DANIEL W. SAWYER, M.D.
INTERNAL MEDICINE & INFECTIOUS DISEASES

400 Locust Avenue, Suite 24
Charlottesville, VA 22902

(434) 977-1933

PATIENT'S PERSONAL HISTORY conidential Record: Information contained here will nat be released without your authorization.

Last Mame First Middle Social Secunty & ! Date

Addrass City Sate  Zip :

Birth Data Birlh Flaca Home Phone # Business Phone # ""'_'[ﬁb'uﬁé't'iﬁﬁ

Business Address Cily State Zip

Person To Notify Relationship Phone #

Address City T sate Zp

Person who does not live with you, but could Fhane #

contact you in an emargency:

e ! Gy T 7 B

Redigicn Martial Status Date of Last Physical Exam

Declar ~ |Family or Referring Prysigian -~ o

Address ' ity " State Zip ]

Insurance Company Palicy Number Medicare # | Medicaid #

Blue Cross-Blue Shield Information I T

Circle the Highest Year you reached inschool: 1 2 3 4 5 6 7 8 1 2 3 4 1.2 3 4
Elementary High College

PRESENT MEDICAL PROBLEM: Flease state in your own words the medical problem or problems that bring you to see the
doctor at this time. (Begin with the one you consider most serious and note how long you have had the deseribed symptoms)

PAST MEDICAL HISTORY: Operations you have had (give name and year)

Disease which required hospitalization (give dates and hospital)

Serious illness (not requiring hospitalization - please give date)

Serious injuries or accidents (please give date)




DRUG HISTORY:
Are you prasently taking any of the following medications?

[1¥es [JNo Aspirin, bufferin, anacin Cl¥es [INo Sleeping pills [l¥es [INo Water pills

[1¥es [JNo Blood pressure pills Cl¥es [INo Thyroid Medicine [I¥es [INo Antibictics

[I¥es [INo Corisone Cl¥es [INo Vitamins [O¥es [IMNo Barbiturates

[1¥es [INo Cough medicine [1¥es [IMo Masalspray [¥es LIMo Birth control pills
C¥es [No Digitalis [IYes [No Tranquilizers [1¥es [IMNo Phencbarbital

C¥es [ONe Hormones [lYes [INo Weight reducing pills  [1¥es [INo Other drugs not listed
Cl¥es [IMNo Insulin or diabetic pills [IYes [INo Blood thinning pills

“l¥es [INo lron or poor blood medications []Yes [INo Dilantin e
I¥es [IMo Laxatives [I¥es [INo Shots

Mame any allergies to drugs, foods, pets, etc.

PERSOMAL HISTORY:
Do you regularly smoke? [ Yes [INe [ Cigarettes Packs Per Day [ Pipe [ICigars How many years?

Do you drink over 6 cups of coffee a day? [ ves | 1Mo

Do you regularly drink alcohol? [ Yes CINo  Type . How rmuch per day?

What time do you go to bed at night? What time do you get up in the morning?

List pets in home Foreign Travel: (State Country and Yearn _

Armed Foreas: (Years and Duties)

FAMILY HISTORY: If Living If Deceased
Age | _ Health Age at Death Cause B
Father
Mother

Brothers & Sisters

Husband or Wife f—————— . S—

Sons & Daughters : — : I — ~

Do you have any blood relative who has or had: (Check and give relationship)

| Stroke . - —— [Migraine . [ Goiter

_Cancer — [aAsthma [ Arthritis -
_IHigh Blood Pressure — [DHay Fever o [Colitis E—

Ul Tuberculosis —— [Bleeding Tendency [ Mervous Breakdown .

_| Diabetes - [HeartAttack [ |Rheumatic Heart ___

| Epilepsy — Llstomach Ulcers — [insanity B
lLeukemia [ Kidrey Disease ___ ~ [DCongenital Heart .

"] Suicide _ .

| hereby give Dr. Daniel Sawyer permission to file any medical expenses | : _
have with him to my insurance company. Signature

I authorize payment of medical benefits to go to Daniel W, Sawyer, M.D.

T signatore

CDD!;'. nfc_al_'&-s_ . h o Copy of Cards - e





