DATE OF PHYSICIAN PERFORMING

WESTFALL SURGERY CENTER, LLP

1065 Senator Keating Blvd. PROCEDURE PROCEDURE
Rochester, NY 14618-2673 MEDICAL RECORD #
(585) 256-1330 (FOR WSC USE)
PRE-PROCEDURE HEALTH HISTORY
LASER PATIENTS
NAME:
LAST FIRST M.1.
DATE OF BIRTH: SEX: PHONE #: _( )
WEIGHT LB.

1. ARE YOU ALLERGIC TO ANY MEDICATIONS? YES NO

IF YES, LIST WITH TYPE OF REACTION

2. LISTALL MEDICATIONS YOU ARE CURRENTLY TAKING INCLUDING EYEDROPS, VITAMINS, HERBAL
SUPPLEMENTS AND OVER THE COUNTER MEDICATIONS. (USE BACK OF SHEET IF NECESSARY)
NAME OF MEDICATION DOSE TAKEN HOW OFTEN NAME OF MEDICATION DOSE TAKEN HOW OFTEN

3. MEDICAL HISTORY: DO YOU NOW HAVE OR HAVE YOU EVER HAD?

(@) REACTION TO LATEX (RUBBER) . . .. .+ttt e e e e e e e e YES NO
(b) HEART PROBLEMS, IF YES, WHAT TYPE .. ..ottt YES NO
(€) PACEMAKER. . . ..\ttt YES NO
(d) ASTHMA OR BREATHING PROBLEMS. . . .. ..ottt e e YES NO
(€) HIGH BLOOD PRESSURE . . .. ..ottt e e e e e e YES NO
(1) DIABETES . . . . ettt e et e YES NO
(@) TUBERCULOSIS. . . . .ot YES NO
() HEPATITIS. . . ettt e e e e YES NO
(i) ANY SERIOUS INFECTIONS . .. . .ottt YES NO
() OTHER MEDICALPROBLEMS ... ...ttt e YES NO

4. DO YOU HAVE AN ADVANCE DIRECTIVE, THAT IS, AHEALTH CARE PROXY OR ALIVING WILL?  YES NO
IF YES, WHICH?
WESTFALL SURGERY CENTER HAS PACKETS OF INFORMATION ON ADVANCE DIRECTIVES READILY AVAILABLE FOR ALL PATIENTS.

DATE PATIENT SIGNATURE

PATIENT HISTORY FORM REVIEWED BY: DATE:

LASER PATIENTS

PLEASE FILL OUT THIS FORM AND BRING IT WITH YOU ON THE DAY OF YOUR LASER PROCEDURE.

YOUR PROCEDURE WILL BE PERFORMED ON THE 15T FLOOR OF WESTFALL SURGERY CENTER.
PLEASE ARRIVE AT YOUR SCHEDULED TIME AND PLAN ON BEING AT WESTFALL FOR
APPROXIMATELY 1'2-2 HOURS.
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