
 

 

www. novasurgery.com 

432 Hospital Drive  15195 Heathcote Blvd, #240 

Warrenton, VA 20186  Haymarket, VA 20169 

 

Name:       Date of Birth: 

 

What is the reason for your visit today: ____________________________________ 

 

Current Medical Problems: _________________________________________________________________ 

    _________________________________________________________________ 

 

Current Medications: ______________________________________________________________________ 

   _______________________________________________________________________ 

 

Allergies (list reaction): ___________________________________________________________ 

 

Past Surgeries: ____________________________________________________________________________ 

 

Social History: 

Do you smoke? ________ # cigarettes per day? ________ When did you quit? ___________ 

Do you drink alcohol? __________ # drinks per day? ___________ When did you quit? _______ 

Marital Status: ________________ 

Family Medical History: (heart disease, stroke, diabetes, cancer, gallbladder problems, hernia problems) 

 

 

Do any of these Medical Problems apply to you?  Please check the box. 
Heart Disease  Diabetes  Depression  Diarrhea  

Chest Pain  Thyroid Disease  Stroke  Constipation  

Heart Murmur  Arthritis  Nervous Disorder  Stomach Ulcers  

High Blood Pressure  Kidney Stones  Back Pain  Heartburn  

Shortness of Breath  Blood in Urine  Blood Transfusion  Hernia Repairs  

Asthma/Emphysema  Frequent Urination  Hepatitis  CANCER; list type  

Anesthesia Reaction  Pain with Urination  Bleeding Problems  HIV  

Coughing Blood    MRSA    

Preventative Services: 

Have you ever had the following tests? If so, when was last done? (approximate) 
Colonoscopy          Yes/No                 When? _________ 

Mammogram          Yes/No                 When? _________ 

Breast Exam           Yes/No                 When? _________ 

PAP Smear             Yes/No                 When? _________ 

Prostate (PSA)        Yes/No                 When? _________ 

Flu Vaccine             Yes/No                 When? _________ 

Tetanus Shot           Yes/No                 When? _________ 

 

To the best of my knowledge, the questions on this form have been accurately answered. It is my responsibility to inform 

the doctor’s office of any changes in my medical status.  I also authorize the healthcare staff to perform the necessary 

services that I may need.  X____________________________________ 

          Signature of Patient or Guardian      Date 

Office use only: 

Date: 

E. Alexandra Zubowicz

E. Alexandra Zubowicz



 



 

 
 


