RAPHAEL MEDICTINE L THERATTES -
9801 Fair Oaks Blod., Suite 300 '
Fetr Qaks, (A 95628
916-671-1780 Tax 916-844-0083

Please fill cart this form with the information of the pafienf. Please bring this completed form to the next

appointment. Thank you.

PATTENT INFORMATION: TODAY'S DATE: !

NAME ' PHCNE (H) {c}

ADDRESS CITY STATE 7P
GCCUPATION DATE OF BIRTH AGE

E-MATL: Inorance? WD YEE TFPO  Other

FAMILY HISTORY — If any blood relative has suffered amy of the following — please indicate.

{ )} Tuberculosis ] { ) Epilepsy { } Arthritis __

{ ) Hypertensicn { ) Siroke o { ) Diabeies

{ ) Gout { } Migraime { ) Cancer

() KidneyDisease { ) Heart Atinck _ e
{ ) Mentaj llness { } Glaucoma .

Briefiy describe why vou came to the Proctor todav:

Main Problems:
1. 2

l:.i}

HOSPYTALIZATIONS/SSURGERIES/INJURTES:

IMMUNIZATIONS:

ALLERGIES: ¥NONE FPFENICILEY SIILFA OTHER:

MEDICATIONS/SUPTLEMENTS:

BLOOD TYFPE:;

Please check ( ) and iwdicate age when yor had any of the folowing symptoms or discases:

__Bouble or Bharred Vision _ Asgthma f Wheezing __ Ingestion or Hearthon

___ Eye Infections-frequent ___ Ehoritness of Breath on exendon — __ Porsiwent NanseafVomitme

__ Nose Bleeds — recinrent Iying = __ Peptic Ulcers

_ Simas Troubls _ Chest Pam ___Abdominal Pain ~ chronic

__ Sore Throats — frequent ___High Blood Presmime __ Change in Bowel Habits - recent

_ Hay fever/ATlergies . Heart Mmoo _ Thiarhea

___Hoarsepsss — prolonged ___ Palpitations __ Constipation

___Decteased Heariug _ Irregutar Pulse _.Diverticulosis

__ Ringing in ear __ Swollen Anjles ___ Bloody ¢r Tamy Stools

" Bar infections — frequent __Feimting Spells __Hemnrrhoids

__ Dizzy Spells _ 1eg Pain when Walking {2l Bladder Troah]s

__ Failing Vision ___Varicose Veins / Phlebitis —Jamdice/Hepatitis

__ Pneumonida / Plewrisy ___Loss of Appetite-recent __Hemia

___Bronchitis / Chronie Coagh ___ Difficulty Swallowing __ Uring infections - frequent
g Painful Urination

(OVER PLEASE)



___Blood in Urine . Tremor / Hands Shaking ___ Dpression

__ Cwvemight {iination — meme than 2 __ Muscle Weakmess _ Memory Loss
—_Comiral i Urination . Numimess / Tingling Sensations . Moodmess — excessive
—_ Decreass i Foree of Utination ___Headaches — frequeni __ Phobias
___Kidney Stones __Arthritis / Rheumatism __ Mental Miness
___Venereal Disease __Back Pain — recurrent __ Chicken Pox
__ Uretlwal Dischearge __ Bone Fracture / Joint Injmy ___Potip
_ . Clmosic Fatigue _ _Gouwt ' ___Measles / German Measies
__ Weight Loss — recent __ Foot Pain __ Rhbeamatic / Scarlst Fever
__Ansmia __ Cold Numb Fest . Mupmps
___ Bruise easily __ Rashes ___Tuberaulosis
. Camcer ___Hives __Aleobol ( oziwesk)
___Diabetas — Psomiasis _ Smoking ( cig/day)
__Thyroid Diseaze _ Eczema _ Colive/Tea{__ cupe/day}
—_Comvuisions / Seiznres Sleening — diffienlsy

Stroke Nervoasness

MALE AL ORY
Last Period: Age of Omzer
Please describe your cycle: Reg  Imeg Heavy Light 7 of davs:
Length of Cycle: Pam/Cramps - use Meds:
( } Pain/Blredmg After Sex
Number of Pregnapcies: Number of Live Births: Mumber of Miscamiages:
Eirth Conire) Method; Birth Contro] Pl Nams:
(____ ) Fiushing/M=nopanse Using Hormrones? Yes No Ifyes, which ooes?
Date of Tast PAP smes— Results: Dats of Jast memmozram:

Oither coneerns of medical problems:

DIAT. T RY:
Drate of Jast proctste excom:
Oiher concems or medical problems:

PLEASKE ANSWER THE FOLLOWING DUESTIONS:

How did you hear sbout Raphacl Medicine & Therapies?
| ) Friend/Famiby Menber Name of Person who recommrendsd ns:
{ » Mings ins:
" ) Newspaper:
{ ] School:
Other:

. We appreclate vonr feedback.

Thank yeu for flling om this form completely. I yon have iy questions prioT to Your next appointiment, please comtact Raphar] Medicine
8t {916) 571-1760 M-F: 9:00 am —Noon, 1:00 P - 300 pam

Repheed Meodicnes & Therariss 250t Falr Oclz Blvd | Siot= 300 Fair Unkes, CA 95629 wew.ephaatmeficine com

Raphad Medichne + Theryples
¥801 Falr Oabkes Bhd Scére 300
Falr Oaky, CA 95628

{914) 671 1760 (OVER PLEASE)



