FROM :DOUGLAS SEARS MD S18-784-8471  FAX NO. 15187848471 Nou. 29 GGG @E:3SPM Pl
‘s "
p——— —— , ‘ ( t
DC IGLAS SEARS, M.D. o
F _-EIIEQU[]?JHW} POR MEDICAL RECURDS
Nar = T o _ Home phone: ()
Ad ess: Married 17 2030 Single(]
— g i1 5 Divorced DSeparated TWidowed
Edr aticnal Lavel; Date of birth:
Er loyed By: Unemployed (] Age:
W ¢ Address: Driyers Lic. #
— —T e Tme i owrrent Job o,
Oc 1pation: Work phone: ()
w1 Referrsd You To This Office: Social Sec.#
Sp 1se/Parent (Name): AR Home phone! () ——
A¢ ress: Work phome: () —
— oy Social Sec.# .
City ; . L 2lp code . i
En loyed By: — Occupation: —
PE SONAL MEDICAL HISTORY:
De jou receive regular medical care from # phv ‘.iuan or clinic? L:] No [] Yes
N: e of Physician or Clinic: Phone: ()
Ht e you had any of the followins il!nqsses ?
Hemmum | - - Blyth Delfects N
S 1%%%.:_.,: ‘5: i ,QHMI‘W%WW% i
H ve you had any other disaasc? [:]No mm 1 TN Explain
V iat is your current weight? L.bs.. 'Highest 1||wwight ever? Lbs, = When?
C 1 you explain any recent weight lnss or weight gain "
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FROM :DOUGLAS SEARS MD 8158-734-8471 FRX NO. 18137848471 Mow, 29 2866 B8:38PM P2

lave you reccndﬁ h_ad any of the following tests ?
No Yes When Results

>hysical Exam

3lood T¢sts :

Slectrocardi grm (EKG)'

Brain Scan/ Cat Scan

EBEG
Jo you have any allergies ?
No Yes How are you affected
Penicillin
Dther Medication

Are you in the habit of usmg any of the t’o*l]rowinu hisms ?
Amount Cunently Using Most Ever Used

Coffee/Tea/Cola (cups per day)—

Cigarettes (packs per day) —

Aleohol (amount and types used)

Vitarning

Laxatives

Sleeping Pills

Are you currently on any medication ? (Mo [T]1ss Ifyes, please give name and dosage

Have you use:d any of the following medications 71 circle the ones used)
‘No Yes When How Much

Dilantin, Tegretol Dcpokane,

L-Dopa, Cogentin, Artane, Symme¢ rel, Dr.pmnyl

Valium, Xanax,‘K,lonopin. Libriun Serax, Dalmue

Tranxene, Ativan, Meprobamate ..

Nardil, Marplan, Parnate S

Elavil, Tofranil, Sinequan, Aventyl, Pamelor—...

Desyrel, Norpramine, Triavil, .Prcm,Zolnh i

Lithiurm —

Thorazine, Mellaril, Stclazlna, Navane, !Haldol lroli.xin

Loxitane, Moban, Serentil, Trilafon-
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PE SONAL PSYCHIATRIC HISTORY
H % you ever received psychiatric or psychok ygical v aluation or tre.atmc.nt? {jNo [ ves

et . - Doctor's Name .~ Reason - Medication Used (if any)

— —

I ve you ever atterapted suicids in the past'? (C]No ["] Yes Ifyes complete the following :

"ear How did you attempt suicide 7 - What happened

I e you ever been Hospitlized pasi‘? [] No ['_':] Vit [fyes cqmblcu: the following :
Year Hospita.l | Reasn for admission

i mmly History:

Mmhleur
Bxample: Motuers aister 8]

art Troyble

1P ’”@'WWW%-- i

! ‘ul ,“ =iy}

H ... .muu-ﬁ%

] ﬁgml.neHeadmhu . -
or Females Only: | B
“ate your last menstrual period begm. i - Number of pregnancies:
Numpber of children born alive: .— IS— ol of therapeutic abortions:———
Number of miscarriages or stillbirths: S Pap smear in the last year 7 [:]No [ Jves

