    Mouchantat Plastic Surgery, P.C.
drmouchantat.com
303-232-8585

Name___________________________________________Weight_________Height________Handed R/L

Reason for this visit:_________________________________________________________________________

Medical and Surgical History

Nerve Problems		Yes/No	Bleeding problems 		Yes/No
Seizures			Yes/No	Thyroid disease		Yes/No
Heart problems		Yes/No	Hepatitis/HIV/Liver prob.	Yes/No
High blood Pressure		Yes/No	Arthritis/osteoporosis	Yes/No
Respiratory/lung problems  Yes/No	Stomach/digestion issues	Yes/No
Cancer of any kind		Yes/No	Vascular problems		Yes/No
Kidney/Bladder issues	Yes/No	Diabetes			Yes/No
How many pregnancies?_____________ how many children?___________________
If you marked yes to any of the above please explain:____________________________________
_________________________________________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________
Past Surgery: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Family History: ______________________________________________________________________________
________________________________________________________________________________________________
Medications and dosage: ___________________________________________________________________
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies to Medications: ____________________________________________________________________
Other Allergies: ______________________________________________________________________________

Tobacco, smoking/chew/vapor  Yes/No     If past smoker when did you quit? ________
Alcohol	Yes/No  How much? _________________ How often? _________________________
Marijuana/marijuana products	Yes/No
Recreational Drugs	Yes/No

[bookmark: _GoBack]Consent to evaluation: I, (or the patient), hereby consent for examination and consultation as necessary and appropriate for my condition or illness by Dr. Richard Mouchantat. I am authorized to sign for myself or the patient.
Signature:
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