
Center for Videoscopic and Laser Surgery 
History and Physical Form 

 

Proprietary & Confidential  8/28/01 
 

Patient Information 

Date:                                                                 Patient #: 
Insurance Company: Policy #: 
Name: SSN#: 
Address: 
City: State: Zip: 
Phone (h): Phone (w): Fax: 
e-mail: 
DOB: Age: Gender: Referred By: 
 

History and Physical 
 
Chief Complaint: 
Present Illness: 
Date symptoms first appeared: Work Related? 
Accident Description: 
Other Doctor Consulted/Date: 
 

Review:  
(To be completed by CVLS staff) 

Eyes: Ears: Head: Nose: Throat: 
Respiratory: Smoker: 
Musculoskeletal: 
Skin: 
Cardiovascular: 
Gastro Intestinal: 
Genitourinary: 
Gynecological: Children: Ages: 
 
Previous Surgery:           
 
Previous Medications:           
 
Chronic Medications:           
 
Allergies:            
 

Family History:  
(To be completed by CVLS staff) 

Mother’s Side: Father’s Side: 
 

Physical Exam: 
(To be completed by CVLS staff) 

Wt: Ht: BP: Pulse: Resp: 
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