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PRINTING the requested iDformatjon.  DO NOT write in the
shaded areas labeled "For Medical Team Use only."

Today`s Date

Patient Nave
quonthoay„ear)

(Last)                                               (Fii.st)                                    (M.I  )

Social Secunty # _ _ _-_ _-_ _ _ _
Date of BIrth                 /                /                         Sex   D Male I Female

(Monthmayrrear)

Who completed this form?  I Patient  t] Spouse  D Other  (speclfy)

Name (if other than patient)

Have you ever been I]ospila]ized?

Patel  & Patel,  M.D.,  lnc.
401  DIVISION  STREET, SUITE 306

Charleston, WV 25309
(304) 766-4300

Have you had any serious il)juries and/or broken bones?                             I No    I Yes   +  Describe

Haveyoueverreceived a blood tran§fu8ion?                      I unknown       DNo   I Yes   i  ApproximateyeaJ(s)

Have you ever traveled or lived outside the United States or Canada?    I No    I Yes   +  When and where

IIave yo.I received the following IMMIINIZATloNS?   If yes, indicate tbe approximate year it was last given:
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Education.

Occupations.

Disability.

Abuse

Have you used
any of the
following
sul)stances?

How many years of school  have you completed?

Your cuITent employment status:    0 Retired    I unemployed    I Homemaker   I Employed -current occupation(s)

PTevlous OccuFiations/Jobs

Areyoudlsabled?   .No   OYes  +

Have you ever been physically. sexually, or emotionally abused?    I No    I Yes  +

Substance Currently Use? Previously Used? Type/Amount/Frequency How Long?rvears` If stopped, when?rvear)

Caffeine.   coffee, tea, soda DNo   DYes DNo   DYes

Tobacco DNo   DYes DNo   DYes

Alcoho) -beer, wine, II.quor .No   FYes DNo    DYes

Recreatronal/Street drues DNo   DYes |No   DYes

MaritaLstatus.       AreyoucuiTeutlymamed?    I No   I Yes  +   Inwhatyeardldthis marTiageoccur?

List any previous marriages tyear marTied and duration)

Currentspouse     . Notapplicable    a Al[ve(Age                   )   t] Deceased
]nformatiol)

Health problems or cause of death

If alive, cunent employment status:    a Retired   . Unemployed    t] Homemaker   I Employed -current cocupatlon(s)



ELofi|iiAlLi
Atie you adopted? I Yes  +    If lcno\im. complete the following information about your!!gg§ relatives (include children)    Exclude adoptive parents, stolings and

adopted children

I No   +    Complete the following inforTnation about your!|ggd relatives,  Excl`rde adoptive siblings and adopted children.

Fathei.               I Alive(Age                   )   D Deceased(Age                   )   Ounknown        CauseofDeatli.

Mother             I Alive(AgeJ                 )   I Deceased(Age\                 )   D unknown        CauseofDcatti

I Unknoun

I Unknoun

Number
Aliye

Apl,,.oli,-'e
Age(s)

Null'b€r
Deceased

Approlima,e
Age(s) al Death            Cause(s) of Deatli

Brothels

Sis,ers

SoD§

Danghters

I Unknown

I Unknown

I Unknown

I Unknown

Place a gbgg!§ mark (try in the appropriate boxes to identify all illnesses/conditions whicl] I/olu lmo`i/ have occurred in your I)load  retati`/cs    Ctteck "NONE" if you are
not aware of any relative havin& the Illness/cond[tion    Descnbe the Illness or condLtion.

Illness/Condifron

Family Members

Desciibe

iiiie

: €I
=!E=

=€u]
=c%

CiI=

0Z

Cancer (descnbe the type of cancer for each person)

Heart Diseae
Diabetes

Sti'okemA
High Blood Pressure

High Cholesterol or Triglycerides

Liver Disease

Alcohol or Drug Abuse

Anxiety, Depression or Psychiatnc Illness

Tuberculosis

Anesthesia Complications

Genetic Disorder

Other - descnbe
Other - describe

Other - describe

Other information about your family whith you want us lo know

Do you I]ave a Provider?   0  No   0  Yes  i  Name

Address
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Indicate whelhcr you have exi)erienced tl]e fotlowii)g symptoms during recent months, unl€§sotlier`irise specified, by checking (wh "No" or "Yes" for each



iLrd[EiimTRI=flmTm.[Lii[i]ii I I I I , n :\+1 *+1 I I I I I I I

Do you  hove ditheseactivitiesEa(,ngBathingD'es8,ngWalk,ngUs,ngTo,letHousekeepingfficulty pebyYOURDNoENo0NoCJNo0NoDNo rfo,.mingSELF?qYes1YesaYesuYesDYesDYes Dovou haveanvspecialdie.art needs?          D  No      D  Yes  +  Describe.

WI]atisyourcurren.livil]g armngemen(?     I  House         0  ADartment       I  NursineHome       I  other

Do you live:    B   Alone        I  with spouse/Family        I  with others + Descnbe

List family or friends able to I)rovide a8sistoii€e with voiiT J]omecare needs if You would evel. I.eauire such assistance:

-y                                                       en*          ed              -,;*            a`-@,..,-a                                       -

Areyou interested in more informationaboutaspecifictoplc?    D  No    I  Yes  +  I  Howtostopsmoking     I  Exercise         I  Stress         I   Safesexual practises
D   safety(seatbelts,smokedetectors,firearms)       I   Nutrition       D  weightcontrol       I   violent& abusivebchavior       I   Lrvingwills       D  Diabetes
I  cancerscreening      I  other


