
COUNTRY SQUARE SURGEONS 
CONFIDENTIAL HEALTH HISTORY  

Joseph J. Sferra, MD     John B. Stengle, MD     Patrick W. White, MD 
 
Name_____________________________________ Pharmacy Phone________________________________________ 
What name would you like to be called_________ 
__________________________________________ 
Today’s Date________________DOB__________ Other Hospitalizations___________________________________ 
Age_______________Gender_________________ Reason________________Date_______Hospital______________ 
What is the reason for today’s consultation?____ ______________________________________________________ 
__________________________________________ ______________________________________________________ 
__________________________________________ ______________________________________________________ 
Primary Care Physician_____________________ ______________________________________________________ 
__________________________________________ ______________________________________________________ 
Other Physicians___________________________ ______________________________________________________ 
__________________________________________ ______________________________________________________ 
Who referred you to our office?_______________ 
__________________________________________ 
 
 
Current Medications (include non-perscription)_ Medical Illnesses and Injuries_____________________________ 
Name________________Dosage/How Often_____ (list problem and year – diabetes, hypertension, etc) 
__________________________________________ ______________________________________________________ 
__________________________________________ ______________________________________________________ 
__________________________________________ ______________________________________________________ 
__________________________________________ ______________________________________________________ 
__________________________________________ Social History – Health Habits____________________________ 
__________________________________________ Do you now or have you ever used tobacco?  Yes___    No_____ 
__________________________________________ Circle One           cigarettes       cigars        pipe       other 
__________________________________________ If yes, how much___________per day 
__________________________________________ For how many years? _________________ 
                                                                                            If applicable, date you quit________________ 
 
 
 
Drug Allergies and Reactions_________________ 
__________________________________________ 
__________________________________________ Do you drink alcohol?    Yes______   No _____ 
__________________________________________ If yes, how much and how often? 
__________________________________________ __________drinks per ______________ 
__________________________________________ Have you ever been treated for alcoholism?  Yes____  No____ 
Check here if no known allergies______________ 
 
Previous Operations________________________ 
Procedure______________Date___Hospital_____ How many cups of caffeinated coffee,  tea or cola do you 
__________________________________________ drink per day? ___________cups 
__________________________________________ 
__________________________________________ What is your current occupation? 
__________________________________________ ______________________________________________________ 
__________________________________________ How long have you been in this field? 
__________________________________________ ________________ 
 
 
 
Pregnancy History__________________________ Does your work expose you to any of the following? 
Date________Complications________M/F______ Stress                              Yes_______    No _______ 
__________________________________________ Hazardous Substances  Yes_______   No________ 
__________________________________________ Heavy Lifting                 Yes_______   No________ 
__________________________________________ Other                               Yes_______  No________ 
          



COUNTRY SQUARE SURGEONS 
CONFIDENTIAL HEALTH HISTORY 

        Joseph J. Sferra, MD            John B. Stengle, MD          Patrick W. White, MD 
 
Name_____________________________________________________________________________________________________ 
 
Family History (fill in health information about your family) 
 
Relationship Age State of 

Health 
Age 
at 
Death 

Cause of Death Check 
Here If 
Yes 

If Blood Relatives 
Have/Had Any of the 
Following 

Relation-
ship to 
You 

Father      Arthritis, Gout  
Mother      Asthma,HayFever  
Brothers      Cancer  
      Chemical Dependency  
      Diabetes  
      Heart Disease,Stroke  
Sisters      High Blood Pressure  
      Kidney Disease  
      Tuberculosis  
      Other  
 
 
Review of Systems (Check all that apply to your health) 
 
General      Cardiovascular    Musculoskeletal 
____Fatigue or weakness    ____Heart attack/MI   ____Joint pain 
____Poor appetite     ____Angina     ____Joint swelling 
____Fever      ____Chest Pain    ____Difficulty walking 
____Chills      ____Phlebitis/DVT    ____Muscle pain 
____Weight loss     ____Irregular heart beat   ____Back pain 
____Night sweats     ____Difficulty breathing   Neurologic 
Eyes                at night     ____Dizziness 
____Visual changes     ____High blood pressure   ____Seizure 
____Double vision     Gastrointestinal    ____Stroke 
Ears, Nose, Throat     ____Abdominal pain   ____Balance Problems 
____Hearing loss     ____Nausea     ____Memory loss 
____Ringing in ears     ____Vomiting    Skin 
____Nosebleeds     ____Persistent diarrhea   ____Rashes 
____Hoarseness     ____Constipation    ____Non-healing wound 
____Sinus problems     ____Blood in stools    Breast 
____Persistent cough    ____Black stools    ____Nipple discharge 
____Hay fever     ____Jaundice    ____Nipple change 
____Bleeding gums     ____Heartburn    ____Breast lump 
Respiratory      ____Indigestion    Emotional 
____Shortness of breath    ____Difficulty swallowing   ____Depression 
____Chronic bronchitis    ____Painful swallowing   ____Anxiety 
____Asthma/wheezing    ____Change in bowel habits  Endocrine 
____Coughing blood    Genitourinary    ____Thyroid problems 
____Daily sputum     ____Difficulty urinating   ____Hot/cold intolerance 
____Morning cough     ____Blood in urine    ____Excessive thirst 
____Sleep Apnea                                                    ____Excessive menstrual bleeding ____Excessive hunger 
Blood and Glands     ____Frequent urination    
____Anemia      ____Incontinence     
____Easy bleeding/bruising   ____Lump in testicles    
____Swollen glands          
   
   


