S O U T H G A T E PT DEMOGRAPHICS
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E southgatesurgicaloffice@gmail.com CLINIC
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Surgical Medical Smoking 0 O
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Adverse rxn to anesthetics O 4
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ENT U] U] Height
Resp U U BMI
CVS ] U] BP
Neuro U] ] P
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ADDITIONAL COMMENTS PHYSICIAN SIGNATURE

Must be returned to Southgate Surgical Suites at least 7 days prior to appointment or
surgery will be cancelled



