YOUR NAME:

FAMILY PRACTICE/INTERNAL MEDICINE HISTORY QUESTIONNAIRE

Your answers on this form will help your health care provider better understand your medical concerns and conditions. I you are uncomfortable
with any questions, do not answer it. If you cannot remember specific detalls, please approximate, Add any notes you think are important. ALL
QUESTIONS CONTAINED IN THE QUESTIONNAIRE ARE OPTINAL AND WILL BE KEPT STRICTLY CONFIDENTAL.

Main Reason for today's visit:

Other concerns: )

ALLERGIES

List anything that you are allergic to {(medications, food, bee stings, ete.) and how each affects you.
ALLERGY REACTION

1.

2.

3.

MEDICATIONS

Please list ali the medications you are taking, Include prescribed drugs and over-the-counter drugs, such as vitamin, NSAIDs and Inhalers.
DRUG NAME STRENGTH FREQUENCY TAKEN
1,

2,

3.

4,

S,

6.

7.

8,

9.

10,

IMMUNIZATION HISTORY IMMUNIZATIONS AND MOST RECENT DATE:
wChickenpox Date: FMMR( Measles, Mumps, Rubella)

SFLU Shot Date; Date:

B Gardasll/HPV Date; =Pneumonia Date:

& Hepatitis A Date; aTdap(Tetanus and pertussls) Date:,

@ Hepatitis B Data: ©Tetanus Date:

=Meningococcus Date; = Zostavax (shingles) Date; .

(WOMEN ONLY) OBESTETRIC AND GYNECOLOGICAL HISTORY

Last PAP Smear date: = Abnonmzl
Last Mammogram date: = Abnormal = Breast jJump or nipple discharge
Age of first menstrua! period:; = painful Intercourse
Date of last menstrual pericd or age of menopause: o sexually active
Number of pregnancies: Births; Current sexual partneris= Male = Female
Miscarriages: Abortions:____ Do you use condomns? = Yes = No
B C-SECTION if yes, then number: Other Birth control method used:
R Bleeding between perlods
= Heavy periods - © Interested in belng screened for $TD's
= Extreme menstrual pain
& Vaginal itching, burning, or discharge
F  Wake in the night to go to the bathroom
R Hot flashes
What is your pharmacy name and city the pharmacy Is located in?: Phone number:

Is that a mail order pharmacy?;




PAST MEDICAL HISTORY Please chack all that apply:

= Anxiety Disorder sDiverticulitis & Kidney Disease
o Arthritls @ Fibromyalgla @ Kidney Stones
= Asthma =Gout = leg/Foot Ulcers
B Bleading Disorder wPacemzker oliver Disease
= Blood clots {or DVT) T Heart Attack & Ostecporosis
@ Cancer & Heart Murmur = Pollo
= Coronary artery Disease = Hiatal Hernla = Pulmonary Embolism
= Claustrophlc S HIV/AIDS © Reflux or Ulcers
= Diabetes- Insulln S High Cholesterol o Stoke
©Diabetes- Non-Insulin o High Blood Pressure a Tuberculosis
= Dialysis @ Overactive thyrold @ Other {please explaln below)
. PAST SURGICAL HISTORY
SURGERY REASON YEAR
1
2
3.
ANY HOSPITAL OR ER VISITS?
FAMILY HEALTH RISTORY
RELATION ALIVEY AGE SIGNIFICANT HEALTH PROBLEMS SUCH AS DEPRESSION, CANCER, DIABETES,

HEART DISEASE,OSTEOPOROSIS, STROKE

Grandmother{matemal} Y/N
Grandfather{maternal) Y/N
Grandmother({paternal) Y/N
Grandfather{paternal)  Y/N

Father Y/N
Mother YN
Brother/Sister Y/N
Brother/Sister Y/N

Other; Y/N

SOCIAL HISTORY

OCCUPATION,
Education = Less than 8% grade s High School = 2 year college = 4 year college @ post graduate

Marital Status @ Marrled s Single @ Divorced & Separated o Widowed &= Domestic Partner
Exerclse Level = None (no exercise) © Occasional Exercise & Moderate exerclse o High leve! exerclse
Caffelne = Nonem Occasional © Moderate Heavy # cups/cans perday? ____

Do you drink alcohol? © Yess No If so, how often?s Occasionally = <3times 2 week = >3times a week
How many drinks per week?___

