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P: 817-832-7227 F: 817-740-2259 

 
General Surgery Medical History Form 

 
Last Name: ____________________ First: __________________ MI: _____ Age: ___________ 
 
DOB: _________________ Sex: _____ SS#________________ Marital Status: _____________ 
 
Home address: ________________________________________________________________  
                                       Street                      Apt#/Bldg#              City          State       Zip Code 
 
Mailing address: ________________________________________________________________  
                                       Street                      Apt#/Bldg#              City          State       Zip Code 
 
Home phone: _____________ Work phone: _________________ Cell phone: ______________ 
 
E-mail address: ______________________________ May we contact you via email? ________ 
 
Occupation: _______________________ Employer: ___________________________________ 
 
Employer’s address: ____________________________________________________________  
                                           Street                      Apt#/Bldg.#              City          State       Zip Code 
 
How did you hear about us? 
 
�  Facebook 
� Website 
� Internet Search 
� Instagram 
� Physician Referral 
� Family/Friend 
� Employer 
� Hospital 

� Insurance company 
� Magazine 
� Radio 
� Post Card 
� ER 
� Other Bariatric Center 
� Yelp 
� Other _______________ 

 
Reason for visit: _______________________________________________________________ 
 
Referring physician’s name: ____________________________________________________ 
 
 Phone: ___________________________ Fax: _________________________________  
 
Primary care physician’s name: __________________________________________________ 
  

Phone: ___________________________ Fax: __________________________________ 
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PAST MEDICAL HISTORY: (Please check all that apply and list details/diagnoses) 
 
� Heart Attack 
� Stroke 
� Heart Failure 
� High Blood Pressure 
� Irregular Heartbeat 
� High Cholesterol 
� Coronary Artery Disease 
� Coagulation Disorder  

(Taking Plavix or Coumadin) 
� Diabetes (Type: __I or __II) 

� Emphysema/COPD 
� Pulmonary Embolism 
� Hypothyroidism 
� Hyperthyroidism 
� Sleep Apnea 
� Arthritis 
� Osteoporosis 
� DVT 
� Cancer ______________________ 
� Other________________________ 

 

PHARMACY NAME: _______________________________________________________ 

          Address: ______________________________________________________________ 

                                 Street                                            City             State                  Zip Code 
 
 
         Phone: ______________________________     

 

MEDICATIONS: Prescription and non-prescription 

 

 

 

 

 

 

 

 

Medication Name Dose Times per day 
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SURGICAL HISTORY: (Including colonoscopy, defibrillator, pacemaker, and stents) 

___Hysterectomy    ___Gallbladder     ___Hernia      ___Appendix     ___Tonsillectomy 

Type of surgery Date 
  
  
  
  
  
  
  
  
  
  

 

ALLERGIES:  ___None      ___PCN     ___Sulfa      ___Latex    ___Tape   

___ Iodine/Dye      ___ Surgical Glue       ___Nickel      ___Other Metals 

Medication Allergic To Reaction/Side Effect 
  
  
  
  
  
  

 

SOCIAL HISTORY  

Cigarettes: ___ Never     ___ Current smoker: packs/day ____ # of years ________ 

            ___Quit: (Date_________, and how many years did you smoke    ____) 

 Other tobacco use (please specify): ________________________________________ 

Alcohol use: ___ No ___ Yes: # drinks/week and type __________________________ 

Recreational drug use: __ N/A  __Marijuana  __Cocaine   __Meth  __Other________ 
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FAMILY HISTORY: (Please check all that apply) 

Medical Condition Dad Mom Sister Brother Grandmother Grandfather Other 
Asthma        
Bleeding disorder        
Blood Clots/DVT        
Breast Cancer        
Colon Cancer        
Melanoma        
Thyroid Cancer        
Parathyroid Cancer        
Diabetes Mellitus        
Heart Attack        
High blood pressure        
Kidney Disease        
Leukemia        
Lupus        
Lymphoma        
Stroke        
Vascular Disease        

 

REVIEW OF SYSTEM: (Please check all symptoms you are experiencing) 

General Constitutional Yes 
Fatigue  
Fever  
Heavy lifting at work  
Recent weight change  
Eyes and vision Yes 
Blurred or double vision  
Cataract  
Eye disease or injury  
Glaucoma  
Wear glasses or contact lenses  
ENT Yes 
Bleeding gums  
Hearing loss  
Ringing in the ears  
Sinus problem  
Sore throat or voice change  
Swollen glands in neck  
Musculoskeletal Yes 

Back pain  
Cold extremities  
Difficulty in walking  
Joint pain  
Joint stiffness or swelling  
Muscle pain or cramps  
Weakness of muscles/joints  
Skin and Breasts Yes 
Breast discharge  
Breast lump  
Breast pain  
Change in hair or nails  
Change in skin color  
Rash or itching  
Varicose veins  
Neurological Yes 
Convulsions or seizures  
Frequent or recurrent headaches  
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Light headed or dizzy  
Numbness or tingling sensations  
Paralysis  
Heart and Cardiovascular Yes 
Chest pain  
Irregular heartbeat  
Swelling in feet, ankles, hands  
Respiratory Yes 
Asthma or wheezing  
Frequent coughing  
Shortness of breath  
Gastroenterologist Yes 
Change in bowel movements  
Constipation  
Frequent diarrhea  
Heartburn/GERD  
Loss of appetite  
Nausea and vomiting  
Genitourinary Yes 
Blood in urine  
Burning or painful urination  

Frequent urination  
Incontinence   
Irregular period  
Kidney stones  
Psychiatric Yes 
Anxiety  
Depression  
Sleeping difficulty  
Endocrine Yes 
Diabetes  
Excessive thirst or urination  
Heat or cold intolerance   
Thyroid disease  
Hematologic/Lymphatic Yes 
Anemia  
Easily bruise or bleed  
Phlebitis  
Slow heal after cuts  
Swollen glands  
Transfusion  

 

I AUTHORIZE TRANSFER OF MY MEDICAL RECORDS TO TRINITY BARIATRIC 
INSTITUTE AND MY REFERRING PHYSICIANS 

 

Patient Signature: __________________________         Date: ______________  

 



Patient’s Name:

Patient’s Address:

City, State, ZIP:

Birth Date:

Home Phone:

I, Authorize:

Name: 

Address: 

Phone: 

The following information may be released:

 Entire Medical Record

 Specific Record From                       to

 Immunizations

 Billing Record

 Other

I consent to the release of the indicated sensitive, legally protected records:

 Mental Health Records   Chemical Dependency

 HIV or AIDS     Genetic Testing

Signature of Patient or Representative Date

Relationship to PatientPrinted Name

I understand that I may revoke this consent at any time by notifying the providing organization in writing, except to the extent 
that action has already been taken in reliance on it and that in any event this consent expires automatically in 180 days from the 
date of authorization.

I understand that the information disclosed under this authorization may be disclosed again by the person or organization to 
which it is sent.  The privacy of this information may not be protected under the federal privacy regulations.

I understand that Chemical Dependency client’s/patient’s records are protected by the Federal Law (42FR Part2) and cannot be disclosed 
without this written consent unless otherwise protected. 09/2012 

Purpose of Disclosure:

 Medical Care

 Insurance

 Attorney

 Other

To Release To:

Trinity Bariatric Institute

Other Phone:

Social Security #:

Maiden/Former Name:

Release of Information Request

David Dyslin, MD, FACS, FASMBS

9718 North Beach Street, Suite 204, Fort Worth, Texas 76244

Phone: 817-832-7227     Fax: 817-740-2259
















