
ROBERTA. GREENE,M.D., FACOG
JUDITHCRABTREE,WHC-NP

LARISSA BOTCHARNIKOV A, P A-C
1255 EASTST.STE201, REDDING,CA 96001

(530) 244-9052

Today's Date:

NAME: DATE OF BIRTH: AGE:

OCCUPATION MARITAL STATUS_ RAcElETHNICITY SEXUAL ORIENTATION

NAME OF PRIMARY CARE PROVIDER:

REASON FOR VISIT:

REFERRED By:

6) SURGERIES 0 NONE LIST

7) HOSPITALIZATIONS (LAST 5 YEARS) 0 NONE LIST

8) MEDICAL PROBLEMS 0 NONE LIST

9) MEDICATIONS/SUPPLEMENTS & DOSE 0 NONE 0 SEE LISTATTACHED LIST

10) CURRENT COMPLEMENTARY OR ALTERNATIVE THERAPY 0 NONE LIST

11 ) WEEKLY EXERCISE ROUTINE 0 NONE LIST

12) HAVE YOU EVER BEEN TOUCHED IN A WAY THAT MADE YOU UNCOMFORTABLE?
WOULD YOU LIKE TO DISCUSS?

NO_ YES_
NO_ YES_

SMOKING-GIG/DAY # YEARS- ALCOHOL - OzJwK CAFFEINATED BEV'S- CUPS/DAY
over

GENERAL MEDICAL HISTORY

1) HAVE YOU HADA PAP SMEAR? NO- YES- DATE RESULTS
MO / YEAR

2) HAVE YOU HADA MAMMOGRAM? NO- YES- DATE RESULTS
MO/YEAR

3) HAVE YOU HADA COLONOSCOPY? NO- YES- DATE RESULTS
MO / YEAR

4) HAVEYOUHADA BONEDENSITY? NO- YES- DATE RESULTS
MO/YEAR

5) ALLERGIES o NONE LIST




