KAMRAN KHAZAEI, MD Patient Name: 012

PATIENT’S HEALTH QUESTIONNAIRE Birthdate: / /

Please answer all the questions and fill in the blanks when indicated. All answers to the questions will be for chart use
office records only and will be considered confidential.

1. Are you in good NEalth? ... ettt e e e e ettt e e e e e e st be e e e e e e e e annbeeeeaaeeeannes oy O N

2. My last GYN examination was .

3. Are you under the care of a Primary PhySIiCIan? .........cccuuiiiiiii it ay O N
If so, are you being treated for any conditions? .

4. The name, address and phone number of my primary physician is:

5. Have you had any serious illneSSes Or OPEratioNS? .........cccuiiiiiiiiiiiiiie et oy O N
If yes, please list

6. Have you been hospitalized within the last five (5) Years? ... oy O N
7. Do you drink alcoholic beverages? [0 NEVER [ SOCIALLY [OSOMETIMES [ ALWAYS
8. Are you a current Cigarette SIMOKET? ..........oii ittt e e et e e e s oy O N
9. Do you have, or have you had, any of the following diseases or problems?
®  Breast CONAIIONS?.. ...ttt e st sat e st st e s e e s reenanee e oy O N
If yes, please list
LI €17/ o T=Toto] (oo [ oz l'e] fo] o] 1= 0 4 1SS0S oy O N
If yes, Please list
®  ADNOIMAI PAP SIMEAIST ...ttt ettt e e h et e et e e s bt e e e e b et e e e bt e e e sne e e e e aa b e e e e eanreeennneas oy O N
If yes, please list
o History of STD’S (VENEreal diSEASE)7 ........uuiiiiiiiie ittt e et e e oy O N
If yes, please list
e Personal hiStory Of CANCEI?..... ... ..ottt e e e e et e e et e e e sn e e e enneeeeenneas oy O N
If yes, please list
o Family hiStOry Of CANCEI? ...ttt et e e e s n e e e et e e e et e e e e snteeeeenneeeeenneeas oy O N
If yes, please list what family member and what type of cancer
10. Are you currently USING CONrACEPLIVES?.......coueiiiiiiiee ettt s e b e as oy O N
If yes, please check the following : [ Oral Contraceptives, [J 1UD, [J Other
11. Are you taking any medications (drugs), prescription, or Non-prescription? ...........ccccooiiciiieieieiiiiiiiieee e oy O N

If so, please list

12. Do you have any disease, condition or problem NOT listed that you think the doctor and office should be aware
Lo o ol N g T 1TV o T 11 | GO PSRRI oy N
If so, please explain:

13. Are YOU CUITENEIY PrEGNANTT ... .ottt ettt e et e et e e et et e e snre e e s nnneee s oy O N
e Have you had any previous PregnanCi@S? ..........ccouuueeeiiiie ittt et e et e e oy O N
If yes, please check the following:
e Vaginal Deliveries: (J #

e C Section: O#
e Miscarriage: O#
e Terminations: O#
14. DO YOU hAVE @NY AIIBIGIES ... eeieeiieiiee ettt e et e e et e e ettt e e s aate e e e smneee e ettt e e eaneeeeesmneeeeanseeeeaanseeeeanneeenn oy O N
If yes, please check the following and explain:
e [ Food:
e [ Medication:
e [ Latex

I, MYSELF, HAVE FILLED OUT THIS HEALTH QUESTIONNAIRE COMPLETELY AND | HAVE NOTIFIED THE OFFICE OF ALL MY
MEDICAL PROBLEMS.

Patient’s Signature Date: / /

Page 1 of 1 Rev 08/02/07



