
R.V. RA~, M.D., M.S. (Surg) F.A.C.S., F.J.C.S.

Diplomate American Board of Surgery
General Surgery and Vascular Surgery

PATIENT REGISTRATION DATE
MARITAL STATUS DATE OF

NAME SMWO SEP BIRTH

STREET CITY
ADDRESS STATE, ZIP

OCCUPATION/
PHONE (HOME) (WORK) EMPLOYER

SPOUSES NAME DATE OCCUPATION/ PHONEOF HIRTH EMPLOYER

IF UNDER 18
PAFIENT / GUARDIAN

EMERGENCY CONTACT PHONE ADDRESS RELATION
(OTHER THAN SPOUSE)

s s# DRIVERS REFERRED BYLICENCE

INSURANCE & BILLING INFORMATION
HILLING NAME RELATIONSHIP
(IF OTHER THAN PATIENT~

BILLING ADDRESS PHONE #

PAYMENT REQUIRED AT TIME OF SERVICE - UNLESS PRIOR ARRANGEMENTS HAVE BEEN MADE.
INSuRANCE EFFECTIVE

1) COMPANY ADDRESS DATE

SUHSCRIHER’S I D.# GROUP # HENEFIT
NAME CODE

INSURANCE EFFECTIVE2) COMPANY ADDRESS DATE

SUBSCRIHERS I D # GROUP # HENEFIT
NAME CODE

MEDICARE # MEDICAID I D #

OTHER
COVERAGE

ASSIGNMENT OF INSURANCE BENEFITS

I hereby authorize direct payment of surgical / medical benefits to Dr. RAO
for services rendered by him / her in person or under his / her supervision. I understand that I am financially
responsible for any balance not covered by my insurance.

AUTHORIZATION TO RELEASE INFORMATION

I hereby authorize Dr. RAO ,to release any medical or incidental information
that may be necessary for either medical care or in processing applications for financial benefit.

MEDICARE. MEDICAID

I certify that the information given by me in applying for payment is correct. I authorize release of all records
on request. I request that payment of authorized benefits be made on my behalf

A photocopy of these assignments shall be valid as theoriginal.

PATIENT (please print) DATE

PARENT I GUARDIAN (please print) SIGNATURE
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INFORMAl FOR YOUR PHYSICIAN
Please answer the follow, questions prior to your first examination TODAY’S DATE

It will help your p~1ysIcian to know not only about your health but also about your family and relatives
NAME ADDRESS

TELEPHONE NUMBER DATE OF BIRTH AGE PLACE OF BIRTH

RELIGION EDUCATION (Highest level attained)

PRESENT MARRIAGE (Year married) PREVIOUS MARRIAGE (Year married and duration)

WHERE AND WHEN HAVE YOU LiVED OR TRAVELED OUTSIDE ThE U S AND CANADA~

ALIVE ~
DECEASED ~

FATHER
Eli
Eli

Present health or cause of death MOTHER Present health or cause of death SPOUSE Present health or cause of death

BROTHERS ~
NO ALIVE HEALTH NO DECEASEDICAUSE OF DEATH

SISTERS ~
NO ALIVE HEALTH NO DECEASED CAUSE OF DEATH

CHILDREN ~
NO ALIVE AGES & HEALTH NO DECEASED AGES & CAUSE OF DEATH

CHECK ILLNESSES WHICH HAVE OCCURRED IN ANY OF YOUR BLOOD RELATIVES Eli Diabetes Eli Cancer Eli Bleeding tendency Eli Kidney disease
[1 Tuberculosis Eli Heart disease Eli Stroke Eli High blood pressure Eli Nervous illness [1 Allergy Eli Other
CHECK ANY ILLNESSES OR CoNDIrIoNS YOU HAVE HAD Eli Diabetes Eli Glaucoma Eli Heart trouble Eli Syphilis Eli Vein trouble
1] Cancer 1] Asthma Eli Jaundice Eli Gonorrhea Eli Bleeding tendencies Eli runerculosis Eli Pneumonia Eli Kidney disease
[I] Rneumatic fever Eli Nervous disorder Eli Other
LIST OTHER ILLNESSES NOT REQUIRING OPERAtiON FOR WHICH YOU WERE HOSPITALIZED

HAVE YOU MAD SERIOUS INJURIES, BROKEN BONES, ETC?

