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PAGINA DE RI;E'.GRISTION
NOMBRE: FECHA DE NACIMENTO:
DIRECTION: CUIDAD/ESTADO:
CODIGO POSTAL TELEPHONO:
CELLULAR: SS# / / GENERO: MALE/FEMALE

ESTADO CIVIL: §/W/M/D RAZA:

NUMERO DE LICENCIA:

NOMBRE DE TRABAJO:

TITULO DEL TRABAJO:

CORREO ELECTRONICO:

4060 N. Martin Luther King Blvd., Ste. A, N. Las Vegas, NV 89032 Phone (702)380-1712 Fax (877)361-1165
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EMPLOYEE'S CLAIM FOR COMPENSATION/REPORT OF INITIAL TREATMENT
FORM C-4
PLEASE TYPE OR PRINT

i y ‘EMPLOYEE!S'CLAIM=PROVIDE/ALLYINFORMATION REQUESTED :
First Name M.I. Last Name Birthdate Sex | Claim Number (insurer's Use Only)
NOMBRE APELLIDO FECHA NACIMIENTO OM | 18D
Home Address Age Haight Weight | Social Security Number
DIRECCION EDAD ALTURA PESO | # SEGURO SOCIAL
C‘i:i; State Zip Telephone
IUDAD ESTADO CODIGO POSTAL TELEFONO
Mailing Address City State Zip Primary Language Spoken
IDIOMA PRINCIPAL
INSURER THIRD-PARTY ADMINISTRATOR Employee’s Oceupalion (Job Title) When Injury or Occupalional Disease
Occured  CUPACION DE TRABAJO
Emplayer's Name/Company Name Telephone
: y = NOMBRE DE COMPAN TELEFONO DE COMPANIA
Office Mail Address (Number and Street) DIRECCION DE COMPANIA
Date of Injury (feppiicatie) | Hours Injury (if applicable) [ Date Employer Notified Last Day of Work After Injury or Supervisor to Whom Injury Reported
FECHA DE LESION | HORA DE LESION |  EESURQUENOTIFCO | Occupational Disease NOMBRE DE SUPERVISOR

Address or Location of Accident (if applicable)
DIRECION DONDE PASO ACCIDENTE

What were you doing at the time of the accident? (i applicable)
QUE ESTABA HACIENDO EN EL MOMENTO DEL ACCIDENTE
How did this injury or occupational disease occur? (Be specilic and answer in detail. Use additional sheet I necessary)

COMO OCURRIO ESTA LESION

If you believe that you have an occupalional disease, when did you first have knowledge of the disability and its Witnesses to the Accident (if
relationship to your employment? applicable)
CREE QUE TIENE UNA ENFERMEDAD PROFESIONAL?
Nature of Injury or Occupational Disease Part(s) of Body Injured or Affected NOMBRE DE TESTIGOS
NATURALEZA DE LA LESION O ENFERMEDAD PARTE DEL CUERPO LESIONADO

BEST GF LIY KNOWLEDGE Al THAT | HAVE PROVIDED TRIS INFORRIATION 1N ORDER 10 OB TAIN THE BEMEFITS OF MEVALNS
(MRS 8360 TO IR0, INCLUSIVE, OR GEAPTER G17 OF NREL | HEREBY AUTHORIZE ANY PHYSICIAN, GRIROPEAG TOR, SURGEON,
NG VETERAN ADMINISTRATION OR GOV STAL HOSPITAL, ANY MEDICAL SERVITE ORGANZATION, ANY INSURANCE

COMPANY, OR OTHER INSTITUTION OR ORCANIZATION TO RELEASE TO EACH OTHER, ANY MEDICAL OF ¢ 2 INFORAMATION, INCLUDING BENEFITS PAID QR PAYARLE, PERTINENT T0O THIS
INJURY OR DISEASE, EXCEPT INFORMATION RELATIVE TO DIAGNOSIS, TREATMENT ANDIOR COUNSELING FOR AIDS, PEYCHOLGGICAL COMDITIONS, ALEGHOL O SCGMNTROLLED SUBSTANCES,
FORWHICH | MUST GIVE SPECIFIC AUTHORIZATION. A FHOTOSTAT OF THIS AUTHROQIZATION SHALL BE A5 VALID AS THE ORIGINAL,

FECHA Employee's Original or FIRMA
Date Place Soulhorn Navada Ceeupalisnal Health Conter  * Electronic Signature

