral Controlled     
Anesthesia Problems     Blood Clots in Legs     Diet Controlled     
Gastrointestinal     Pulmonary Embolus     Thyroid Disease     

Nausea or Vomiting     Genitourinary     Diabetic Nephropathy     
Abdominal Pain     Pain w/ Urination     Neurologic     

Diarrhea     Kidney/Bladder Infection     Stroke     
Irritable Bowel Disease     Kidney Stone     Seizure     

Black/Bloody Stools     Hysterectomy     Depression or mental illness     
Crohn's Disease     Breast     Auto-Immune     
Ulcerative Colitis     Breast Cancer     Taking Prednisone     

Gall Stones     Breast Infections     Lupus     
Hepatitis     Nipple Discharge     Rheumatiod Arthritis   

Skin           HIV/AIDS     
Skin Cancer     Height           

Melanoma     Weight     Scleroderma     
Sun Damage                 

Rosacea                 

Healing Problems               

 
 
 



 
 
 
PREVIOUS SURGERY:
Please list any previous surgeries you may have had. 
 
 1. _________________________________  5. _____________________________ 
 2. _________________________________  6. _____________________________ 
 3. _________________________________  7. _____________________________ 
 4. _________________________________  8. _____________________________ 
 
 
 
 
FAMILY HISTORY: 
Do any of your family members have any of the following: 
 
  Yes No   Yes No   Yes No 

Breast Cancer     Diabetes     Heart Disease     
Melanoma     Stroke     Kidney Disease     

Other Cancer     High Blood Pressure     Depression     
Bleeding problems     Anesthesia problems     Blood clot problems     

Arterial Disease     Varicose veins           
 
 
 
MEDICATIONS:   
Please list any prescription, non-prescription, and herbal medications you are taking.  If you have a long list, 
please provide it for us to copy. 

 
1. __________________________________    7. ______________________________ 
2. __________________________________    8. ______________________________ 
3. __________________________________    9. ______________________________ 
4. __________________________________          10. ______________________________ 

 5. __________________________________          11. ______________________________ 
            6. __________________________________          12. ______________________________ 
 
 
SOCIAL HISTORY: 
 
Do you Smoke? Yes ____ No ____ If so, how many packs per day? ___________ 
If you smoked in the past, when did you quit? __________________________ 
On average, how many alcoholic drinks do you have per week? ____________ 
Have you had problems with substance abuse? _______ if so, please describe _________________ 
________________________________________________________________________________ 
  

 
 
 
 
PT. REGISTRATION FORM UPDATE 2/1/05 
 
 
 



 
 
 
RiverSong Plastic Surgery 
21 Highland Avenue 
Suite 3-4A 
Newburyport, MA  01950 
 
 

AUTHORIZATION TO TAKE PHOTOGRAPHS 
 

PLEASE CHECK ONE: 
 
� I DO HEREBY AUTHORIZE MICHELE T. SASMOR, MD AND/OR MICHAEL F. 

KUTKA, MD TO TAKE PHOTOGRAPHS OF ME AND USE THEM AS AN AID IN MY 
TREATMENT. 

 
 

� I DO NOT CONSENT TO PHOTOGRAPHS BEING TAKEN OF ME. 
 
 
 _________________________________ ____________ 
 SIGNATURE     DATE 
 
 SIGNING THIS SECTION IS OPTIONAL: 
 
THE UNDERSIGNED HEREBY AUTHORIZES FOR MICHELE T. SASMOR, M.D. AND/OR MICHAEL 
KUTKA, MD TO USE MY PHOTOGRAPHS FOR PATIENT EDUCATION UNDERSTANDING MY 
IDENTITY WILL BE KEPT CONFIDENTIAL. 
 
 _________________________________ _____________ 
 SIGNATURE     DATE 

 
 
 
 
 
 
 
 
 
PT. REGISTRATION FORM UPDATE 10/21/04 
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