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San Juan Plastic Surgery 
2300 E. 30th Street 
Building B, Suite 103 

Farmington, NM 87401 
 

 

Last Name 

 

PATIENT PERSONAL HISTORY 
*Confidential Document 

Date:            MRN: 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 

 
 
How did you hear about our office?________________________________________________________ 
 
If someone else is responsible for medical and insurance bills (Guarantor) please fill in the following: 
 
 
 
 
 
 
 
Have you or any of your blood relatives been diagnosed with any of the following: 
       You   Family  Nobody                  You   Family  Nobody                  You   Family  Nobody 

Headaches           □   □       □  Heart attack  □      □       □ Blocked Leg Arteries        □       □       □    
Thyroid Problems           □   □       □  Angina             □      □       □ Stomach Ulcer               □       □       □ 
Asthma         □   □       □   High Blood Pressure           □      □       □ Hepatitis                      □       □       □ 
Emphysema        □   □       □   Stroke or TIA             □      □       □ Cirrhosis                    □       □       □ 
COPD              □   □       □   Blood Clots         □      □       □ Skin Cancer                       □       □       □ 
Diabetes             □   □       □   Abnormal Bleeding   □      □       □ HIV or AIDS/ARC  □               
Breast Cancer        □   □       □   Tuberculosis  □      □       □ Problems with Anesthesia □       □       □    
       
Do You Smoke?    Y N How Much?________________ 
 
Do You Drink Alcohol?   Y N How Much?________________ 
 
Do You Drink Caffeine?   Y N How Much?________________ 
 
Have you been diagnosed with Sleep Apnea? Y N Do you use a CPAP?     Y   /   N 
 
Height:_______________________  Weight:_________________________________ 
 
Are you currently experiencing any of the following symptoms? 
 
Weight Loss  Y N 
Fever   Y N 
Blurry Vision  Y N 
Loss of Hearing  Y N 
Sore Throat  Y N 
Chest Pain  Y N 
Difficulty Breathing  Y N 

Nausea/Vomiting  Y N 
Joint Pain  Y N 
Non healing skin sores Y N 
Weakness in legs or arms Y N 
Depression  Y N 
Enlarged lymph nodes Y N 
Seasonal allergies  Y N

 

First Name 

 

Sex 

  M  /  F 
Date of Birth 

          /       / 

Address 

Social Security # 

 

City 

 

State, Zip 

 

Home Phone   Cell Phone 

 

Business Phone 

 

Employer/Job Title 

 

Insurance Company 

 

e-mail 

 

Referring Doctor / Primary Care Doctor 

 

Emergency Contact  /   Power of Attorney 

 

Emergency Contact Phone # 

 

Age 

 

Marital Status 

 Single / Married 

Name 

 

Relationship 

 

Address City 

 

State, Zip 

 

Phone Number 

 

Social Security # 
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San Juan Plastic Surgery 
2300 E. 30th Street 
Building B, Suite 103 

Farmington, NM 87401 
 

 

 

 
Name:________________________________________________________ 
 
Please Provide an accurate list of surgeries, medical conditions, and medications currently being taken including 
dose and frequency.  Include over-the-counter medications as well as allergies to medications or foods.  You may 
attach a separate sheet if you have one. 
 
Allergies to medications and foods including the reaction or write “none”: 
Medication/Food       Reaction (itching, hives, can’t breath, etc) 
 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
 
List all medications including the dose and frequency: 
Medication        Dose/frequency 
 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
 
List all medical conditions you have been diagnosed with: 
 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
 
List all previous surgeries with approximate year: 
 
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________ 
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San Juan Plastic Surgery 
2300 E. 30th Street 
Building B, Suite 103 

Farmington, NM 87401 
 

 
 
 
 
 
 
*In order for you to obtain insurance benefits, we must supply the insurance companies with some of this 
information in addition to clinic notes, operative notes, hospital notes, and occasionally other information.  By 
signing below, you provide authorization to allow San Juan Plastic Surgery to provide your insurance company 
only with information they request that is required for payment of your benefits from your medical record.   
 
 
 
Signature:___________________________________________________   Date:_______________________ 
 