Do you use tobaceo? @ Yesw No Ifnot currently, did you ever use tobacco? = Yes o No
Cigarettes-___ pks./day ®Chew- —fday w Clgars-___ /dayo # ofyears____ = OrYearquit

Do you currently use recreational or street drugs? = Yes & No If ves, List:




Please check ail that apply:

Allergic/Immunologic Eyes
= Frequent sneezing @ Dry Eyes
Hives @ [rritation
*  ltching o Vislon Change
¥ Runny noes Date of last exam:
K Sinus pressure
Cardiovascular Ears/Nose/Mouth/Threat
R Arm pain on exertion, © Bleeding Gums
&5 Chest pain on exertion = Difficulty Hearing
% Chest heaviness/ pressure of exertion & Dizziness
W Irreguluar heart beats{ Palpitation} Dry Mouth
= Known heart murmure ® Ear pain
I Light-headed on standing
= Shortness of breath when lyingdown & Frequent Infections
R:  shortness of breath whenwalking = Frequent Nosebleeds
& swelling {edema) o Hoarseness
Constitutional & Mouth Breathing
B Exercise intolerance = Mouth Ulcers
= Fatgiue @ Nose/sinus Problems
= weight gain (___Ibs) = Ringing In Ears
= Welght Loss {___Ibs) = Cotigh
Endocrine & Coughing up blood
& Shortness of breath
" Increased thirst/| hunger/urination & Sleep Apnea
2 Difficulty getting pregnant = Snoting
= Wheezing

Resplratory

=
=1
=
=
=
==

Cough

Couhging up blood
Shortness of breath
Sleep apnea
Snoring

Wheezing

REVIEW OF SYSTEMS

Gastrolntestinal

= Abdominal Paln

= Black or Tarry Stool
=Change In Appetite
o Frequent Indigestion
o Hemerrhoids

@ Trouble Swallowing
avomiting

& Vomitng Blood
Genitourinary

u Blood In Urine

& Difficulty Urinating

= Frequent Cold/sinus infections @ Incomplete Emptying

= Increased Urinary Frequency
& Urinary Loss of control

@ Erectll dysfuntion
Hemztologic/Lymphatlc

o Easy Brusing/bleeding

= Swollen Glands

B Anemia

Integumentary {Skin)

@ Changes In mole

w Dry Skin

o Eczema

@ Growth/Leslons

& Itching

= Jaundice (Yellow Skin/ Eye)

Please add any information about your health that you would ilke your provider to know here:

Musculoskietal
= Back Pain

= Joint Pain

o Muscle Aches
o Fracture
Type:
SFall or imbalance

= Use of assist device

Neurological

= Dizziness
@Falnting

= Headaches

& Memory Loss
B Migraines

= Numbness

& Restless Legs
© Selzures

© Weakness
Psychiatrlc

= Alechol Qveruse
= Anxiety/Stress

@ Depresslon

& Do Not Feel Safe
In relationship

= Manla

@ Sleep Problems
@ History of addiction

Patient,Parent, or Guardian signature:,

Date;
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Family Hedalth & Wellness

caring solulions lo enhionce every aspect of your e

These questions are designed to help us better understand you as both a person and patient. Please answer as
many questions as you feel comfortable,

1. Please comment on you CHILDHOOD (Stress or Trauma? Stable and nurturing?)

2. What are KEY FACTORS that you believe affect your health in a positive or negative way (Stress, Sleep,
Diet, Drug Side effects, Genetics, Environmental)? .

3. Do you have emotional SUPPORT and feel socially connected?

4. Do you have any ADDICTIONS (alcohol, cigarettes, drugs, food, caffeine, Smart phone, Work, gambling,
sex)?

5. What do you do for fun and stress relief?

6. Our Office sells Nutritional products in cases where we fee! our patients would benef‘t Do you want to
" hear about natural therapies and nutritional supplements sold in the office?

7. Would you like to receive Facebook updates for continuing Education

{you must “Like” our FB page at Los Alamitos Family Health and Wellness)

Or do you prefer email updates? Please provide email



Los Alamitos Family Health & Wellness

Dr. Jennifer Kim Loomis
3851 Katella Ave. Suite #275
Los Alamitos,CA 90720
{562)296-5528 ph
(562)296-8506 fax
Welcome, please tell us about yourself. Referred by
Last Name: Middle Name; First Name:
Suffix; Pate of birth:
Gender; Marital Status:
Address: Apt: City:
State; Zip:
Home phone;_’ _ Cell:

E-Mazll Address:;

Spouse Name:

Phone Number:

Who can we contact in case of an emergency? {If it is the same as your spouse you can leave this blank):

Name of emergency contact;

What s their relationship to you? Phone:

Are you employed? Where?

