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HEALTH HISTORY

Primary Care
Physician’s Name ... . SRR = Date of last visit .

Place a mark on “Yes” or “No” to indicate if you have had any of the following. Also place a mark to indicate if a blood relative has had any of the following
problems.

_ Yourself Family Members Yourself Family Members
Arthritis CYes No CJYes [[INo High Blood Pressure Clves [JNo Oves o
| Artificial Heart Valve Yes No CYes [JNo Kidney Disease Clves [JNo Oyes [INo
Artificial Joints Yes []No [Yes [No Lazy /Crossed Eye Clves [no Oves [Jno
Asthma EYES No EYBS [JNo Lupus Clves [no [COves [INo
Bleeding Yes No Yes [No Migraine Headaches Clves  [Ino Clves [Ino
Cancer [OYes No ClYes [JNo Retinal Disease Cves [INo Cves  [no
Cataracts [Yes No [JYes [INo Rheumatic Fever Cves o Cves [No
Chemical Dependency ClYes [N [lYes [CINo Shingles Oves Dlno Cves  [Ino
Diabetes [Yes No [JYes [JNo Skin Conditions Clves [Ono Cves [JNo
Emphysema Oes No Clves [JNo Stroke Cves [no Clves  [no
Epilepsy Oves No OYes [Qhe Surgeries [Olyes [ne Clves [Jno
Eye Surgery OYes No Clves [JNo Thyroid Conditions Clves [No Clves [no
Glaucoma CYes o [lves [ho Tuberculosis Cves [CNo Cves [No
Hay Fever CYes No Clves [JNo Are you pregnant? _______ Number of Children ..
Heart Condition Oves [No CYes [ONo Tobacco use .. Alcohol use .
MEDICATION AND SUPPLEMENTS ALLERGIES

List your allergies to madicafions or other substances:

Do you currently have any of the following problems:

Chronic fever, unexpected weight 16S8/gain, FAHOUE ......vorveceonscssenserscsscsminscneisenns g YS LINO__

Ear/nose/throat problems (e.g. hearing loss, sinus problems, sore throat) ............LyYes L] No_. St

Heart problems {e.g. chest pains, irregular heart Beat) ... _1 Y88 LINO e
Respiratory probiems {e.g. shortness of breath, wheezing, coughing) ... L YeS L INO__ .
Gastrointestinal probiems (e.g. heartburn, abdominal pain, diarrhea, vomiting) ........L]Yes [_{No

Urinary problems (e.g. pain or discomfort, blood in uring, prostate) ... reerees [IYe [ . - ——————

Skin problems (e.0. rashes, BXCesSIVe GryMESS) ... sisssssnsens [_|No

Musculoskeletal problems {e.g. muscle aches, joint pain, swollen joints) ..... [_|No e

Neurologic problems (e.. numbness, weakness, headaches, paralysis) .......... ] Yes  []No e

Psychiatric problems (6.g. dEpression, aNKIEt) w....o...wwmserssssesissimersorerreene ] Y65 [ NO

MEDICARE AUTHORIZATION

| request that payment of authorized Medicare benefits be made either to me or on my behalf to Dr. ____ OPATOWSKY for any

services furnished me by that doctor. | authorize any holder of medical information about me o release to the Health Care Financing Administration and its agents any
information needed to determine these benefits or the benefits payable to related services. | understand my signature requests that payment be made and authorizes
relsase of medical information necessary to pay the claim. If “other health insurance” is indicated in item 9 of the HCFA-1500 form, or elsewhere on other approved
claim forms or electronically submitted claims, my sighature authorizes releasing of the information to the insurer or agency shown. In Medicare assigned cases, the
physician or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the patient is responsible only for the deductible,
coinsurance, and noncovered services. Coinsurance and the deductible are based upon the charge determination of the Medicare carrier.

" Signature of Beneficiary i G Date
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