CONFIDENTIAL

== i BRUNSWICK INTERNAL MEDICINE GROUP, PC
" MEDICINE INTERJIT SINGH KAINTH MD

HEALTH HISTORY

Name: Gender: OMOF

Reason for this visit:

Date of Birth:

Date of last physical examination:

Pharmacy: Telephone: () -
SYMPTOMS
General Gastrointestinal Eye, Ear, Nose, Throat MEN only

Ccnilis [J Appetite Poor [Bleeding Gums [JBreast Lump
O Depression [IBloating [IBlurred vision [JErection Difficulties
[ Dizziness [JBowel Changes [C] Crossed Eyes [CJLump in Testicles
[ Fainting [J constipation [pifficulty Swallowing [CJPenis Discharge
[JFever [piarrhea [CJDouble Vision [CJsore on Penis
[JForgetfulness [C]Excessive Hunger [JEarache [CJother

[ Headache [JExcessive thirst [CJEar Discharge WOMEN only
[ Loss of Sleep OGas [CJHay Fever [CJAbnormal Pap Smear
[ Loss of Weight [CJHemorrhoids [CJHoarseness [IBleeding Between Periods
[ Nervousness [ ndigestion [JLoss of Hearing [IBreast Lump

[ Numbness [CINausea [CINosebleeds [CJExtreme Menstrual Pain
[ sweats [ Rectal Bleeding [JPersistent Cough [JHot Flashes

Muscle/Joint/Bone
Pain, Weakness, Numbness:

[JArms

[Back [CLegs

[ Feet CINeck
[Hands  Cshoulders

Genito-Urinary
[IBlood in Urine
|:|Frequent Urination
[JLack of Bladder Control
[JPainful Urination

[CJstomach Pain
|:|Vomiting
|:|V0miting Blood
Cardiovascular
[CJchest Pain
[JHigh Blood Pressure
[irregular Heart Beat
[CJLow Blood Pressure
[CJPoor Circulation
[CJRapid Heart Beat
[C]Swelling of Ankles
[Jvaricose Veins

[Ringing in Ears

[sinus Problems

[vision — Flashes

[Jvision — Halos
Skin

[ Bruise Easily

[ Hives

[ itching

[Jchange in Moles

[Rrash

[Jscars

[Jsore that won't heal

[CINipple Discharge

[painful Intercourse

|:|Vaginal Discharge
Other

CILmP Date

[CJpate of last Pap Smear

[JHave You Had A Mammogram?

[CJAre You Pregnant?

[CINumber of Children

CONDITIONS

[ Aids [] chemical Dependency [] High Cholesterol [[JProstate Problem
[J Alcoholism [ chicken Pox CIHTV Positive [IPsychiatric Care
[ Anemia [ biabetes [Jkidney Disease [CJrRheumatic Fever
[J Anorexia [J Emphysema [CJLiver Disease [Iscarlet Fever

[ Appendicitis [ Epilepsy [IMeasles [Cstroke

[ Arthritis [ Glaucoma [JMigraine Headaches [Jsuicide Attempt
[J Asthma [ Goiter [ Miscarriage [CThyroid Problems
|:| Bleeding Disorders |:| Gonorrhea [ Mononucleosis |:|T0nsillitis

[ Breast Lump O cout [CIMultiple Sclerosis [JTuberculosis

[ Bronchitis [CJHeart Disease CIMumps [1yphoid Fever
[ Bulimia [J Hepatitis [JPacemaker Ouicers

|:| Cancer |:| Hernia |:| Pneumonia |:|Vaginal Infections
[ cataracts [CJHerpes [JPolio [Jvenereal Disease

ALLERGIESTOMEDICATIONS or Substances




FAMILY HISTORY Fill in health information about your family

State of If deceased, If deceased, Indicate if your blood relatives had any of the following:
Relation | Age Health age atdeath | cause of death? Discase Relationship to you
Father |:| Arthritis, Gout
Mother |:| Asthma
Brothers |:| Cancer
|:| Chemical Dependency
[ ] Diabetes
|:| Heart Disease, Strokes
Sisters |:| High Blood Pressure
|:| Kidney Disease
|:| Tuberculosis
|:| Other
HOSPITALIZATION/Serious lliness/Injuries PREGNANCY HISTORY
Year of Gender of
Year Hospital Reason and Outcome Birth Child Complications if any
Have you ever had a blood transfusion? (O)Yes (QNo HEALTH HABITS
If yes, please give approximate dates: ___ Indicate which substances you use and quantity
List of Medications Mg Quantity Substance Quantity
[ ]  caffeine
: Tobacco
j Drugs
[ | ' Alcohol

Occupational Concerns
Indicate if your work exposes you to:

Stress

Hazardous Substances
Heavy Lifting

Other

Your occupation:

| certify that the above information is correct to the best of my knowledge. | will not hold the doctor or members of his/her staff
responsible for any errors or omissions that | may have made in the completion of this form.

Signature Date
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