Omaha Healtiv Therapy Center, LLC

Patient information

‘Last Name: First Name: ‘DOB:
Sex: ____ Home Phone: Mobile Phone:

Email: How did you find us?

Address:

Emergency Contact: Relationship:

Emergency Contact Phone:

-Qccupation:

Primary Care Provider {PCP}:

Patient Marital Status:

Employer:

Please list ALL active treating physicians {i.e pulmonologist, oncologist, internist, cardiologist, etc)

Doctor’'s Name:

Doctor’s Name:

Doctor’'s Name:

General Questionnaire

‘Have you EVER had any of the following?

Asthma/Breathing Problems.............. oY oN
Arthritis... virereneee. OY ON
BIeedmg/Clottlng D|sorder ................. oY oN
Blood Pressure Disorder......weeeeneen oY ON
Blood Transfusion......cueercarivnneene.. @Y ON
Bowel/Stomach Problems ......cccove.. ©Y ON
Cancer .. e e O Y ON
Cholesterol D|sorder .......................... oY oN
Diabetes v oY oN
Eye Disorder {i.e. Glaucoma) .......... 0Y oN

Relevant-Gynecological issues ........... oY -oN

Specialty:

Specialty:

Specialty:

Heart Disease/Disorder.. i oY oN
Lung Disorder... oY oN
Liver Disease... . .0Y oN
Neurological Dlsorder/Chronlc Headaches oY oN
Psychiatric Disorder/llIness..... .. 0¥ ON
Puimonary Embolism/DVT ......cccccevvieveeeee. ©Y ON
SEFOKE i s e s sreesaesansien oY oN
Seizure or EPIlepsy .. oY oN
Thyroid Disorder ....cccecenennnccisesiinisin.. @Y ON
Urinary/Kidney Disorder .......ccceccverrenene. 0Y ON




Please list any other medical iHlnesses or problems and provide details for any of the above conditions:

Please list all past surgeries and hospitalizations and the approximate date.
i ; N 7 T
; rocedure/ Hospitalization ; Date : Cornplications

A A PRV T O

De you have any allergies to medications or other substances (pets, food, etc.)? oY o
If yes, please list allergies and reactions (including rash, hives, throat sweﬂmg, anaphylaxisp
~ Allergy _ § ~ Reaction ¢ .  Allergy L Reaﬁtlon

| [
| i

Please fist ALL of your current medications, including over the counter medications, 5upp!ements and herbs:
Medication Name : Pose P Medication Name | Dose

f

|

1

! 1

’.. ama @  n eam e, —— e BT e O VU OO U
1

i

Please indicate any major conditions/illnesses that your immediate family members have had:

] Relative - Condition and descripti ion ! tiving? ! ifdeceased, st what age? |
~ Mother o .. oY N
Fathar _ _ ‘oY oN! !

L sibling a¥ eNt §

~ Other: nY oN i

Do you currently smoke? oY oN Iifno, previously? oY oN Yearssmoked — Packsfday

Doyou use othertobacco products? oY oN  Consumesleshel? oY o yes, drinksfweek:

if Relevant: Any past pregnancies? oY o N How many? ___ How many deliveries?




Constitutionaf

YN Fever
OYON Chills

(YN Fatigue
_OY.SN  Faeling Boorly
OYN Sweats

Head, Eyes, Ears, Nose, and Throat

GY o

OYDN Unexp. Weight Change

Weight Gain{ Lbs}
OYoN Weight Loss (__ Lbs]

oYol Sleep Disturbances
0 ©ther:

OYON  Vision Problem OYGN Red Eyes oYoN  Congestion OYON Hoarseness
oyoN  Decreased Hearing YN Eye Pain oOYON Snoring OYOM Ringing in Rars
mYoN Double Vision YN Runny Mose ovoN Dry Mogth YN Yertigo
oYOIN  Light Sensitivity TYON Neck Stiffness OYoN Fly-Like Symptoms Oy=iM Esrache
DYON lchy Eyes TYDN Nosebleeo LYON Sore Throst vYeN Other:
Cardiovascular

Yo Chest Pain oY Cold Extremities ZYON bregular Heart Rhythm

OYDN Palpitations oYON Cold Hands or Feet ayYoh Othen:

oY Leg Swealling O¥oN Leg Pain wf Walking

Respiratory i

O¥On Shortness of Breath  OYDN Wheszing oY Ceughing UpBlood O

QYo Cough pYon Shortness of Breath aYoN Coughing Up Sputum

OYOIN Rapid Breathing

aYoN Chest Congestion

0 Other:

Gastrointestinal

CYDIN  Abdominal Pain OYON Diarrhes oYoN Change in Bowels oY Painful Swallowing
oYoN Blood in Stool BYON BlackfTarry Stools OYON  Vomiting Bleod 0o Other:

oYoN Vomlbting oY Decreased Appetite SYoN Bowel incortinence

OYoN Nausea £¥YioM Yellow Skin YO Rectal Pain

gYDN Constipation oYoN Trouble Swallowing CYEN Heartburn

Integumentary

LIYON Rash oYoN Skin Wound OYoON Unusual Growth LIYOIN Skin Cancer
FI¥YON  Dey Skin oYoN Change in A Mole oOveN  itching 3 Other:
Fsychiatric

GYoN Depression DY Anxiety telitt

Hematologic/Lymphatic

OYON Easy Bruising CYDON Easy Bleeding OYoN Swollen Lymph Nodes 0 Other:

Endocrine

CYDOKN Excgssive Tiirst
ovoi Told intolarance

Neurological

OYON Hest Intolerance
TYON Changes- Hailr

riYok Changes- Skin
' Cthen

oy Headache

OYON Dizziness

oYDN Decreased Strength
aYmN Poor Conrdination
Musculoskelats!

aYoN Unsteady

Yol Disorientation
oYM Corfusion
CiYmN Burning Sensation

OYoiN Numbness
oYonN Tingling

OYON Seizures

o¥oN Fainting {Syncope}

oYON Tremor
gyoM Memory Lapses/Loss
g Other:

Yo eint Bain
OYON MNeck Pain
fAYoN Back Fain

Genitourinary

Yot imb Bain
DYool Joint Sweiling
oo Muscle Cramps

Ovoi  Biuscle Pain
OYON Muscle Weakness
OYON Leg Swelling

0 Other:

OYON Frequent Urination
TOYDN  incontinenge
Yo Urinary Urgency
OY N . Painful Urination

oyoN Pelvic Pain
YN Reciuria

CYmN lching- Genital
oo Thange inlibido

YN Painful Intercourse
ovoM Discharge- Vaging!
ovi Vaginal Bleeding

OYN

irreg. Monthiy Cycles

OYoN Heavy Period Bleeding
3 Other:




Reason tor today’s visit:

Which side huris? [} Left [} Right [ ] Both tiow long has your reason for today’s visit been going on?

Hand dominance: ] Left [ Right

Pain description: {_jouli | Ishorp [ iTingling [} Other:

‘When does pain ocour? | Atvest | 1With activity ] Atnight "} Oter:

Rate pain: {Check box)
1 2 3 4 5 6 7 8 9

o o o o o o Db b D

What reduces the pain? [_| Medicine [ Jire [ | Heor [_|Rest i Elevation

No pain

“Your probiem has: [} improved [_j Worsened

Any other symptoms associated with the current problem?

D extreme

Does your home have: (Check all that apply) [ }1 story [ 2stories {13+ stories [\Entrance steps [ ] Eievator

Name of persen completing form: Relationship {if not patient):
Referring provider’s name: ‘Phione number:

Address: Fax number:

Waould you like o copy of todey’s consult note sent to this doceor? [} Yes Cino

Primérv care provider's name; Phone number: __ .
Address: Fax number:

Wod vou like o cogy of rodny's cansulf nate sent 2o this doctae? Mlyes [Jno




