PATIENT INFORMATION		                                                     Today’ Date:       /       /         
	Name: 
	 Last
	First:
	Middle:   
	Maiden:

	Social Security #: --              
	Driver’s License #:                
	 Religion:
	Race:

	Age: 
	Date o Birth://
	Marital Status:                   
	Education: 
	Occupation:

	Home Address:   City:  Zip code:                    

	Home Phone:  Cell:             
	Emergency contact - Name :   Phone: 

	Name of Employer:  Job Position:  Phone:

	Husband
	Name:   Age: DOB: //  Social Security #: --                     

	
	Employer -Name:    Phone:       Occupation: 

	Insurance
	O-None   Name:        Insured Name: Insured SS#: --

	Second Insurance
	Name:  Insured Name:    Insured SS#: --

	Who referred you here? 

	History of all your pregnancies including miscarriages and abortions:   O-Never been pregnant.

	
	Date
	Name
	Sex
	WT
	Weeks
	Hrs labor
	How Delivered
	Hospital/City
	Problems

	1
	-
	
	
	
	
	
	
	
	

	2                   
	-
	
	
	
	
	
	
	
	

	3
	-
	
	
	
	
	
	
	
	

	4
	-
	
	
	
	
	
	
	
	

	5
	-
	
	
	
	
	
	
	
	

	6
	-
	
	
	
	
	
	
	
	

	Surgery: O-Never.   What:   When:     Where (Hospital/city)    Who(MD)          What:          When:        Where (Hospital/city)    Who(MD)   

	1. 
	3. 

	2. 
	4. 

	Allergy:  O-None:    1.  2 3. 4. 

	Medication: O-None.  Doses / day.   How Long?     Who prescribed?          Doses / day.             How Long?             Who prescribed?

	1. 
	4. 

	2. 
	5. 

	3. 
	6. 

	All the birth control methods you used in the past and you are using now: O-Never

	1.    from   to             
	3.    from   to             

	2.    from   to                                                                     
	4.    from   to             

	Menses
	First:          years old 
	Every:            days 
	Lasting:        days 
	Heavy    Normal     Light 
	Painful   Crampy   Normal 

	Please check X below on the days of your menses for the last 4 months in your best memory

	M
	1
	2
	3
	4
	5
	6
	7
	8
	9
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	0
	1

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	When did you have these tests last time?

	Pap test:      /         /        Mammogram:       /          /         Other tests / last one year:

	The reasons for this visit: 

	

	Your sig:                                                                                   Date  /   /



	Medical history of yourself and family  (father mother and their parents and brothers and sisters)

	Yourself
	Medical history
	Who in the family
	Yourself
	Medical History
	Who in the family

	
	Weight gain or loss recently?
	
	
	Ulcer or GERD?
	

	
	Sleeping problem /Unusual fatigue?
	
	
	Hernia?
	

	
	Concentration problem?
	
	
	Hepatitis?
	

	
	Mental diseases?
	
	
	Constipation?
	

	
	Any depression?
	
	
	Gall bladder stone?
	

	
	Birth defects or genetic diseases?
	
	
	Diverticulitis?
	

	
	
	
	
	Any hemorrhoid?
	

	
	Did you have chicken pox?
	
	
	Black or bloody stool?
	

	
	Rheumatoid disease?
	
	
	
	

	
	Tuberculosis?
	
	
	Bladder or kidney infection?
	

	
	Did you have any STD?
	
	
	Kidney stone?
	

	
	Any Lupus disease?
	
	
	Leaking urine by coughing?
	

	
	Did you have all the vaccination?
	
	
	Painful urination?
	

	
	
	
	
	Kidney failure?
	

	
	Are you wearing glasses?
	
	
	Any bloody urine?
	

	
	Thyroid problem?
	
	
	
	

	
	Any problem with eyes /ears?
	
	
	Difficulty to get pregnant?
	

	
	Any major dental problem?
	
	
	Any PMS ?
	

	
	
	
	
	Breast problems?
	

	
	Any epilepsy?
	
	
	Pain during sex?
	

	
	Stroke?
	
	
	Normal sexual desire?
	

	
	Multiple sclerosis /hydrocephalus
	
	
	Average sex in one week?
	

	
	Headaches or Migraine?
	
	
	
	

	
	Fainting spells?
	
	
	Any diabetes?
	

	
	Meningitis?
	
	
	Are you overweighed?
	

	
	Head injury?
	
	
	
	

	
	
	
	
	Anemia?
	

	
	
	
	
	Any unusual bleeding problem?
	

	
	Any heart attacks?
	
	
	Transfusion in the past?
	

	
	Abnormal heart beats?
	
	
	Leukemia / Lymphoma?
	

	
	Any blood clots in lung/legs?
	
	
	
	

	
	Blood pressure?
	
	
	Any cancers?
	

	
	Mitral valves prolapse?
	
	
	
	

	
	Varicose veins?
	
	
	Smoking now or past? How much?
	

	
	
	
	
	How many drinks in a day?
	

	
	Asthma?
	
	
	Have you tried  illicit drugs?
	

	
	Pneumonia?
	
	
	
	

	
	Emphysema?
	
	
	Any serious accidents in past?
	

	
	Coughing or phlegm?
	
	
	Arthritis?
	

	
	
	
	
	Any limitation of activity?
	

	Who is your family doctor?  Dr.                              When did see your family doctor last?        /      /            

	Authorization of Payment.

	I promise that I will be responsible for the payment of medical services rendered by Dr. Kim although he may bill my insurance first.   I also authorize Dr. Kim to release my medical record necessary to process the insurance claim if requested.

	

	Your Sig:                                                                                               Date:      /      /



Seung Nam Kim, M.D. FACOG, 6700 N. First St. Fresno, Ca. 93710. 559-432-1413.                                                                                       Patient 9-03
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