THIS REPORTMUST BE COMPLETED AND MAILED:WITHIN 3 WORKING DAYS OF TREATMENT

TCERTIFY THAT THlE ABOVE 15 TRUE AN GORRECT 10 [HE
IMDUSTRIAL INSURAMGE AND GCCUPATIONAL DISEASES AL
PRACTITIONER DR ANY OTHER PERSON, ANY HOSPITAL, INGLL

Place Name of Facility
4060 N Martin Luther King Blvd Ste 101A Southern Nevada Occupational Health Center
Date Diagnosis and Doseription of Injury or Occupational Disease I here evidenss thal the injured amployee was under e ifluenco of aleohol and/or
another conlrollad subistance at the time of tha aceidant?
L Mo T Yes (i yes, please axplain)
Hour
Trealment: Have you advised the patient fa romain off wark live tays or more?
! Yos  Indicale dates: from (< (R
! No  ITno, is the injurad employee capable o, 1 [ull duly madilied duty
X-Ray Findings: ; ot
I moelifize) duty, specily any iniations/restictions;, _____

From information given by the employee, together with medical evidence, can
you directly connect this injury or occupational disease as job incurred?
O Yes O No

Is additional medical care by a physician indicated? [ Yes O No
Do you know of any previous injury or disease contributing to this condition or occupational disease? L] Yes [ No (Explain if yos|

Date Print Health Care Provider's Name I certify (hat the employer's copy of
Amir Nicknam this form was delivered (o (he emplayer on:

Address INSURER'S USE ONLY
4080 N Martin Luther King Blvd Ste 101A

City State Zip Provider's Tax 1.D. Number | Telephone
N Las Vegas NV 89032 26-3434846 702-380-1712

Health Care Provider's Original or Electronic Signature Degree (MD, DO, DC, PA-C, APRN)

MD

" Complete and altach Release of Infermation (Form C-4A) when injured empleyee signs €-4 Form clectronically
ORIGINAL -~ TREATING HEALTHCARE PROVIDER PAGE 2 - INSURER/TPA PAGE 3 - EMFLOYER PAGE 4 - EMPLOYEE Form C (rov,08/21)



EMPLOYEE'S CLAIM FOR COMPENSATION/REFORT OF INITIAL TREATMENT
FORM C-4

PLEASE TYPE OR PRINT

N EMPLEOYEES CEAIM=EROVIDE ALEINEORMATION REQUESTED &

First Name M1 Last Name Birthdate Sex | Claim Number (Insurer's Use Only)
oM | TBD
Home Addrass Age Height Weight | Social Security Number
City State Zip Telephone
Mailing Address City State Zip Primary Language Spoken
INSURER THIRD-PARTY ADMINISTRATOR Empd:g;%e'a Occupalion (Job Tille) When Injury or Decupational Discase
CC
Employer's Name/Company Name Telephone

Office Mall Address (Number and Street)

Date of Injury appiicable) | Hours Injury (if applicable) | Date Employer Notified Last Day of Work After Injury or Supervisor to Whom Injury Reported
Occupational Disease

am pm
Address or Lacation of Accident (if applicable)

What were you doing at the time of the accident? (if applicable)

How did this injury or occupational disease occur? (Be specific and answer in detail. Use addilional sheet if necessary)

If you believe that you have an occupational disease, when did you first have knowledge of the disability and its Wilnesses to the Accident {if
relationship to your employment? applicable)
Nature of Injury or Occupational Disease Part(s) of Body Injured or Affected

| CERTIFY THAT THE AHOVE IS TRUE AND CORRECT TO THE BEST OF MY KNOWLEDGE AND THAT | HAVE PROVIDED THIS INFORRATION N ORDER TO OHTAIN THE RENEFITS OF MEVADA'S
INOUSTRIAL INSURANCE AND OCCUPATIONAL DISEASES ACTS (NRS G16A TQ 616D, INCLUSIVE. OR CHAFTER 17 OF NRS), | HEREBY AUTHORIZE ANY PHYSICIAN, CHIROBRACTOR, SURGEON,
FRACTITIONER OR AMY OTHER PERSON, ANY HOSPITAL, INCLUDING VETER AN ADMINISTRATION OR GOVERNIMENTAL HOSEITAL, ANY MEDICAL SERVICE ORGANIZATION, ANY [NSURANCE
COLIPANY, OR OTHER INSTITUTION OR ORGANIZATION TO RELEASE TO EAGH OTHER, ANY MEDICAL OR QTHER INFORMATION, INCLUDING BENEFITS PAID OR PAYABLE, PERTINEMT TO THIS
INJURY OR DISEASE, EXCEPT INFORMATION RELATIVE TO DIAGMODSIS, TREATMENT ANDIOR COUNSELING FOR AIDS, PSYCHOLOGICAL COMDITIONS, ALCOHOL OR CONTROLLED SUBSTANCES,
FOR WHICH I MUST GIVE SPECIFIC AUTHORIZATIOMN. A PHOTGSTAT OF THIS AUTHROIZATION SHALL BE AS VALID AS THE ORIGINAL.
Employee's Original or
Place Southern Nevada Oceupational Heallh Center  * Electronic Signature

THISIREPORT MUST BE COMPLETED ANDIMAILED WITHIN!3 WCRK[NG DAY.SIOETREATMENT

Date

Place Name of Facility
4060 N Martin Luther King Blvd Ste 101A Southern Nevada Occupational Health Center
Date Diagnosis and Dascription of Injury or Occupational Disease Is there evidence (hal lhe injured employes was under (he influence of alcohecl andior
another controlled substance at the time of the accident?
i No [ Yes (il yes, please explain)
Hour
Trealment: Have you advised the palignt to remain off work fiva days or more?
C Yes Indicale dates: (rom o
LI No  {Ino. is the injured emplayee capable o U full duly U inodified duty
X-Ray Findings:
M modificd duly, specily any fimilations/restrictions:
From Information glven by the employee, together with medical evidence, can
you directly connect this injury or occupational disease as job incurred?
O Yes O No
Is additional medical care by a physician indicated? [ Yes [0 No

Do you know of any previous injury or disease contributing to this condition or occupational disease? [ Yes [ No (Expiain if ves)

Date Print Health Care Provider's Name | certify that the employer's copy of
Amir Nicknam lhis form was delivered to the employer on:

Address ) INSURER'S USE ONLY
4060 N Martin Luther King Blvd Ste 101A

City State Zip Provider's Tax .D. Number | Telephone
N Las Vegas NV 89032 26-3434846 702-380-1712

Health Care Pravider's Original or Electronic Signature Degree (MD, DO, DC, PA-C, APRN)

MD

" Complete and attach Relesse of Information (Form C-4A) when injured employee signs G-4 Form electronizally
ORIGINAL - TREATING HEALTHCARE PROVIDER PAGE 2 - INSURER/TPA  PAGE 3 - EMPLOYER PAGE 4 - EMPLOYEE Form G- (rev.08/21)



SOUTHERN NEVADA OCCUPATIONAL HEALTH CENTER
4060 N Martin Luther King Blvd., Ste. 101 A-B
North Las Vegas, NV §9032
(702) 380-1712 OFFICE
(877)361-1165FAX
Consentimianto al tratamienic vy condiciones de admission

Politica general: iodos los pacienies seran iratados, admitidos v asignados alojamiento sin
distincion a raza, religidn, coloy, origen nacional, edac o condicionas discapacidad.

Wi idioma principal es

inicial: ___objetos de vaior parsonales: esia instalacién no asume responsahbilidad por

objetos perdidos o robadoes. La instalacion fomenis que los objeios de valor personales
szan dejados en casa o dados a la familia o amigos para su custodia.

inicial:  politica para no fumadoras: de acuerdo con las normas de fos organismos
reguladores, esta instalacion es una instalacion para no fumadores. He recibido informacion
sobre el cese de fumar. 5i desso asistencia para dejar de fumar, puedo coniaciar con la finea
de ayuda de los consumidores de tabaco de Mevada al (1-800-784-85869)

Céamaras y equipo da vigilancia: se ha advertido al paciente qus la instalacidn utiliza
camaras y otros equipos de vigilancia para monitorear las actividades del
pacients/empleado. Como condicion de adimisidn, el paciente consiente por este madio ser
monitoreade v regisirado por tales camavas v aquipos de vigilancia,

Natificacion del medico del Departamento de emergencias solamente/PPO; es responsabilidad de
los pacientes informar al hospital del médico de atencion primaria. Si el hospital no puede contactar
o utilizar los servicios de su medico. un meédico que no es de PPO puede ser asighado a usted,
Esto podria resultar en un aumento en el costo para usted, el paciente.

mi médico de atencion primariaes; R R

Inicial: uso del Departamento de emergencias: entiendo que mi compania de segures/tercero
pagador tiene el derecho de revisar mi expecliente para el uso del Departamento de emergencias.
Entiendo que si la razon de mi visita es determinada por mi seguro/tercero pagador para ser una
no-emergencia, seré responsable de la cuenta. Yo seré responsable de mi proyecto de ley Triage,
si después de la Triage decido dejar el Departamento de emergencias sin ser evaluadao por un
medico de urgencias.

Revision de la reclamacion de HMO/PPQO: Si el paciente es miembro de una organizacion de
mantenimiento de la salud (HMO) o una organizacion de proveedores preferidos (FPO), el plan da
seguro no puede cubrir los servicios de los médicos o el hospital o los beneficios pueden
reducirse si los médicos o Hospital no son proveedores participantes con organizaciones de
seguros. Muchos planes de Salud HMO/PPO ravisan las soliciludes de visila de emergencia
refrospectivamente. La Junta de revision de planes de salud determinara si la situacion fue una

emergencia.

Initial: | have received information on my Rights and Responsibilities as a patient anc on the
grievance process

X Date:

Finma clel paciente



Southern Nevada Family Medicine

Southern Nevada Occupation Health Center
Board Certified in Family Medicine

Amir Nicknam, MD., MPH

Chief Medical Officer

Nombre de paciente: Fecha de nacimiento: / /

Nombre de farmacia: Locacion: (calles de interseccion, # de telefono)

Razon para su visita de hoy?

Por favor anote cualquier hospitalizacion y/a cirujias que a tenido en el pasado con fechas aproximadas:
1 2
3 4

Lista de medicinas que toma diaramente, incluyendo medicinas no recetadas:
MEDICINA DOSIS CADA CUANTO

wmos W M

***5i toma medicina adicional, por favor anote atras de este ****

Es alergica a una medicina? Si No Si? Mencione |as alergias/reaciones abajo:

HISTORIAL FAMILIAR

Pariente Edad Estado de Salud Muerto(a) g_gm_q%g Causa de muerte?

Si No MR
Si No
Si No
Si No
Si No

HISTORIAL SOCIAL

**Fuma? 5i No Cuantos paquetes fuma al dia? Por cuantos afios a fumado?

Sino, a fumado en el pasado? Si No Enque afiodejodefumar? _ Cuantos paquetes fumabaal dia?

**Toma alcohol? Si No Todoslosdias  Semanalmente Mensualmente Ocasionalmente?
Cuantas bebidas alcoholicas toma?

**Hace drogas? Si No Que drogas usa?

SNFM 1712 Wellness Way Las Vegas, NV 89106 Phone: 702-733-6622 Fax 702-852-0380 www st nmvimed ie g gonm
SNOHC 4060 N Martin Luther King Blvd Ste 101A Las Vegas, NV 89032 Phone: 702-380-1712  Fax 877-361-1165  hup/iwwwsnohe.com



Southern Nevada Occupational Health Center

Patient Name

POLICY

Southern Nevada Occupational Health Canter(SNOHC) appreciates the opportunity to participate In your madical care. The services
you may recelve fram Dr. Amir Nicknam have been chosen o correclly diagnose and maintain your health condition, We recagnize
the need for an understanding between patient and physician regarding financial agreements for your medical care

PLEASE READ AND INITIAL ALL STATEMENTS BELOW

If you are a Workers Compensation patient, we need a copy of your insurance card in the event your Workers
Compensation clalm is denled for any reason

—____ SNOHC will submit a claim to your insurance/Waorkers Compensation carrier. Upon recelpt of payment, SNOHC will then bill
your secondary andlor tertiary insurance (if applicable) for any remaining balance based on the explanation of benefits
received from your primary and/or secondary insurance company.

Your insurance/Workers Compensalion carrier(s) may not caver all the services determined by Dr. Nicknam as medically
necessary, Please refer lo your Insurance policy for further clarification and verification of coverage and benefits. Fees for
non-covered services are the responsibility of the patient or guarantor. 3

SNOHC will altempt to appeal what your insurance/Workers Compensation carrier does not pay. In the event of a denled
appeal and once all measures in an altempt 1o overturn an appeal are denied, | musl then submit an appeal to the declslon

with my insurance or Workers Compensation carier

___Ifyour Insurance company/Workers Compensalion carrier does not pay within 60 days, we reserve the right (o begin billing
you direclly and recommend that you contact your insurance/Workers Compensalion carrier(s) to follow up on the payment
status. Any accounts left unpald will be placed with a private collection agency. Any and all accounts will be subject to the
costs assaciated with the collection process.

| agree that | am responsible for all charges incurred in this office. You as the insured are responsible to pay
for any outstanding coinsurance or deductible amounts determined by your insurance carrier or Workers
Compensation carrier. If my insurance camier does not provide full benefits, | agree to pay the remaining

balance.

