Newborns To

RIVERSIDE FAMILY HEALTH

Stephane Naoumoff, MD

Geriatrics

Marze Boersma, PA-C

Patient Name

Preferred Pharmacy Name/location/phone

Preferred Lab your Insurance company uses: [OQuest* [Olab Corp [OLab One

MEDICAL HISTORY

Date of Birth

1395 N Courtenay Parkway
Suite 100

Merritt Island, Florida 32953
(321) 453-5252

Fax (321) 453-5152

OMale OFemale

*If no Lab is chosen, we will send to Quest Labs automatically.
** | understand that if my LAB DIRECTIVE is incorrect, | am financially responsible for the bill that the lab sends me.

OWuesthoff OHealth First

Initial

Advanced Directives [INone [IDo Not Resuscitate [Durable Power of Attorney OLiving Will  OHealthcare Proxy

Allergies: [INone (Please list all known medication, food and environmental allergies)

Date Reviewed:

Source (example, penicillin) Reaction (example, hives)

Current Medications: [_]None (Include vitamins, supplements, birth control pills, aspirin, eye drops,etc) OR ATTACH MEDICATION LIST

Name Of Medication Dose And Direction Refill Needed?
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo
OYes ONo

Screening & Preventive Medicine: [_JNone *Indicate DATES and WHERE the tests were done.

OColonoscopy OCardiac Stress Test OMammogram
OEndoscopy OCholesterol Blood work OPap Smear
OProstate Exam/PSA OEye Exam [ODEXA Bone Density Scan
OFOBT Stool test card OFoot Exam OPhysical Exam
Vaccinations: [_|None
OFlu Shot OShingles Vaccine OPneumonia Vaccine (x 2) OTetanus — Adult Booster
OHepatitis B OPPD — TB Skin Test Have you ever been exposed to someone with Tuberculosis? CYes [No
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Medical Problems: [ ]None

(Please check any conditions you have now or in the past)

Patient Name

INDICATE THE YEAR OF ONSET

____ [OAllergies/Excema
___ DAsthma

_ DOArthritis

___ DOAtrial fibrillation
_ DAnxiety
____[Depression
____ [Diabetes

____[OCancer (specify type)

____ OEmphysema/COPD
__ OGastric reflux
___[OHeart Arrhythmia
_ [Heart Attack

_ [OHeart Disease
_______[OHigh Cholesterol
____[High Blood Pressure
__ OHepatitis

OObesity

___ UKidney Problem
___ UKidney Stones
_____OMigraine Headaches
_ [OSeizures

__ [OISTDs

__ [OStroke
______OThyroid Disorder
__OUlcers

OGout

OMental lliness
ODementia/Alzheimr
___[OGlaucoma
_ OCataracts
__[OIBS/Colitis
____ Oincontinence
__ OFrequent UTls
O

O

Past Surgical History: [INone

Check if you have received the following procedures and INDICATE THE YEAR PERFORMED.

_____ OAppendectomy

_ OCataract R L
______OHemorrhoid surgery
__[OBack surgery

_ [ONecksurgery
____[OHip replacement

___ UOKneereplacement

Other hospitalizations (describe):

______[Bladder surgery
______ OColostomy
_______[OCholecystectomy
_____OHernia repair
_[Ovalverepair

__ [ICABG (Heart Bypass)

___[OPacemaker

____ OGastric bypass
__ OGallbladder
_____ OSinus surgery
______OTonsillectomy
_____OThyroid removed
_ Ovasectomy

___ OProstate Biopsy

___ [OBreast Augmentation
_____[Breast Biopsy

_ OMastectomy

____ OTubal ligation

__ OHysterectomy

O

O

Women’s Health: []Skip this section if male

Number of pregnancies

Date of Last Menstruation

Any pregnancy complications (example, pre-eclampsia)

Any abnormal PAP smears (explain)

Number of Deliveries

C-sections

Miscarriages

Date/Age First Menstruation

Medical Conditions Running in My Family: [JAdopted-Unknown M-Mother F-Father S-Sister B-Brother C-Child

GM-Grandmother

GF-Grandfather

OAlcoholism/drug addiction
OBlood/Clotting Disorder
OSkin cancer or melanoma
ODiabetes

OHigh Cholesterol
OObesity

OThyroid Disorder

DAlzheimer/dementia
OBreast Cancer
OUterine/Cervical cancer
OHeadaches

OKidney Disease
[JOsteoporosis

OUlcer

OArthritis

OColon Cancer
OOther Cancer
OHeart Disease
OLiver Disease
OSeizure/Epilepsy
O

OAsthma/Allergies
OProstate Cancer
OChronic Lung Disorder
OHigh Blood Pressure
OMental Iliness
OStroke

O

Family Medical History: [ None

Relation | Age, or if De

ceased, Age at Death and Cause

Significant Health Problems or Hereditary Conditions

Father

Mother

Siblings

Children
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Patient Name

Other Doctors or Health Care Providers: [ |None

Specialty Name City Still Seeing?
Cardiologist OYes ONo
Ob/Gyn OYes CONo
Gastroenterologist OYes OONo
Oncologist OYes ONo
Eye Doctor OYes OONo
Urologist OYes ONo
Pain Management OYes ONo
Other- OVYes ONo

Social History:

Marital Status or Living Arrangement: [Single OMarried [OPartner [OSeparated/Divorced OWidowed

Do you have any children: ONo OYes Numberand Ages:

Employment: OFull-time [OHomemaker [ORetired 0ODisabled OUnemployed 0OStudent 0OOther:
Occupation (Previous/Current): Exposure to Hazardous Materials? CYes [ONo

Tobacco Use OCurrent _ pack(s)perdayfor __ years

ONever OFormer (Year Quit ) OCigarette OChewing OPipe [OCigar OSmokeless
Alcohol Use OCurrent __ drink(s) per ODay OWeek OMonth OYear
CONever OFormer (YearQuit_ ) (OBeer [OWine Oliquor OOther -
Drug Use OCurrent OMarijuana OCocaine [OHeroin OPrescription

ONever OFormer (YearQuit___ ) OOther__ EVER SHARED NEEDLES? OYes TNo
Exercise OModerate but Regular Vigorous What kind?

ONever OOccasionally

Pediatric Patient: [_N/A
Patient Primarily Resides with: [Both Parents in Same Home OMother OFather [OBoth Parents Equal but Separate [Other

Parents’ Relationship: OMarried ODivorced [OSingle OSeparated OWidowed

Childcare: OMother [OFather OGrandparent OSibling [ONanny ODaycare [ONone

Mother’s Occupation Father’s Occupation

Tobacco Exposure? OYes [INo Any Smokers in the Home? [OYes [ONo

Other Important Information Concerning Your Health:

Signature: Date:

“"Caring for Your Whole Family”

www.riversidefamilyhealth.com
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