Jeffrey A. Kantor, MLD.

FATIENTNAME _DATE
PAST MEDICAL HISTORY (Circle if you have ever had):
Dinbetes Thyroid problems Emphysema Rheumatic fever
Blood clots Chmonic bursitis Hermia Arthritis
Heart attack Liver disease Ulkcer Asthms
Kidney disease  Jaundice Poeumonia Breast cysts/lumps
Epilepsy Bkin discase Anemiz Hepatitis
High blood pressure Blood clots to hurgs Cancer
FAMILY MEDICAL HISTORY (Check which applies) SOCIAL HISTORY YES ~ NO
Blood disease _ Dw vou smoke cigarsl cigarettes?
Heast attack/discases If &0 how many a day?
Caneer D you chiew iobacse? -
Diabetes Do you drink akcohol?
Tuberculosis ) I yes how many glasses/day
Problemes with anesthesia Problems with ancsthesia .
Lung disepss Hinve: you ever had excessive
Hirth defects o bleeding following dental
Liver discase 0T SWEETy ! - .
Kidney disease Were vou m the military? ~

Have you ever taken

cortisone? .
Ages of children o
List any hobbies or recreational activities )
LIS OPERA LIST ALL INJURIES & SERIOUS ILLNESS

REVIEW OF SYSTEMS: (Circle any of these sympioms you have had in the past year)

GENERAL: Poor appetite or weight change
HEAT: Headaches
EYES: Blurred or double vision
THROAT: Chronic sore throats or difficulty swallowing
MOUTH: Loose or false teeth or dental proflems
LUNGS: Shortness of breath or chronic cough
HEART: Chest pain, pounding of the heart or swollen ankles or hands
ABDOMEN: Meusen, vomiting, disrrhes, constipation, blood in stools, recurrent indigestion,
change in bowal habits o shdominal pain
GL: Urinating at night, frequent urination or pain or burning with wrination
HEME: Easy bruising, difficulty with stopping bleeding
Have vou ever received a blood transfusion? Y M
NM: Do you have any numbness of weakness? ¥ N
If so, where?
Have you ever had to limif your activities? ¥ M
If yes please explain___

LIST ALL KNO'WHN DRLNG ALLERGIES LIST ALL MEDICATIONS TAKEN RECENTLY




Mame _— Date ————

Where is your pain now 7

hAark the areas on your boady where you feel the sensations described below, wsing
the appropnate symbol. Mark the areas of radiation. Include all affected areas. To
complete the picture, please draw in your face.

Aching Humbness Pins and needles Burning stabbing
h ok & = F S, A o

|
|
Right \ | |

FrOnT

How bad is your pain now 7

_eft Left

Pigase mark with an X on the body form where the pain 5 Worst now.
Please mark™ on thie hne how bad your pain is now:

P pEin

Worst possibbe pain

When (Toughly what

date] did vou present pain

start?

How ded the pain stard?

reheck the appropriats bax)

I" Suddenly

I Ciradually

L Liftmg

[ Twisting

I Fall

L Ingured at wark

L Injured in aute
aceident

C Hit from behind

C Inured during sports

™ Mo ANTArENT CAUSE

How leng have you had this
pain?

What activities maks the pain
worseT (check the
appropriate bax}

[C Excrrise

O Gitting

[ Standing

C Walking,

[ Bending

C Coughing

How long keve you had
similar pain?

What reduzes the pan?
(check the appropriate Box)

0 Lymg down

0 Siming

[ Standing

C Exercimes in phiysical
therapy

L Pain pillz

C MNothing

O Other



JEFFREY A. KANTOR, M.D.

Fatiert Name
Address
City Zip
Home Phone Wark Phone
Occupation Employer
Date of Birth Male — Female — Married? Yes
Spouse Name Employer:
Who referred you to our office ? — Physiclan (nama)
Aftarney (nama) — Frignd/Family Member Former patient
Advertisament: [ -Yellow Pages  -Web Site ~ Other advertisameant
Other health care provider (name) T Insurance co.

Fatlent's primary physician
Emargency contact:

16 casn @l empigeecy-cpsbict same, wdderr ond phoaw

Work related Injury:  Yes No Personal related injury. Yes No | Date of injury
INSURANCE INFORMATION:

Primary carrigr: SS#:

Secondary Carrier: Policy Number:

IF SOMEONE OTHER THAN PATIENT IS THE CARD HOLDER.COMPLETE BELOW.

Mame Relationship to Patient
Addrass
City Zip
Home Phone Wark Phone
Date of Birth Employer
My Co-Paymeant is:$ Deductible amount per calendar year: §
{1I"I:P..II" co-payment 15 required pror 10 h-i'iﬂg sean by the docior)
PLEASE READ
All professional tarveied fendar sl s'e charged 1o the patignt. Necessary forms will be completed fo expedite
MAUrANCE CHTI8r PaYents. The patient s for all fees regardiess of insuranca coverage.
| authorize the relesse of information in my al hig e Madicars and my ingurance company/iad and
assign all benelils for unpaid services 0 the office of: JCFFREY A, M.

SIGNATURE: DATE:

Santa Clarita Acocount # Dr. Kantor
Lancaster