If any part of your insurance carrier(s) changes, it is your responsibility to notify SNOHC so that we can bill your clalms
properly. You must provide us with a copy of the new insurance card immediately. Failure to inform us of any new changes
may affect obtaining pre-autharizatlen prior 10 future appointments and cbtaining a future appointment itself with our office.

—_Ifyouraddress or telephane number should change at any time, you must notify the SNOHC billing department of such
changes. Please conlacl the billing depariment at 702-733-6622.

Retumed checks and na shows will be subject to a $25.00 fee.

{ authonize the release of any information necessary, including medical history, physical findings and traatment
rendered as allowed by HIPAA to determine liability for payment and to oblain reimbursement on my medical claims. {
request that psyment of authorized payments be made on my behalf: 1 assign the benefits payable to which | am
entitled, including Medicare, private insurances and other health plans to SNFM. The assignment of banafits will
remain in effect until revoked In writing by me. A pholocopy of this assignment s te be considered as valid as the
orginal. [ understand that | am fully responsible for all charges whether paid by my insurance caner(s). | have read,
understood and agree to the above financial policy.

/ /
PRINT PATIENT'S NAME PATIENT SIGNATURE TODAYS DATE

4060 N. Martin Luther King Blvd., Ste. 101 A-B, N. Las Vegas, NV 89032 phone (702)380-1712 fax (877)361-1165




Southern Nevada Occupational health Center
REVIEW OF SYSTEMS: PLEASE INDICATE ANY PERSONAL HISTORY BELOW

