Northern California Spine & Rehabilitation Associates
2801 K St #410
Sacramento, CA 95816
916-733-8277 916-733-8226

MEDICAL HEALTH QUESTIONNAIRE

Physician use only

DATE:
HEIGHT: NAME:
WEIGHT: _
B/P: AGE:

. CURRENT INFORMATION

1. What is the major problem leading to this visit?

2. What medication(s) are you taking at the present time? Please list the drug, dosage, and how
often you need to take it.

3. Please list any medications you are allergic to:

4. Have you had any x-rays, EMG, Bone Scan, CT, or MRI scans relating to this problem? Circle
each that apply.

5. Do you use tobacco? If so, in what form, how much and for how long?

6. Do you drink alcoholic beverages (wine, beer, cocktails)? If so, how often, how much, and for
how long?



II. PAST HISTORY

1. Please list any past hospitalizations and past surgeries and include the year of each:

2. Please circle any of the following that you have had in the past: meningitis, encephalitis, polio,
fainting, convulsions, epilepsy, head injury, unconsciousness, diabetes, turberculosis, lung
disease, high blood pressure, heart disease, stomach disease, liver disease, kidney disesase,
neck trouble, back trouble, a stroke, cancer, or venereal disease.

lll. FAMILY HISTORY

AGE (OR AGE AT CAUSE OF HEALTH MAJOR
DEATH) DEATH DISEASE(S)
FATHER
MOTHER
BROTHERS
SISTERS

CHILDREN




Are there any diseases that run in your family? If so, please list:

SOCIAL HISTORY

Please circle any of the following that apply to you: married, divorced, single, widow, employed,
unemployed, retired, disabled.

Where were you born?

List the type of work you have done in the past and present, and approximately the number of
years in this work.

List your activities of interest.

Please fill in the following: HEIGHT WEIGHT

WOMEN: NUMBER OF PREGNANCIES LIVE BIRTHS



V. REVIEW OF SYSTEMS (Please circle appropriate answer.)

Do you have problems with:
Headaches

Smell or tastes

Eyes or vision, wear glasses
Ears or hearing

Swallowing

Speech or talking

Breathing

Asthma

Chest Pain

Abnormal heartbeats
Stomach trouble

Bladder trouble

Controlling urination

Bowel Trouble

Controlling bowel movements
Skin trouble

Bleeding trouble or easy bruising
Weight

Appetite

Sleep

Weakness of arms or legs
Numbness of arms or legs
Dizziness

Balance

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

YES

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

NO



NCSRA Medical Corporation

2801 K Street, #410 Mark E Hambly, MD

Sacramento, CA 95816 D. Michael Hembd, MD
Stephen | Mann, MD

(916) 733-8277

(916) 7335047 fax

HEMARILITATION

Patient Name: Date:

Private Insurance: Yes No Workers Comp: Yes No

Current Medications:

How bad is your pain now? Please place a mark on the line showing where your pain level is:

No Pain (0) (5) (10) Worst Possible

Where is your pain now? Mark the areas on your body (diagram below) where you feel the described
sensations. Use the appropriate symbol. Mark the areas where your pain radiates. Include all affected
areas. Just to complete the picture, please draw in your face.

Aching: MMM Numbness: 000000 Pins & Needles: .......... Burning: xxxxxx Stabbing: \W\\

BACK

LEFT RIGHT

LEFT

OFFICE USE ONLY

WT:

HT:

B/P:

B/P MEDS: Y N
LENGTH:

TEMP:

P:

R: ] Dictation done Job#
LMP:




