
REVIEW OF SYSTEMS, PAST, FAMILY AND SOCIAL HISTORY QUESTIONAIRE 

PLEASE ANSWER ALL THE QUESTIONS BELOW 

NAME __________________________________________________________________                    DATE _____________________________________ 

FAMILY DOCTOR ___________________________________   REASON FOR COMING HERE ___________________________________________ 

LIST ANY ALLERGIES TO DRUGS, IODINE, SHELLFISH OR LATEX ______________________________________________________________ 

DO YOU REGULARLY TAKE ANY MEDICATIONS (INCLUDING ASPIRIN, ADVIL, VITAMINS, ETC.)   Y      N      

PLEASE LIST THEM ON THE MEDICATION LIST SHEET  

PAST SURGERIES: LIST SURGERY AND YEAR_________________________________________________________________________________ 

______________________________________________________________________________________________________________________________ 

______________________________________________________________________________________________________________________________ 

LIST ANY MEDICAL PROBLEMS THAT YOU SEE A DOCTOR REGULARLY FOR:__________________________________________________ 

______________________________________________________________________________________________________________________________ 

HOSPITALIZATIONS: LIST REASON AND YEAR_________________________________________________________________________________  

______________________________________________________________________________________________________________________________

DO YOU HAVE NOW OR HAVE YOU EVER BEEN TREATED FOR: 

 DIABETES  HEART ATTACK 

 STROKE  MINI STROKE 

 HEPATITIS  LUNG PROBLEMS 

 

 

 

HEART PROBLEMS 

HIGH BLOOD PRESSURE 

KIDNEY PROBLEMS 

SOCIAL HISTORY:     MARITAL STATUS ___________________     OCCUPATION ____________________________________________________ 

DO YOU SMOKE NOW? ________    IN THE PAST?  ________  HOW MUCH AND HOW LONG ________________________________________ 

HOW MUCH ALCOHOL (INCLUDING BEER AND WINE) DO YOU DRINK PER WEEK? _____________________________________________ 

LIST ANY MEDICAL CONDITIONS OR CANCERS THAT FAMILY MEMBERS (PARENTS, GRANDPARENTS, SIBLINGS, CHILDREN) 
HAVE BEEN TREATED FOR ___________________________________________________________________________________________________ 

PLEASE MAKE A CHECK MARK NEXT TO EACH OF THE CONDITIONS OR SYMPTOMS THAT YOU CURRENTLY 
HAVE OR HAVE BEEN TREATED FOR IN THE PAST. 

CONSTITUTIONAL RESP. MUSC / SKEL 

 WEIGHT LOSS  CHRONIC COUGH  CHRONIC JOINT PAIN 

 RECURRENT FEVERS  ASTHMA  VARICOSE VEINS 

 CHILLS  PNEUMONIA  PROLONGED LEG SWELLING 

 NIGHT SWEATS GI ENDOCRINE 

 WEAKNESS  CRONIC HEARTBURN  HOT FLASHES 

EYES   RECURRENT NAUSEA-VOMITING  HAIR LOSS 

 BLURRED VISION  BLOOD IN STOOL  THYROID 

 DOUBLE VISION  BLACK STOOLS  ALWAYS THIRSTY 

 “SHADE” BLOCKED VISION  JAUNDICE SKIN BREAST 

CV  NEUROLOGIC   ITCHING 

 CHEST PAIN  FAINTING  CHRONIC RASH 

 ANGINA  PARALYSIS  BREAST LUMP 

 PALPITATIONS  SEIZURES  MASSSES IN OR UNDER SKIN 

 PAIN IN LEGS WHEN WALKING GU  HEMA / LYMPH 

 PAIN IN FEET WHILE SLEEPING  PAIN WITH URINATION  PAINFUL LYMPH NODES 

ALLERGY / IMMUN  BLOOD IN URINE  BLEEDING PROBLEMS 

 AIDS  FREQUENT URINATION AT NIGHT  ANEMIA 

 RECURRENT INFECTIONS PSYCH.  SWOLLEN LYMPH NODES 

 CHRONIC STEROID USE  ANXIETY   

   DEPRESSION   
LIST ALL OF YOUR MEDICATIONS 
ON MEDICATION LIST (PAGE 2) 



       SURGICAL ASSOCIATES OF CENTRAL NEW JERSEY 

Patient Name:__________________________________________      Date: _____________________ 

Please list ALL of your medications with the dosage and time you take it. 

Medication Name: mg. /  units 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

 Circle all times when medication is taken:          

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

  Morning Afternoon Evening Bedtime As Needed 

Dr. Angela Lanfranchi          Dr. Gary Drascher            Dr. William Sugarmann               Dr. G. Ambrose 