SYMPTOMS/SINTOMAS MUSCULOSKELETAL/ MUSCULOESQUELETICO
Goad general health/ Buena salud general YES NO Joint pain/ dolor en las articulaciones YES NO
Recent weight change/ Cambio de peso reciente VES NO ;?;:L;tzl;f:ess or swellin/ Rigidez en las articulaciones o YES NO
Fever/Fiebre YES NO Weakness of muscle or joints/ Debilidad de los muscules o VES NO
Ias articulaciones
Fatigue/Fatiga YES NO Muscle pain or cramps/ Dolor a calambres musculares YES NO
Headache/ Dolor de cabeza YES NO | Back pain/Dolor espalda YES NO
Cold extremities/ extremidades frias YES NO
EYE5/0J0S Difficulty Walking/ Dificultad para caminar YES NO
Eye disease or injury/ Enfermedades de los ojos o lesianes YES NO
Wear glasses/contact lenses / Use lentes o lentes de contacto YES NQ | INTEGUMENTARY (skin, breast)/ TEGUMENTARIO(piel,pecho)
Blurred or double vision/ Visidn barrosa o doble YES NO Rash or itching/ erupcién cutdnea o picazdn YES NO
Glaucoma YES NO Change in skin color/ cambio en el color de piel YES NO
Change in hair or nail/cambio en cabello o unas YES NO
EAR/NOSE/MOUTH/THROAT OIDO/NARIZ/BOC/GARGANTA Varicose veins/ venas inflamadas YES NO
Hearing loss or ringing/ La perdida de audicion o zumbida YES NO | Breast pain/Dolor de pacho YES NO
Earache or drainage/ Dolor de oido o drenaje YES NO Breast lump/ bultos en los pecho YES NO
Chronic sinusitis problems or rhinitis/ problemas cronicos de ;
sirusitis o rinitis YES NO Breast discharge/ descarga en el pecha YES NO
Nosebleeds/ hemarragia nasal YES NO
Mouth sores/ llagas en la boca YES NO NEUROLOGICAL
Bleeding gums/ sangrado de las encias VES NO Frequent or recurring headaches/ Dalores de cabeza YES NO
frecuentes a recurrentes
Bad breath or bad taste/ mal aliento o mal sabor YES NO Lightheadedness or dizzy/ Mareo YES NO
Convulsions or selzure/ Convulsiones YES NO
CARDIOVASCULAR Numbness tingling sensation/ Entumecimiento sensacién YES NO
Heart trouble/ problemas del corazdn YES NO Tremors/ temblores YES NO
Chest pain or angina pectoris/Dolor de pecho YES NO Paralysis/ pardlisis YES NO
Palpitations/ palpitacionas YES NO Stroke/ Apoplejia YES NO
Shortness of breath walking or lying flat/ Falta de aliento o o
cuando camina o'sa aelussta YES NO Head injury/ lesion en la cabeza YES NO
Swelling of feet, ankle, or hand/hinchado de los pies, el tobillo o VES NO
la mano
PSYCHIATRIC/ PSIQUIATRICO
RESPIRATORY/RESPIRATORIO xizzgr:oss or confusion/ Pérdida de la memeoria e VES NO
Chranic or frequent cough/ Cronica o frecuentetos YES NO Nervousness/ nerviosismo YES NO
Spitting up blood/tosiendo sangre YES NO Depression/ deprasién YES NO
Shortness of breath/ falta de aliento YES NO Insomnia/ insomnio YES NO
Asthma or wheezing/ asma o sibilancias YES NO
ENDOCRINE
GASTROINTESTINAL Glandular or harmene problems/ Problemas glandulares o YES NO
de la hormonales
Loss of appetite/ perdida de apetito YES NO Thyroid disease/ enfermedad de la tiroides YES NO
.Chans.e in bowel movement/ Cambio en el movimiento YES NO Diabetes (lnfulln & non-insulin)/ diabetes {insulina y YES NO
intestinal diabetes no insulin-)
Nausea or vemiting/ Nauseas o vémitos YES NO Excessive thirst or urination/ excesiva orinacion o sed YES NO
Painful bowel movement/ mavimiento de intestinal doloroso YES NO Heat or cold interference/ interferencia en calor o frie YES NO
Constipation/ estrefiimiento YES NO Skin becoming dryer/Piel resaca YES NO
Rectal bleeding or blood in stool/ Sangrado rectal o sangre en vES NO Change in hat, glove size/ Cambic de tamano en cachucha, vES NO
las heces 0 guantes
Abdominal pain/ dolor abdominal YES NO
Peptic ulcer/ ulcera peptica YES NO HEMATOLOGIC/LYMPHATIC HEMATOLOGICA / LINFATICA
Stomach or duodenal/ De estomago o duodenal YES NO Slow to heal cuts/despacio en sanar heridas YES NO
Bleeding or bruising tendency/tendencia de sangrado o Vs NO
moretones
GENTOURINARY Anemia YES NO
Frequent urination/ frecuencia de arinar YES NO Phlebitis/ flebitis YES NO
Burning or painful urination/ Dolor o ardor al orinar YES NO | Enlarged glands/ Inflamacién de los ganglios YES NO
Bload in urine/ sangre en la orina YES NO
m -
g::;‘fe In force of stream when urinating/ Cambio de fuerzaal | yeo | \o | AiERGIC/IMMUNOLOGIC ALERGICA / INMUNOLOGICO
T ————— YES NO History of skin reaction or ather adverse reaction to/ Historia de la reaccidn de

Ia piel u otra reaccion adversa a::

Patient Name (print):

Date:




Southern Nevada Occupational health Center

Kidney stones/ cilculo renal YES NO Penicillin ar other antiblaties/penicilina o otros antibidticos YES NO

Sexual difficulty/ dificultades sexuale YES NO Marphine; Demerol or other narcotics/marina, Demerot o YES NO
otros narcoticos

Male- testicular pain/ Hombre-dolor testicular YES nao | Movecain or other anesthetics/Novocaina o de otros YES NO
anestésicos

Female- pain with period/ Mujer-el dolor con periodo YES NO Aspirin or other pain medicinas/Aspirinac otros YES NO
medicamentos para el dalar

Female- irregular periods/ Mujer-periodos irregulares YES NO Tetanus antitoxin or other serums/Antitoxina tetanica o de VES NO
otras sueros

No Change from prior visit/ No cambios

iy . YES | NO | Comments/Commentos:

desde su visita anterior FeRHan

FOR OFFICE USE ONLY:

INJURY:

Height: Weight:

Blood Pressure: Pulse: Respiration: SPOZ:

Pain Scale: ( 1/10) 10 = Highest pain Allergies:

Medications Taking:

Questions, Comments, Concerns:

Patient Name (print): Date:




