RANCHO PASEO MEDICAL GROUP

264 N. HIGHLAND SPRINGS AVE #5A Medi-Gal O
BANNING, CA. 92220 Other O
(909) 769-0079 FAX (S09) 845-6750
Health History
(Confidential)
Name Age of patient Date of Visit
PERSONAL HISTORY | MEDICINES TAKEN REGULARLY
Birthplace Birthdate Name Dose Heason
Education Marital Status

Health of Spousse

Sleep (usual hours)____ Aids to sleep
Recreation

Exercise

Religion

PERSONAL FAMILY HEALTH HISTORY
Check (v) if you or your blood relatives have or have
had any of the following:

You Disease Family| Helatonto

ALLERGIES & SENSITIVITIES
List all substances, including drugs, to which you have
had an adverse reaction

AlDS, HIV positive

Substance Descnbe reachion

Alcohol dependency

Allergies, hayfever

Anemia

Arthntis, gout

Asthma

Bleeding tendency

Cancer

Chronic lung disease

OCCUPATIONAL CONCERNS
Your occupation

Check (v) if your works exposes you to the following:

Leukemia

Mental iliness

Migraines

Obesity

Peptic ulcer

Stroke

‘Thyroid trouble

Convulsive disorder Y Hazafgopfssu i Cescnbe
Diabetes Heavy Tifting

Lrug dependency Siress

Heart disease Other

High blood pressure

Kidney disease HEALTH HABITS -

Describe how much of each of these substances you use:
Caffine

Tobacco

Alcohol

Other

Circle "Yes" or "No"

Tuberculosis

Other

HOSPITALIZATIONS & SURGERIES

Year Hospital Heason for hospitalization

Have you ever had a blood transfusion?

If yes, please give approximate dates:

Have you ever felt you should cut down | Yes | No
on your drinking?

Have people annoyed you by ciiticizing | Yes | No
your drinking?

Have you ever felt bad or guilty about Yes | No
your drinking?

Have you ever had a drink first thingin | Yes | No
the moming to calm your nerves or get
rid of a hang-over?

e




