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OFFICE USE ONLY CO-PAY: REFERRAL NEEDED:

SECONDARY HEALTH INSURANCE (CAREFIRST, MEDICARE, HMO’s, ETC.)

WORKER’S COMPENSATION INFORMATION

PRIMARY HEALTH INSURANCE (CAREFIRST, MEDICARE, HMO’s, ETC.)

(IF YES, COMPLETE SECTION “PIP” BELOW)
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Capitol Plastic Surgery
Salman Ashruf, M.D.
Board Certified Plastic and Hand Surgeon
1600 South Crain Hwy Suite 509 Glen Burnie, MD 21061
Tel: 410-590-4313 Fax: 410-590-4314
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PATIENT’S NAME:

REQUESTING PHYSICIAN’S ADDRESS:

IF INJURY, BRIEFLY DESCRIBE DETAILS OF HOW INJURY OCCURRED:

PRIMARY CARE PHYSICIAN:

PRIMARY CARE PHYSICIAN’S ADDRESS:

OCCUPATION:

PHYSICIAN REQUESTING CONSULTATION:

SEND REPORT: YES

NO

PHONE: ____________________________

FAX: _______________________________

AGE:

DATE OF INJURY/ONSET:

ARE YOU: RIGHT HANDED

LEFT HANDED

ALLERGIES:

HEART DISEASE

HIGH BLOOD PRESSURE

IRREGULAR HEART BEAT

PACEMAKER

BLOOD CLOTS

BLOOD THINNERS

SLEEP APNEA

LUNG DISEASE

GI DISORDER

REFLUX

GU DISORDER

DIABETES

THYROID DISEASE

CANCER

ANXIETY DISORDER

DEPRESSION

HEPATITIS

HIV

TUBERCULOSIS

LYME DISEASE

ARTHRITIS

GOUT

OSTEOPOROSIS

NEUROLOGIC DISORDER

MEDICATIONS: LIST CURRENT MEDICATIONS

MEDICAL CONDITIONS:  FOR YES

SURGERIES:

FAMILY HISTORY – LIST ANY MEDICAL CONDITIONS OF IMMEDIATE FAMILY:

SIGNATURE:___________________________________________________________________________________         DATE: ______________________________________

SOCIAL HISTORY:

EMERGENCY CONTACT:

NAME:

RELATIONSHIP TO PATIENT:

CONTACT #:

ARE YOU
ALLERGIC TO
LATEX:

YES

NO

DO YOU SMOKE? HOW MUCH ______YES

NO

DO YOU DRINK
ALCOHOL?

HOW MUCH ______YES

NO

DO YOU 
EXERCISE?

YES

NO

CIRCLE AREA(S) OF INJURY OR
ILLNESS ON DIAGRAM

GCHS-(08/09)
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Height:                            Weight:
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Currently Experiencing Symptoms: Please check 
___ NONE                                           ___ Spitting up blood
___ Dry Eyes                                       ___ Chronis Cough
___ Severe Headaches                       ___ Shortness of breath
___ Ringing in the Ears                     ___ Fever
___ Dizziness                                      ___Severe Indigestion
___ Fainting Spells                             ___ Jaundice
___ Blind Spells                                  ___ Diarrhea
___ Chest Pain                                    ___ Rectal bleeding
___ Breast Pain
___ Bleeding tendencies




	reason for visit: 
	how injury occurred: 
	requesting physician: 
	physician address: 
	primary care physician: 
	primary care address: 