EliNo EliYes ~ LIST

HAVE YOU HAD ALLERGY OR SENSITIVITY TO MEDICINES OR OTHER SUBSTANCES?

EliNo EliYes~ LIST ___

DO

CHECK THE DISEASES AGAINST WHICH YOU HAVE BEEN IMMUNIZED
Eli Smallpox Eli Tetanus Eli Typhoid Eli Polio 1] Influenza Eli Other
PREVIOUS OPERATIONS (Dates, hospitals and name of surgeon)

DENTAL (List any problems you have now)

MEDICATIONS ~Nameor otherwise identify medicines now or recently used)

ONSET DATE OF LASr MENSTRUAL PERIOD ~ U] Irregular ~NUMBEROF PREGNANCIES
1NuMBER OF MISCARRIAGES

HAVE YOU TAKEN CORTISONE-TYPE DRUGS’ ORAL CONTRACEPTIVES? HAVE YOU RECEIVED A BLOOD TRANSFUSION~

tiNo EliYes EliNo EliYes EliNo EliYes~ DATE
DRESSED WEIGHT HOW LONG HAVE YOU BEEN AT THIS WEIGHT?

WHAT IS YOUR MAIN MEDICAL PROBLEM AND HOW LONG HAVE YOU HAD IT?

WHAT IS YOUR MAIN SYMPrOM?

REVIEWED BY (Physician) DATE

120195 Me~,c.I Afls P~e~i, Mpis. MN 5542?



BreastDisordersMedicalClinic
DR. L(.V. RAO, M.D.
BreastOuestionnaire

What is your main problem?
RightBreast Left Breast
Yes No Yes No

A. Lump in the Breast:
1. How long have you noticed the lump?

Which one?
2. Do you getfrequentlumps/cystsin thebreast?
3. Is the lump painful?
4. Does thelump increasein size?

B. Pain in theBreastRegion:
1. Is thepain all over thebreast?
2. Is thepainover certainareas?
3. Is thepain all the time?
4. Doesthepain increaseduringperiods?
5. Does the pain increasewith intakeof hormones?____

6. Does thepain increaseor decreasewith
diet changes?

C. Dischargefrom Nipple:
1. Have you noticedany nipple retraction?
2. Have you noticedany crustingon thenipple?
3. Have you hadanynipple itching?
4. Haveyou noticedany nipple discharge?

If yes,circle one:
Bloody, Serous, Greenish,
Milky, 1’ink, Sticky
Multicolored

5. Is thedischargeconstantor intermittent?
6. Is thedischargerelatedto yourperiQds?

D. ScreeningInformation:
1. Have you had a mammogramwithin the last 1-2 years?
2. Where did you have the mammogramdone? __________

3. Haveyou hada breastexaminationdoneby yourphysician? circle: Yes No
4. Do you do monthly self breastexaminations? circle: Yes No
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BreastDisordersMedicalClinic
DR. R.V. RAO, M.D.

BreastOuestionnaireHistory

Right Breast Left Breast
Yes No Yes No

A. PreviousHistory of BreastCysts:
1. Do you havea history of breastcysts?
2. 1-laveyou had a breastbiopsy donepreviously?
3. Have you hada previousbreastsurgery?
4. Have had any breastconditionstreated?

B. Menstrual& Gynecological:
1. Are you pregnant? Yes No ___

2. Do you haveirregular periods? Yes No ___

3. What agedid you startmenstruating? Yes No ___

C. ObstetricalHistory:
1. How many pregnancieshaveyou had?
2. How manychildren do you have?
3. Whatis the ageof your youngestchild? _

4. Did you breastfeedyour children? Yes No

D. Family History:
1. Doesanyonein your family haveor had the following: (circle one)

a) BreastCancer No Yes ___ Grandmother,Mother, Aunt, Daughter
b) BreastCysts No Yes ____ Grandfnother,Mother, Aunt, Daughter
c) BreastSurgery No Yes ____ Grandmother,Mother, Aunt, Daughter

F. MedicationHistory:
1. Are you taking birth control pills? Yes ___ No ____

2. Are you taking hormones? Yes ___ No ___

3. Are you taking tranquilizer! anti-depressant Yes No ____

medication?

F. Diet History:
Do you regularly drink:
1. Coffee? Yes ___ No Daily amount?
2. Tea? Yes ___ No Daily amount?
3. Soft Drinks (containingcaffeine)? Yes ____ No Daily amount? _____

9/10(96