Do you use any contraceptive mtsthodﬁ? E Uhtu [: l e If Yes, what 7

Do you experience any changes in your rm:md as "uc \ md with your menstrual cycle ?E] No [_] Yes

-

IR p— " ‘ ‘ Pape3

if yes please explain :
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Vet

{

\V Review of YourtCurrcm Health :

=,
(=]
—
O3
Rl

i
Al
]
L]
ﬁllll
=
Tring problsas;b. -
digestiop, gus, hoarth _ [:]
: N G
.
e
-
Difficulty bearitigs . - [::] % %
blackout spells ‘

Pleass describe or expiain any of the pdsiwcifw: ansv s above: —

How do You Intend td Pay 7 (check one) [M1cast (JCheck [insurance [(Medicare [ IMedical

Name of Insurance Co.—— e Phone: ( )

Address: e ‘ Policy # .—
o , R T Group Name -

For Workman's Compensation Only: \ |

Attorney (Name): . | ; . - — 'Pho‘:.w:,( :)

Address; 'City ™ —— ‘,‘Zin:y{:wﬁi!- —

=

| ‘ nat 1 am 1 ’  » hether or not paid by
ioned. understand that I am financinlly responsible for all charges w
iﬁ;l:x:a‘r}ng?fsl:cgmby authorize the doctorto r+lease 1, information necessary o secure paymeni of benefits.

{ UNDERSTAND THAT I WILL BE CHARGED FOR ALL APIQINTMENTS IF1 DO NOT GIVE AT LEAST 24 HRS NCTICE

Dale oo, Signature \uiens EEDLS Signuture
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{UTHORIZATION FOR USE AND LISCL(/SURE OF MEDICAL INFORMATION

‘his authorization allows the healthcare provider(s) nimed below to release confidential medical
yformation and records. Note: Jnformarion and renards regarding treatment of minors, HIY,
sychatric/mental health conditions, or alctr}‘rx;:»l/su(Eu.wv‘lj:z_nca,,abuse Have special rules that require
pecific authorization. oo ,

UTHORIZATION

hereby autﬁc;r{za: ‘ e : -
~+ - Physician/Healthcare Facility \

'0 release information regarding my medical history, llness or injury, consultation, prescriptions,
eatment, diagnosis or prognosis, includifig x-rays surrespondence and/or medical records by means of
1ail, fax or other electronic methods. z ‘

0. .
' | DOUGLAS BEARY 11D PG
 Neme  enns VENTURY 1. #670
- . ENCING, CA{1138 /
Address . 0: (§8) 7BA-EUET 77
‘ P (18) 78484 M

City = _ T T St Zip Code
‘he medical information/records will be usec for the ‘ollowing purpose: Zéj’l)q\\uuﬁkxﬂa‘f\ )\\‘X

‘his authorization is: L . ‘
[ Rlimited (all records, excluding Substance Abuse, Mental Health, HIV Diagnosis/Treatment)

[ ) Limited to the following medical informaticn:

I also consent f0 ‘t‘he specific relsase of the following records;

rug/AlcdthSﬁbSténcﬂ Abﬁa:e. _ﬂj‘i'niti'a'lilf Tests for Antibodies to HTV _ (initial)
(Psychiatric/Mental Health . i} Jinitiel) - HIV Diagriosis/Treatment ___ (initial)

YURATION Tm,ﬁutﬁorizaﬁén shall be effictive I‘t\n‘mﬁdiatély and remain in effect until_ o
E . C Date
' ESTRICTIONS

ermissions for further use or disslosure of this medival information is not granted unless another
uthorization is obtained from me or uness such disclosure is specifically required or permitted by law.

\ photocopyb‘f‘ facsimile of this‘aufhorizat‘iom shall b2 considéred as effective and valid as the original

have been advised of iy right to récéive'a copy of this authorization, -

S .

- : — - o e - .
ignature of patient or legal/personal representatie Relationship if other than patient
" ‘ - . , ' } ' . __,..--"“"d_l_'-

'atient’s Name (PRINT) | Date
e - ‘ LA
atient's Social Security Number | Patient’s Date of Birth

Vitness name Witness signature

12/08/03



