HERNIA CENTER OF OHIO

MEDICAL QUESTIONNAIRE/REGISTRATION
(Please use this version of the form ONLY if you plan to include it as an email attachment)
For patients completing this questionnaire be assured that all information is kept strictly confidential. If you are completing the Rapid Response, Dr. Grischkan, our medical director, will personally contact you after reviewing this information.

DATE:                                                  NAME:      

    

SEX:  M  FORMCHECKBOX 
    F  FORMCHECKBOX 

DATE OF BIRTH:                                 SOCIAL SECURITY#:  
AGE:      
 HEIGHT:      
WEIGHT:      
HOME ADDRESS:      


  Apt#:      
        City      

      State      
     ZIP        Country      


OCCUPATION      



EMPLOYER      



BUSINESS ADDRESS:      


     Suite:      
        City      


      State      
     ZIP        Country      




TELEPHONE: Home:      

     Cell:      


        Office:      

      E-Mail      

     

EMERGENCY CONTACT:      


     TEL:      


REFERRED BY (Check One): 





 FORMCHECKBOX 
Physician






 FORMCHECKBOX 
Non Physician

Doctor’s Name:      





       
Patient   
   FORMCHECKBOX 
       




Address:      







Friend/Family  FORMCHECKBOX 

City:      



  



Newspaper    FORMCHECKBOX 
  

State:                                    ZIP:      




Internet       FORMCHECKBOX 
      

Telephone:      




          

Other     
     FORMCHECKBOX 
   

INSURANCE (Check one):
  FORMCHECKBOX 
 Do Not Have Insurance
 FORMCHECKBOX 
 Have Insurance
  

Cardholder Name:      




Insurance Company Name:      





Group Number:      


  
  ID#:      






  *Please mail or fax a copy of front and back of insurance card*
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MEDICAL HISTORY

Mark an X on EACH line for YES or NO. If you mark YES-circle disorders on the left









YES
NO
Glaucoma/ cataracts/ stroke/ seizures/ mental illness


 FORMCHECKBOX 

 FORMCHECKBOX 




  

High blood pressure/ heart attack/ chest pain/ irregular

 FORMCHECKBOX 

 FORMCHECKBOX 




heart rhythm/ mitral valve prolapse/ pacemaker/ defibrillator/ 

easy bleeding/ blood clots/ phlebitis

Shortness of breath/ emphysema/ pulmonary embolus/

 FORMCHECKBOX 

 FORMCHECKBOX 




asthma/ disorder of lung/ chronic cough

Hiatal hernia/ acid reflux/ rectal bleeding/ ulcers/ hepatitis/

 FORMCHECKBOX 
  
 FORMCHECKBOX 

    

intestinal cancer/ chronic constipation

Kidney stones/ difficulty urinating/ frequent nighttime urinating
 FORMCHECKBOX 
 
 FORMCHECKBOX 
  
   

Diabetes/ thyroid disorder/ autoimmune disorders 


 FORMCHECKBOX 

 FORMCHECKBOX 

   


Arthritis/ orthopedic metal implants/ deep vein thrombosis
      
 FORMCHECKBOX 

 FORMCHECKBOX 

   

Cigarette smoker/ alcohol in excess




 FORMCHECKBOX 

 FORMCHECKBOX 

Other medical disorders/chronic illness/cancer
     

























FEMALES:
Pregnancy     
 (how many)
Live Births       (how many)

ALLERGIES TO MEDICINES:   FORMCHECKBOX 
None   

 FORMCHECKBOX 
Yes    

If Yes-which ones      









Current medications you are taking:


NAME


  

DOSE
     




     



     




     



     




     



     




     



     




     



     




     



     




     



     




     



     




     



DO YOU TAKE BLOOD THINNERS:      FORMCHECKBOX 
 Yes


 FORMCHECKBOX 
 No



(Plavix, Coumadin, Aspirin, etc)


Page 3

HERNIA INFORMATION (Mark an X at location of the hernia)





LOCATION

SIZE(marble/golfball/orange/huge)
  




  Right groin


 FORMCHECKBOX 



     




Left Groin


 FORMCHECKBOX 



     







Upper Abdomen

 FORMCHECKBOX 



     







 Lower Abdomen

 FORMCHECKBOX 



     







 Upper & Lower

 FORMCHECKBOX 



     






 Bellybutton


 FORMCHECKBOX 



     







 Other (side/flank)

 FORMCHECKBOX 



     








     How long have you had the hernia:        weeks            months
        years

     Pain: What is your pain level        (place number 0=no pain to 10=excruciating pain)

FAMILY MEMBERS WITH HERNIAS 

   

None  FORMCHECKBOX 




        FORMCHECKBOX 
 Yes (place X below)

Father  FORMCHECKBOX 

 Mother  FORMCHECKBOX 







Brother  FORMCHECKBOX 
    Sister  FORMCHECKBOX 
    Child  FORMCHECKBOX 

PREVIOUS HERNIA SURGERY:  No FORMCHECKBOX 






Yes  FORMCHECKBOX 



Year

Type of  Surgery







     

     


                    







     
                   










     

     










     

     










     

     










     

     










     

     



PREVIOUS MAJOR SURGERY: None  FORMCHECKBOX 

Yes  FORMCHECKBOX 

List Procedures

    
      



    







     
      _______________








     
      _______________







     
      _______________
       RETURN VIA: 
E-mail:
herniacenter@sbcglobal.net
                     

FAX:
216-591-1424

                    

Mail:
The Hernia Center of Ohio




24025 Commerce Park




      
                             Beachwood, Ohio 44122

                      If you need any assistance with this questionnaire, please call our clinic at 216-591-1422







