CONFIDENTIAL HEALTH INFORMATION QUESTIONNAIRE

- ————— - PESS

This information is needed so we can better serve you. Please ﬁll in ALL portions
of the form. If you need assistance, please ask our receptionist, and we will be
happy to have our Patient Services Representative help you.

Your Name: _ Date:
Address:

City: State: . Zip:
Home Phone & FPager: Call Fh:

Age: ____ Date of Birth: S8#: E-mail:
Mantal Status: OM 0O S O D0 OW Drivers License #

Yaour Occupation: Employed by:

Phone # Address:

It your visit due to an aceident? 0O Yes /O Mo

Are you are Medicare Patient? O Yes/ONo Medicare #:

Your Spouse's Name;
Spouse's Employer: Spouse's work phone #:

Mame of person to contact in case of emergency:

Their home and work phone number;

Mame of nearest relative not living with you:

Their phone number:

Whao referred you to this office 50 we may thank them?

Referring Physician:

n order to determine if care can be of benefit to you, this office will extend the couresy of an
inftial consultation without charge. If the doctor might be able to help you with your condition,
are you interested in seeking care? 0[O Yes [ Unsure

THERE WILL BE NO CHARGED SERVICES WITHOUT YOUR INFORMED CONSENT.

i attest that the above information is true and comact to the best of my knowledge. | further
understand that any charges incumad by me in this office are my aole responstbility, despite any
insurance plan, legal imvoivement, or setifement.

FPatient's Signatura: Date

Parent or Guardian:

Signature: Date




FAMILY HISTORY List any of the diseases listed above which run in your family.
—_— — — T e e——
Relxtiva Aga if Living Age at Death Causs of Death State of Health  Hinesses

Eather
[fothgr
Erod &1
Sstar(s)

flaterral
Grandfather

Grandmother

Grandfather

Palamal
Grandmother

SOCIAL HISTORY Check the boxes and fill in,
P ———— e T ——— T —————————— e — .

Current Weight

Have you recently lost or gained weaight?

MontalWork DO Heavwy O Moderate OLight Hours per day

Phyzical Work D Heavy O Moderale DO Ligh!  Hours per day

Exercise DOHeawy D Moderale D Light Hours perweesk Tvpe
Emoking OCurrent O Previous PacksaDay No of years __
Algotc BaorWoek Liquasiieek Wine \Wieek Ma. of Years
Caffeine CupsDay M3, ¢l Years
(Coffes, Tes, Cola}
Agpirin Na.Day Mo. of Years Ofhers

MARK THE AREAS OF YOUR SYMPTOMS ON THE FIGURE TO THE
RIGHT. Use the followlng symbols:

Achas sl Mumbness cooo  Pins/Meedies «ses  Stabbing .

MARK AN *X" ON THE LINES:
How bad are your symploms now?

- - ..

None _ Most Severa

How bad have they been in the past?

=am

Mone Mast Severe

FPatieni Mame Mumibar Ciale 4




e e S em—— e

HEUROLOGIC WNOW PAST PSYGHIATRIC _ NOW PAST MUSCULOSHELETAL MNOW p,:.,g'r
Selzures 0 o Hyperventilabon O O Muscia Pain [
Vertigo o a Imsacurity o o Muscle Weakness | D
Dizziness A O Depresaion [ R Muacle Cramps (o I
Hand Trembling O (R Troubled Slaep O 0 Muscle Twitching 0 O
Lesa of Sanzation O O Irritatale O a Jdaint Sliffress | O
Imcoargination | ] Undacidadnasgs o 9 Joint Fain o o
Lozs of Facial o 9 Timid o o
Wiaek Grip O | Hallesinations O ()
Paralysis g o Loasof Memary 0O 0O
Crificulty Speach O O Alcoholism o a0
Tingling o B Drug Addiction o o
Lossof Memory O D Drug Dependent 0O O
Mumsness | Suickdal Theughts O 0O
Extreme Wearry o 0O
ENDOGCREINE SexvalPreblens 0O O
Wieight Loss O O
Weight Gain o O PAST MED ou have had | %1,
Extremaly Thin O O Hany Faysr 0 Epilepsy ™
Heat Infolerarce O O Mumips O Faralysis bl
Coldintolerace O 1D Rheumatic Fever 0O Paolio O
Fair Changes 0 O Allergias ] Bental [iness O
Breast Changes 0 0O Angina 2 Alcoholism O
Canser | Depression ul
PIAUNIZATICHA ACCINATION Tumor Q Hereous Breakdown C
CPT | Blood Disease o Migraing O
WALIFAEE | Leukamiz o Gout O
Srmalipos | Heart Trouble o Hamarrhaids O
Tyolhaid | Varicose Veins | Prostate Problems o
Tetanus a Fhiskits | Sexual Problems C
Measlas O Hyoerension O Gonorrhaa O
Epeumozoceal O Slroeca a Syphilis ]
Influenza o Lilcars o Cdabates ]
Faolie o Jaundiza | Bladder Trouble C
MMR o Skin Trouble 0 Kidney Stonas c
Gallstones | Kidmiy Infactions O
BLOOD TYPE Liver Trouble O Diabatas 0
A+ O A< [ Hepatitis | Bladder Trouble G
B+ O B- O Parasites o Dysenterny C
AE+ O AB- O
O+ O 0- 0O
Cither Date of Last Chest X-Ray O Mormal O Abnarmal
BLOOD TRANSF M Last TR Skin Test O Nermzl O Abnorma!
Date Abergies:
Dal= i
Cate
Dale

Patient Mams MNumiber Cate




REVIEW OF SYSTEMS Check only the ones you now have or Have had in the past.

GEMERAL _ MOW PAST THROAT u%y PAST CASTROINTESTINAL NOW PAST
Weakness o O Soreness 0 Ahdominal Pain o 0O .
Fatigue O O Bad Tonsils o od Mausea O O
Fever o 0 Hoarsemness O O Bloated 0O O
Chills a 0O Pain o O Belching o o0
Might Swesls o o Troubls Swallowing O 0 Hearthurn o o
Fainting o o Recurrent Infections © O [ i g O
SHIN MHECHK Irreguiar Bowal Habils o o
Calor Changes [ i Meck Enlargement O O Constipation o O
Nail Changes O 0 Siff Nack O o Diarrhea O o0
HairChanges 0O @O Soraness 0 o Gas o o
Maoles O o Lumps o o0 Hemarrhoids !
Rashas O O Masses O 0O Faor Appatite O O
Sares 0 0 BREASTS Food Intolerance O O
Weakness g 0 Discharge O O Bloody Siools o o
HEAD Lumps o 0 Black Stooks O O
Headaches o o Pain o O GENITOURINARY
Injurigs o o Bleeding o 0o Urgency O 0O
Bumps o o Mipple Changes o 0O Incontinence o o
Last Eye Exam Skin Changes o o Straining O o
Glasses g o0 Bloatad g o Back Pain o O
Cantacts o o LUNGS Frequent Volding 0o 0O
Calaracis O O ol 0 ] Stones o O
EARS Phlagm o o Burning [
Hard of Hearing 0O (i Blood 0 0 Bed Weiting (] i |
Deafess o o Short of Breath O o Small Stream o o0
Ring#g ] 0 Wheezing O ] Diszhargs ] ]
Discharge [ R Fain o o Impatence O O
Earache O O Cangestion O 0 Oribbiing O O
ltching o o Inhzlant Exposure O O Cleudy Urine o o
Dizziness o o HEART Urine Color
Foem Sping o O BMurmur o 0O Spotting Betwean

Palpitations O 0O Periods c O
Decregeed Smell O O Fapkd Heartbeat o0 o Menstrual Cramps o Od
Bleeding 0O 0o Swollen Extremites 0 O Discharge [
Pain o O ColdExtremibes 0O O liching a o
Discharge o O Chest PainPressure 0O Painfid Intercourse O O
Crostruction o 0O Waricose Vains g o Irregular Periods o 0O
Fost Masat Dnip O o Biood Chols (m O Hot Flashes O O
Devicled Seplum @ O Blua Extremities O O vontraception Type
Runny MNogs o o BLOOD Age at First Pericd
Sinus Congestion O O Anemia 0 O Diration of Cycle
MOUTH Lew Blaed Iren O £l Duration of Flow
BleedingGums 0O 0O Easy Brudsing o o Mo, of Pregnancias
Sores o o Easy Bleading o o Mo, of Births
Lestlal Problems O O SwvdlEn Modes a O Mo, of Miscarriages
Ead Dreath o O Pairiful Hodes (| O Mo, of Abortions
Loss of Taste (u | O Sugar in Blood o O Menstrual Flew O Heawy O Med O Light
Dry Mouth g 0O Red Spots o o Last Period
Uicers O O Last Pap Smear
Bliglers o - Last Vaginal Exam

Last Mammagram
Last Progtate Exam

NAME

Fabant Mame o Mumber Data




