VINCENT ORTOLANO, M.D., F.A.C.S., P.C.

Patient History

Patient’s Name: ________________________________________Today’s Date: ______________________

Date of Birth: __________________________________________Age: _____________________________

Chief Complaint

What is the main reason for your visit today?  (Describe your problem in detail)

_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Chief complaint (problem that brought you to the doctor)

	Location of the problem

________________________________________

________________________________________

________________________________________

On the Scale of 1-10, 10 being the most severe,

circle the number that best describes your problem.

1      2      3      4      5      6      7      8      9      10

When did you first notice the problem?

________________________________________
	
How long does the problem last?


30 minutes 

1 hour


It’s always there


Other ___________________________________


Is the problem constant or variable?


________________________________________


Does problem interfere with normal function?


Yes (explain) _____________________________


No


	 
	No
	Yes (now)
	Yes (past)
	 
	No
	Yes (now)
	Yes (past)

	 Alcoholism
	 
	 
	 
	 Mental disorder 
	 
	 
	 

	 Cancer
	 
	 
	 
	 Gastrointestinal disease
	 
	 
	 

	 Epilepsy/seizures
	 
	 
	 
	 Heart murmur
	 
	 
	 

	 Glaucoma
	 
	 
	 
	 Heart attack
	 
	 
	 

	 Hepatitis
	 
	 
	 
	 Blood clots
	 
	 
	 

	 Kidney stones
	 
	 
	 
	 Heart disease
	 
	 
	 

	 Kidney disease
	 
	 
	 
	 Heart fluttering
	 
	 
	 

	 Bladder problems 
	 
	 
	 
	 Vascular disease
	 
	 
	 

	 Venereal disease
	 
	 
	 
	 High blood pressure
	 
	 
	 

	 Bladder infections
	 
	 
	 
	 Low blood pressure
	 
	 
	 

	 Menstrual disorders
	 
	 
	 
	 Rheumatic fever
	 
	 
	 

	 Thyroid disease
	 
	 
	 
	 Neurological disorder
	 
	 
	 

	 Muscle disease
	 
	 
	 
	 Respiratory disease
	 
	 
	 

	 Tuberculosis
	 
	 
	 
	 Stroke
	 
	 
	 

	 Anemia
	 
	 
	 
	 AIDS/HIV
	 
	 
	 

	 Hemophilia
	 
	 
	 
	 Pelvic/vaginal infections
	 
	 
	 

	 Diabetes
	 
	 
	 
	 Other (specify)
	 
	 
	 


Past and Present Medical History (check all items either No or Yes (now) or Yes (past))

Previous Surgeries
Y
N
(if yes please list)

​​​​​​​​​​​​​​​​_______________________________________________________________________________________

Drug Allergies

Y
N
(if yes please list)

​​​​​​​​​​​​​​​​​_______________________________________________________________________________________

Medications & dosage (please list all medications including vitamins)

_______________________________________________________________________________________

_______________________________________________________________________________________

