
Welcome to the Lincoln Aesthetic Surgical Institute. In order to expedite your visit today,

we ask that you help fill out some basic information about yourself. Please fill out the

below boxes as best you can. Circle any answers as appropriate.

General History & Physical

Name: Date of Examination:

Date of Birth: Insurance Carrier:

Age: Policy #:

Social Security Number:

Gender:   Female     Male

Please describe the problem you are seeing Dr. Mitchell for:

Were you referred by someone?:     Yes      No

     If Yes, who referred you:

Past Medical History:

Heart Disease Yes      No

Lung Disease Yes      No

High Blood Pressure Yes      No

Diabetes Yes      No

Intestinal Problems Yes      No

Kidney or Liver Disease Yes      No

Ovary or Uterine Problems Yes      No

Bleeding Disorders Yes      No

Thyroid Disease Yes      No

History of Depression, Anxiety, or Psychosis Yes      No

History of Seizures Yes      No

History or Arthritis Yes      No

Other Conditions:
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Past Surgical History (include the dates of procedures):

Have you ever had any reactions to anesthesia?:    Yes     No

     If Yes, please explain:

Family History (please include cancer, diabetes, heart disease, high blood pressure, ...):

Social History:

Tobacco Use Yes      No Current Use: Duration:

Alcohol Use Yes      No Current Use: Duration:

Other Drug Use Yes      No Please list:

Occupation:

Children (please list number and ages):

     Total number or pregnancies if applicable:

Drug Allergies (please include reaction(s)):

Current Medications:

Name: Dose: Frequency:

Current Weight: Current Height:
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