Pre-Visit Health Questionnaire

FEMMIIEES AR - 2RIRIRE

Annual Preventive Care Visit / Pre-Visit Health Questionnaire

[2#{E 2 | Patient Information]
2% (Full Name): H4 HER (DOB):
EB1E (Phone): EBFHEFE (Email):

Bi%iES (Preferred Language): O English 0 X (Chinese) O Other: ______

[F£—EB4% : BiZREA | Reason for Visit]
O ZFEE&H (Annual Physical / Preventive Visit)
0O £12 (Follow-up) JRE (Reason):
O #TAEIR/18]# (New Concern):
KAIMIZIERHBLERRN 1-2 NMa@ER M2 ?
What are your top 1-2 goals for today's visit?

1.
2.

(5845 : mEEREE | Medical & Family History]

1. IBREHIZHIT LA TR ? (Check any that apply)
O =I0/E (High Blood Pressure) O #FRJ% (Diabetes) 0 &REEES (High
Cholesterol)
O0ES% (Heart Disease) O f&%iE (Cancer) O #ERGE/EEAE (Depression/Anxiety)
0O HAth (Other):

2. RIERE (BERFERE | . THEk. FL) | Family History (First-degree
relatives)
OO (55 F#i%/65 FHi%) | Heart Disease (Male<55 / Female<65)
O ¥EFRJ% | Diabetes
O RBIE (R | Type): EB*HR
O X, | Stroke
O Hftt | Other:

Relation:

[£=%% : A% 5338 | Medications & Allergies]
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1. BYIHHERIPAE RS (A5, IEAFEH. RER)
List all current medications (Prescriptions, OTC, Supplements)
£#5 | Name: #I& | Dosage: $7=R | Frequency:

%5 | Name: %I | Dosage: $%= | Frequency:

2. i35 | Allergies

07 (None)
O 5% (Medications): R (Reaction):
O BY)/E M (Food/Other): R (Reaction):

[EEUERs © E5EANENEES | Lifestyle & Risk Factors]
(FBFIFETFEZEE, WiE. OMEXE | For screening eligibility)

1. BB | Smoking History
0O M7 (Never)
O BRUA (Former) AMREER | Year Quit:
O B (Current) 8% __ 3 | cigarettes/day T} ___ 4E | years
GE : 220 SERAEATREIT S IHERE A | Note: 220 pack-years may qualify
for lung screening)

2. tiE | Alcohol
0 % (None) O f8/R (Occasional) O #4# (Regular): __ ¥/ | drinks/week

3. 5&Ef | Exercise
A __ X | days/week X __ 43%h | minutes/session
4. EEAR5ES] | Sleep & Stress

FIRERR | Avg Sleep: ___ /I\BY/BE | hours/night
[£/37KT | Stress Level (1-10): __

[ERED : FABHTHEIZR | Preventive Screening History]
(1R#E USPSTF #5/ | Based on USPSTF Guidelines)

1. ZER7RETHE (45 %#2) | Colon Cancer (Start age 45)
O kg (Never) O ZE@HN (FIT) BER | Date: /0O £5/%%5 (Colonoscopy) BEA |
Date: /

Pre-Visit Health Questionnaire



2. FRIETRE (Z14EA | For Women)
O ZLERE (FLAR X J¢) | Breast Cancer (Mammogram): /
O EFuE (Pap/HPV) | Cervical Cancer (Pap/HPV): /

3. BIFBRTFE (B4ER | For Men)
0 Bi1i¢ PSA #&:50 (PSA discussed) 00 &313€ (Not discussed)

4. fEH#ER | Vaccinations
O R (Flu) O 7@ (COVID) O BB (Tetanus) O #IKEZ (Shingles) O fii
(Pneumonia)

[E/5889 © RAEF | Review of Systems]
gE 3 MNARTEUTEER ? (Any symptoms in past 3 months?)
O {REZ(L (Weight change) O BufE/S%E (Chest pain/Shortness of breath)
O RE%&/7H1LIRRT (Abdominal/Digestive) 0O 3kJ&/3k2 (Headache/Dizziness)
015421t (Mood changes) O Efth (Other):

$3%IFEMALES: DO YOU DO BREAST SELF-EXAMS?
DATE OF YOUR LAST ANNUAL EXAM/PAP?

HAVE YOU HAD ANY ABNORMAL PAPS?
AGE OF FIRST MENSES? ARE YOU SEXUALLY ACTIVE?
PRE- MENOPAUSAL FEMALES:

e lrregular Cycle

No Cycle

o Bleeding Between Cycles
o Abnormal Bleeding

o Painful Menses

o Clotting

o Heavy Or Excessive Flow
e Discharge

o« PMS

e Birth Control
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» Difficulty Conceiving
e Perimenopausal
WHAT IS THE DURATION OF YOUR MENSES?
WHAT IS THE LENGTH OF YOUR CYCLE?
IF YOU ANSWERED YES TO BIRTH CONTROL, WHICH TYPE ARE YOU ON?
MENOPAUSAL FEMALES:
WHAT AGE WAS YOUR LAST MENSES?
DO YOU HAVE ANY MENOPAUSAL SYMPTOMS?
ANY VAGINAL BLEEDING SINCE MENOPAUSE?
IS THERE ANYTHING ELSE YOU WOULD LIKE TO ADD OR COMMENT ON?
[EBA5 %4 | Consent & Signature]

KA EERESE. RRAERLERRBFETE/M.
| certify this information is accurate. | consent to use for medical purposes.

%% | Signature: HER | Date:
(EFIRX %% | Electronic submission constitutes signature)
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