SON N. GIEP, M.D.
Internal Medicine

PATIENT MEDICAL HISTORY

MNAME AGE OCCUPATION

CHIEF COMPLAINT

FAMILY HISTORY LYES
Has any relative had Cancer of breasts, female organs, colon, melanoma
Tuberculosis (in the last 5 years)
Diabetes
High blood pressure
Kidney trouble {Other than kidney stones)

Heart dizease
Anesthesia complication
PERSOMNAL HISTORY
Weight Height
Exercise: Do you exercise at least 20 minutes, 3 times a week? YES () NO( |}
Alcoholic Beverages: _ Newver __ Occasionally __ Moderately __ Daily
Do you smoke: YES( ) NO({ )

If yes, # of packs per day
If you have guit, how long has it been?
Have you used, previously used or had problems with:

NO

__ Marijuana __Heroin __ Cocaine __ Other recreational drugs

MEDICAL HISTORY

Have you ever had YES i []
Asthma or breathing problems ( 3y € ) Colon trouble or bowel disorder
Anemia (longer than 3 months) [ T N Kidney trouble
Tuberculosis ( y € ) Venereal disease
High blood pressure ¢ 3 () Varicose veins or Phiebitis
Heart disease or murmur ¢ )y () Bleeding disorders
Diabetes ( ) () Seizures, loss of consciousness
Depression [ T Visual disturbance
Thyroid disorder ¢ )y ¢ ) Treatment for nervous disorder
Ulcer or Stomach problems { 3y () Cancer
Hepatitis, Jaundice { 3y ( ) Blood transfusions
Hospitalization for psychiatric reasons { )Y (3 Alcohol Abuse

Other Drug Abuse
Please explain "YES" answers:

YES
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IMMUMIZATIONS
Have you had a tetanus shot in the last 10 years? YES (), on this dale NO{ )

Have you had a preumonia shot in the last 10 years (only age 50 and over)? YES( ), on this date
Have you had any other immunizations in the past?

NO

OTHER

Last Dental Exam Dentist Mame
Last Eye Exam Eye Doctor Mame
SURGERIES (Include dates)

DRUG ALLERGIES

MEDICATIONS: Please list all medication your are currently taking (include dosage).

DATE: PATIENT SIGNATURE:

Form PIMASGS



SON N. GIEP, M.D.
Board Certified In Internal Medicine

PATIENT INFORMATION

NAME BIRTH DATE AGE
ADDRESS CITY ZIP
SSN SEX MARITAL STATUS HOME PHONE
WORK PHONE CELL PHONE __ PAGER
EMPLOYER FAX #
ADDRESS CITY ZIP
WHO REFERRED YOU?

EMER Y INFOR O
SPOUSE SPOUSE WORK PHONE
RELATIVE RELATIVE HOME PHONE
FRIEND FRIEND HOME PHONE

N TION

____PRIVATE PAY (Cash) __PPO ___HMO ___ MEDICARE ___OTHER
INSURANCE COMPANY
ADDRESS CITY ZIP
INSURED'S NAME BIRTH DATE
INSURED'S SSN GROUP #

INSURED'S EMPLOYER

HOW LONG AT ABOVE EMPLOYER

SECONDARY INSURANCE INFORMATION
INSURANCE COMPANY

ADDRESS cITY ZIP

INSURED'S NAME

INSURED'S SSN GROUP #

INSURED'S EMPLOYER

PATIENT / RESPONSIELE PARTY'S AUTHORIZATION
| AUTHORIZE RELEASE OF MEDICAL INFORMATION TO PROCESS CLAIM.

| REQUEST THAT PAYMENT OF MEDICAL BENEFITS BE MADE TO DR. SON GIEP AND |
UNDERSTAND THAT THIS IS AUTOMATIC IN CASE OF HOSPITALIZATION. THIS ASSIGNMENT OF
BENEFITS WILL REMAIN EFFECTIVE UNTIL REVOKED BY ME IN WRITING.

PATIENT'S SIGNATURE DATE

Form PIMASGA