Employer's Phone Number;




/5]

2

caring soluiions fo enhance every aspect of your lfe

ey

P
AN

ealth & Welln

i

At the office of Dr. Kim Loomis, We Promise to serve you with respect, care and access to the best medical

Information and attention possible, Any strong relationship involves mutwal respect and open communication,

1.

z.

We do not believe in “No news is geod news”

We encourage patients to take advantage of the patient portal to view resuits, and to follow up if extensive

testing has been performed. Interpretation of any test results are best had by a thoughtfu) discussion with’
Dr. Loomis in the office,

No show Fee/Conays

We understand there will be cases where appointments are missed. Our Policy requires 24 hour advance
notice for cancellations. We reserve the right to charge a fee of $20.00 for missed weekday appointment
and $40.00 for missed Saturday appointments that are not canceled within a 24 hour notice.

Know your insurance .

we will bill your Insurance at the time of service. Please keep the office informed of any changes to your
insurance plan. We recognize individuals often make self-care decisions based-on thelr access to insurance
or “what’s covered”. We encourage you to communicate with us as Dr. Loomis primary goal is to ensure

your best outcome. We offer transparent cash priced for those without insurance or for treatment which
insurance does not cover.

Acknowledgement of “Abuse free zone”

Itis our belief that our staff should have an environmental free from verbal abuse, Qutbursts against our

staff will not be tolerated. We welcome any constructive feedback in the form of a letter or phone call. We
strive to Improve our services and our relationships with you,

I have read the above and understand and accept the Patient Responsibility Agreement.

Print Name

sign Date




Famlly Health & Wellness

cering sclufions fo enhance evely asgecf of yourll Ife

Insurance Disclaimer

] understand as the patient it Is my responsibility to provide the correct insurance information at the
time of my appointment. if for any reason my insurance information changes at any time | will be reponsible to
notify Dr. Jennifer Kim Loomis’s Office prior to any upcoming appointments. if the correct insurance
information is not on file Dr. Jennifer Kim Loomis reserves the right to biil you as the responsible party.

Sign:, Date:

Assignment of Benefits

| hereby assign all medical benefits, to include major medical benefits to which | am entitled, private
insurance, and any other health plan to Los Alamitos Family Health and Weliness.

i understand that | am financially responsible for all charges, including but not limited to copayments
and annual deductibles. | herby authorize said assignee to release ali information to secure payment. | hereby
consent to and authorize all treatment and medical services by the physician and staff of this office, as they
deem necessary. | authorize the release of any information to my insurance company regarding my history,

treatment, findings, x-rays finding and other clinical studies and diagnosis. In order for Dr. Kim Loomis to receive
payment from my insurance company.

Sign; Date:




Form PF 5000

AUTHORIZATION TO COMMUNICATE PATIENT’S MEDICAL INFORMATION

COMMUNICATION WITH FAMILY & (Signed original fo be placed in the central
OTHERS INVOLVED IN YOUR CARE medical record and copy to patient)

PATIENT IDENTIFICATION Office Name:
Name; Address: SR—JENNIFER KIMLOOMIS
Date of birth: City/State/Zig'gé'q KATELLA AVE-SUITE 275
S.8. #: Phone number’ 5g 41 AMITOS CA.90720
Medical Record/Account#: Fax numbgris oy 2045528 E (562) 296-8506
Physician name:

Please list any family members or others who may be involved in coordinating your care or
payment for care. Also, indicate what kinds of information may be shared with each individual.
- TYPE QF INFORMATION
NAME: RELATIONSHIP ALL | Scheduling/ | Medical |Billing/
TO PATIENT Appointment Insurance

Specific instructions or limitations:

Validation code: (Please give this to any individual who
may be involved in coordinating your care or payment for care. They will be asked to give this
code to our staff before we release information over the phone.)

We will continue to rely on the information on this form when communicating with family
members or others involved in your care unless you request changes. You are authorizing

those listed to receive vour protected health information. Please promptly notify your
physician’s office if you wish to alter the designations above.

Signature of Patient/Legal Representative: Date:

Relationship to patient;




