_.NEW PATIENT QUESTIONNAIRE

I.  PATIENT INFORMATION

Today's Date. Patient MR#: e e

Nanie. . R -
Laxt T First TOME (dr, Br. aiL)

Dale of Birnh: _

Family Physician: | e et e =

Reteired By: ] | i} -

Appointment Date:

1. CHIEF COMPLAINT THAT BRINGS YOU HERE TODAY

o . ——— — i ——

S I ey . — o k.

Il. CURRENT MEDICATION (INCLUDE OVER-THE-COUNTER AND HERBAL SUPPLEMENTS)
L 30 day supply or L 90 day supply

Drua / Dose / Frequency Drug { Dose / Frequency

L 11. o e e e

2. 12. I
S A 13. . -
I 14. e

S. i 15. e

e e — e s ——p—

& 186. e

o 17. e e

5 : 19. I




1V. MEDICATION ALLERGIES

My W = L .. ——— ]

(Foud / X-ray dye / Seatood/ Other ) e e

V. PAST MEDICAL HISTORY: (circle all that apply)

Heart Attack Diabetes COPD Hypmthyruh'ji.tun GLERD
Hypertension Stroke Rheumatic Fever Hypothyroidism  PU lJ‘ |

iy percholesterolemia TI1A PVD Renal fuilure Arthnus
CHF Arrhythmia PVCs back problems Anxicly
Cardiomyopathy Atrial fibrillation V Tach Sciatica lJr:prut.iﬁltHi
Enlurged hean Arrial flutter Cancer Chemo/Radiation  Alzbeuners
()li‘lt‘r: v memy - e = ——

Vi. PAST SURGICAL HISTORY: (circle all that apply)

Balloon ‘ Congenital Heart back surgery Colostomy

Coronary stent MVR Cholecystectomy TKR/THR

CABG MY repair Appendectomy TAH/BS0
Paceinaker AVR Tonsils ‘Thyroideclomy

1CD ASD repair Hernia repair Pneumonectoiny
RFA VSD repair TURP/Prostatectomy Colon rescetion
Curotid endarterectomy PV surgery Amputation Fracture

Ablation Cardioversion Vascular teg surgery

Other: i

=1 IELE ,ma s LSS S E—

Vil. CARDIAC RISK FACTORS: (check all that apply)

LI Cigarette smoker

{1  Ex-smoker

i1 High Blood Pressure

i High cholesterol mriglycerides
(1 Diubeles

Ll Over-weight

i+ Family history of heart disease

Vill. Personal & Family History:

Cecupation _ Retired

Snmioker pack/day

Alcohol number/day/week

Cafteine cups/day

Exercise ____ never rare occasional regular

Living - health problems Age deceased & cause

Falher
Mother

P PS——— eyl

Siblings




Aealth Care Consumsr Questionnaire

Patent Name _ DOB ]l bate i 0.

T8 Merkesms. il S e g —r —

Review of Systems (n the tast 8 months, have you experiencad any of the following aymplq{nﬁ? Respond 10 ach.

Genitourinary

Constitutional | .
Weaight Loss or Gain Dives (Ino  Blood In your urine LYoy LiNo
Appalte chiangus (increased or decroased) QOyves (OQno  Menstiual changes Uves Lno
Falgue, protound and unpaws daily function Tyes 0ONo  Urinating that is painful or diflicull E__-'m Lo
Fover Qves ONo  Erection problams g*#ﬁ ';IN“
Shanes/sweats from lack of alcohol or arug Qvaes [dNo Vaginal discharge of blaeding dyes LiNo
Eyos \ Musculoskeletal , )
Ey® pain o1 drainage Dves CNo Broken bones gvus Lo
Visudl changes Qves JNg  Joint pain or swelting L_JYw (o
Dry, atritatad dygs Ovyes No Muscle aches [:Wu:i Ono
ENT/Mouth - Muscle weakness LYoy E_J“"
Ear pams o grainage Oves ONo Back pain Uves U
Fraquent sinus intections Qvyes ONo  Skin/Breasts

Heanng changes or loss Ovyes ONo Masses or lumps Clves UNo
Nossblaads Clves [INo  Nipple discharge Dves ONo
Dizziness Oves ONo Rashasor nonhaealing ulcers COyes CNo
Respinato Neurologic

Bloag n ?GL? sputum Oves UUNo  Seizures g Clves UNe
Chest ughinass Oves No  Ceughing or choking with swallowing Cyes Ono
Cougn lasting >1 month, productive or not Oves [INo Excessive daytime sleepinuss Oyes Qo
Shortness of braath Oves Qo | Exiremity pain or burning sensations Dyss QNo
Wheazing Oyes INo  Haliucinations Clyes Cio
Chesi pain with inhalation or coughing [jy“ COno  Numbness or tingling Clves Qo
Cardiovascular Difficulty falling asleep, staying aslesp DQves Qo
Chest pain or heaviness Cyes OONo  Endocrinoleogic

Paipilauons Qyes [ONo Hairiloss Qyes Uno
Fainting or naar tainting spelis Qves [dNo Frequent urination Qlyes ONo
Swelling of feat or legs Clves CINo - Increasad thirst Clves LiNo
Shonness of breath lying fiat in bad Oves CINe  Heat or cold intolerance Clves CNo
Gastrol ' " . mph

AMOMiﬂﬂlt::iﬂnaF W Wyes ONo glm:::;mg gums or nose Clves CNo
Blood in your stool * Clyes OONo  Unexplained bruising Qves Lo
Constipation Dves DINo  Night Sweals Clves QNo
Diarthea o Fuod Intolarance Cyes CiNo  Swollen, painful lymph nodes Clves WINo
Huanbum or Indigestion r_'].y%,- ONo Allergy/lmmun

vomiing or nausea lasting for >1 day Qyes (ONno  Waltery eyes Cves LiNo
Swaliowing ditficulty QOves ONo  Runny nose Clyes Qo
Psych Food intolerance Oyes CNo
Anxiaty without clear explanation Oves [ONo Frequent skin sores Qves QONo
Sadness lasting for days or weeks Qyes TNo

Haanng voices, : Qvyes QNo

Thoughts of hurting yourself Clyes ClINo

Thougt;at of hurting others | Qves UNo

Faar Of paapie, places or things cQyes LINo




