Shera Raisen, M.D.

310-458-9200 310-458-1609 fax

www.DoctorRaisen.com

Date:​​​​​ ____________

Name: _____________________________________________________________________

Full Address: _______________________________________________________________

___________________________________________________________________________

Home phone: ____________________

Fax:__________________

Work:_________________________

Cell:__________________

Pager:_________________________

Email:_________________

Drivers License #: _______________   

Social Security #:______________

Age:_____
Date of Birth: _______
Gender:________       Marital Status: M S D W

Occupation: ______________________________ Employer: __________________________

Person responsible for this account:  ______________________________________________

Insurance Name & Address:______________________________________________________

_____________________________________________________________________________

Policy #:___________________ Group #:___________________ Phone #:_________________

If patient is a minor, guardian’s name & signature:____________________________________

Who may we thank for referring you: ________________________________________________

Emergency contacts & phone numbers:_______________________________________________

_______________________________________________________________________________

Please sign your name below to appove or deny the following:

Does the office have permission to leave medically-related messages on your phone message service? _____________________________________

How about medically-related facsimiles to your fax machine? ______________________________

SHERA RAISEN, M.D.

MEDICAL HISTORY

Patient name:___________________________

Date:___________________________________





Main reason for visit:______________________________________________________________

Significant Travel History:__________________________________________________________

Other doctors or practitioners involved in your care: _____________________________________

_______________________________________________________________________________

Medical History:

Illnesses & known diagnoses: _______________________________________________________


Allergies:_______________________________________________________________________

Accidents:_______________________________________________________________________

Surgeries and hospitalizations: ______________________________________________________

Blood transfusions:________________________________________________________________


Medications and Supplements:_______________________________________________________

Family History:

Supply age if living or age at the time of death, and any medical problems.        

Mother_________________________________________________________________________

Father__________________________________________________________________________

Grandparents____________________________________________________________________

Siblings_________________________________________________________________________

Children________________________________________________________________________

Habits:

Alcohol use per week:  _______/wk   Type of alcohol:_________________   Tobacco: ______/day

Any tobacco use in the past?_____________________________________________________  

History of recreational drug use?  When and which drugs? _______________________________

Do you feel you have high risks for HIV?______________________________________________

What type of exercise do you do? How often?_________________________________________

What did you have to eat today?____________________________________________________

What did you have for breakfast, lunch, and dinner yesterday?____________________________

______________________________________________________________________________

How many servings of Caffeine do you have daily or weekly?_____________________________

Gynecology history and general sexual history for men and women:

Date of last pap smear: ________ 
Results?:________________ Any past abnormals?:_________ 

# of pregnancies:_______    #of live births:______ # of miscarriages or abortions:_____________

Method of preventing pregnancy: ___________________________________________________

History of sexually transmitted diseases:______________________________________________

Are you satisfied with your sexual life?  Do you have any questions about sexuality that you would like to discuss?________________________________________________________________________

Have you ever been depressed or treated for psychological issues?___________________________

History now or ever of abuse: emotional, physical, or sexual: _______________________________

SHERA RAISEN, MD

What are your favorite hobbies or diversions?:___________________________________________

If you won the lottery, what would you change in your life?_________________________________

________________________________________________________________________________

Do you remember your dreams?   What are they like and what do they mean to you?______________

_________________________________________________________________________________

_________________________________________________________________________________

If you have spiritual or religious beliefs or practices, what are they? What role do they play in your life?

Were you raised with any religion or spiritual practice?

_________________________________________________________________________________

_________________________________________________________________________________

If you get emotional support, from where or who do you get it? _____________________________

__________________________________________________________________________________

Please enter the dates of when you have had the following tests and immunizations:

Mammogram:____________________
Cholesterol:__________________________

Blood tests: ______________________
Rectal exam:__________________________

Tuberculosis:_____________________
Treadmill stress test:____________________


Stool blood test:___________________
Last general check-up:__________________

Tetanus:_________________________
Sigmoidoscopy or colonoscopy:___________

Bone density:_____________________
Flu shot:_______________________________

Pneumovax:______________________
Hep A:_____________ Hep. B:_____________


Have you donated blood in the past 2 years?
_______


____________________________________________________________________________________

Patient Signature

Please sign here
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