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PAST MEDICAL AND SURGICAL HISTORY Today's Date: 

(please use black ink) 

Patient Name (Last, First, Ml) Date of Birth (mm/dd/yy) Age 

Primary Care Physician Address Telephone/Fax 

( ) 
( ) 

Pharmacy Address Telephone 

( ) 

SERIOUS MEDICAL ILLNESSES 
Please Check All That Apply 

PACEMAKER 0 NO □ YES
Note 

Heart Attack X Note 

Heart Failure Diabetes 

AnQina If yes, do you use insulin? 

High cholesterol Cancer 

High blood pressure If yes, what type? 

Heart valve problem Joint replacement 

Chronic lung disease Bleeding disorder 

Asthma Peptic Ulcer 

Kidney failure Thyroid problems 

Incontinence / Bladder Control NeuroloQical/Psychiatric problems 
Have you ever had a Pneumonia Flu Shot □ No □ Yes
Vaccine? □ Yes □ No

(MonthNear Administered) 

Colonoscopy □ Yes □ No
Year 

OTHER/DETAILS: 

Dr. Ankit Agarwal, MD
Dr. John Shumway, MD

2165 S Bascom Ave. Suite B, Campbell, CA 
95008 Ph# 408-963-5500 // Fax# 408-963-5501



Patient Name (Last, First, Ml) Date of Birth (mm/dd/yy) 

PAST SURGICAL HISTORY 

□ I have reviewed this information and I have no past surgical history to report.

YEAR TYPE YEAR TYPE 

MEDICATIONS (Please write full dosages) 
Pl /' t II . t" d th ease ,s a prescnp tons an over- e-coun er me ,ca ,ons, me u mg v, amms an er: s a d h b th t t k. you are a mg. 

Name of Medication: Frequency: Dose: 

HORMONE INJECTIONS: □ Name: D Duration D None 

Do you use any nitroglycerin medications (medicine for chest pain?) D Yes □ No

ALLERGIES TO MEDICATIONS? If yes, which medications are you aller;iic?: Please list in boxes below 

□ No known allergies to any medications

FAMILY HISTORY Any imme ,ate b d
. 

amt'Y mem er 1aqnose d ·th WI ? If cancer. sop ease ,n ,ca e e ow: . d. t b I 

X Type of Cancer Age at diagnosis 

Father 

Mother 

Sibling Circle: Sister/Brother 

Paternal Circle: Grandmother/Grandfather 
Grandparent 
Maternal Circle: Grandmother/Grandfather 
Grandparent 
Children Circle: Son/Daughter 

SOCIAL HISTORY 
No Yes Frequency / Amount When did you start? When did you stop? 

Substances 

Tobacco 

Alcohol 

□ Beer □ Liquor D Wine D None 

How manv cuos/dav 

Coffee 

Tea 

Soft Drinks w/ caffeine 
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Patient Acknowledgement Form 

Notice of Privacy Practices and Patient Bill of Rights 

0 I have received a copy of the Notice of Privacy Practices and Patient Bill of Rights from Silicon 
Valley Oncology. I understand that Silicon Valley Oncology has the right to change its Notice of 
Privacy Practice from time to time and that I may contact Silicon Valley Oncology at any time to 
obtain a current copy. 

Patient's Name: 
------------ -----

DOB: / / ---------

Patient's Signature: Date: / / ----------- ----- ------ ---

D Patient declined the Notice of Privacy Practices and Patient Bill of Rights from Silicon Valley 
Oncology. 

Staffs Signature: _________________________ _

Please check all that Apply: 

1) Silicon Valley Oncology may disclose my information to:
_Any health care provider or facility 
_Spouse (Name) _____________ _ 
_ Children (List names) __________ _ 
_ Other (List name) ____________ _

2) The physician/practice may use or disclose the following protected health information:
All test results _The entire medical chart _Chart notes only 

3) What type of information would you like to maintain as non-disclosed:
_Nothing 

(Fill in reason and the information that you do not wish to disclose.) __________ _ 

4) May we leave a detailed message at:
Home Cell Work 

I understand that it is my responsibility to notify Silicon Valley Oncology Center in writing if I 
want to make any changes to the above. 

Patient's Signature: ____________________________ _ 
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