
CCAt'- Pan Asian Volunteer Hea1th Clinic 

Patient's Demographics and Authorization 

Date: ______ (mm/dd/yy) 

Patient Demographics le, ,f-1'- A.. 11 ,�-

Family Name ki: _____ _ Middle Initial __ _ Name in Chinese Chartacter 

First Name ,t: _____ _ t :Z:!ti.t: ------- Sex(•/i!J'l): M ___ F __ _ 

Date of Birth ti:: 1. jj I El/ 1jc : SSN #:. __________ _ 

Marital Status kl}kl!l#:IUJ(,: ( ) Single ( ) Married ( ) Widowed ( ) Other ___ _ 

Address il!li.J::, ________________________ _ 

City J//i, ,Jr: _________ _

-t,i Home Phone: 

Work/ Mobile: 

State J+I: ___ _ Zip re�!:I;;: ____ _ 

Can we leave message 'ii? "t? ( ) Yes ( ) No 

Can we leave message 'ii? "t? ( ) Yes ( ) No 

Email: ___________ Can we send you information on PAVHC 'ii? "t? ( ) Yes ( ) No 

Pharmacy(�� ,i;): __________________________ _ 

Pharmacy Address(�� JJ!,,!.J:): ______________________ _ 

Pharmacy Tel.(�� 'tt!): ______ _ Pharmacy Fax (��1fJi.): _______ _ 

The Authorize PAVHC to share health information to your reprehensive person? t1t;fx.fi;-1-1i,*"'-5i'$ 
/Iiff11!i ,t ( ) Yes ( ) No 

If yes, name of individual------� 

Email: ____________ _ 

Relationship with patient ___ _ 

Tel: __________ _ 

Emergency contact name & phone number, different from home 1� i"){t.ci'... '.lt" ,{{:;�t!M,A.. 

Name iii; _______ Phone -t,i ______ Relationship n�1i ______ _ 

Signature of Patient /Authorized Representative 

Print Name 

Public-PAVHC-New Patient Package-Eligibility-PAVHC New Patient Forms-Name Patient Intake Form 



MEDICAL HISTORY 

#i!H. 

#i A-iii� 
Past Medical History and Review of Systems 
Please circle the problems you had before or have now: 

tt llil i.li \t ,l!;. i& s\i. JJl, 11 :i::..1.i ilk 
1. High blood pressure ;ff, /,a.§!
2 Diabetes q!r, 1,/z ,;:;,
3- Cancer ft\ fi
4. Heart disease ,-:.·�1\:;r,l\
5. Chest discomfort Hi;J,)11 :f i©
6. Shortness of breath ,R\, ,t,.,
7. Swollen ankles R�'Rw.
8. Dizziness �!j ·lp:
9. Palpitation ,u ·/t
10. Frequent urination 11/i/;J<.
11. Rheumatic fever JR i!U!\
12. Astl1ma uf»,t�

13. Bronchitis .l ffl. 'i !iz
14. Pneumonia Jlt, �

17. Hay fever ;/;I; 1,4: .1/\
18. Abdominal pain MlU/ii
19. Indigestion i/i 1t.Of �
20. Nausea 0,i11.:,.•

21. Vomiting 01;\,.l
22. Constipation iif?.;j;I,
23. Diarrhea M.i�
24, Blood in stool {if?. .,/a.
25. Peptic ulcer il-i {t,,ti;j!t;fi\
26. Weight loss fll!'. ]ff ;:C'd&i.
27. Hemorrhoids A,fi
28. Gall bladder disease ftJ} :j't w,
29. Colitis AR!/;!(
30. Hepatic desease ntw;

15. Persistent cough A'¼
16.T.B . .!tM¼t,

31. Change in bowel habit A 1!I?. 1l] ,tl'[ ,!( 1f
32. Thyroid disease 'P 1/iUljl.,R¼l,

Others Jl /<':,:

Allergies to Medications, X-Ray dyes, or Other Substances ? 

Nii\ ,/!J · X It/Iii !;I) ii"/;\ :I'(. /ti; '!1 ii\ �•J ;/j' /F!s � � ? 

Name of medicine Type of reaction 
Yes ti:. 

Regular medication ( name and dosage) El 1/1' lift fll .z i1f ,I; & ·if•/][ 

Operations tfis�.z-}j,l't: 

(next page please) ti,J/1; T :II 

No /!(\ 

DOB 

33. Irradiation tkM i�•'f./f-
34, Headache iiJi'/i!i
35, Kidney disease �• 111\:¼l,
36. Kidney stone 'h' t�ki
37. Urinating problem i,i;/,J'.:. r"1 ,Ii!
38. Arthritis n� lir !(
39. Low back pain mHr ;ffi
40, Skin disease lli. ;�· ¼l,
41. Blood disorder .,/a.;'/�¾'\
42. Venereal disease ·li¼li
43. Anxiety t!f,J#,.,rff
44. Depression � Jlh�rj

45. Anemia 11' J!n.
46. Gout 1/fi ffi,



Do you smoke 1$ 4di :/:!k i� '? No TD 

Yes �-□ , packs/day¼ f:. �it ___ _ 

Do you drink !JI 0.\j il!i i� ? No ;;i:; D 

Yes 'fi!J" 0 ' how much/often !Jik :Ji!:h!dik __ _ 

Immunization history and preventive medicine,& 1a Jtif;f;,& HiP1i '!l<f,ti'.$$-

Pneumovax )l;i, !ii.w. U No *-0 Yes :/iD • When 1oJO/j-? _____ _ 

Flu shot ifitfr-ri.&\ ',l/ No *-D Yes:/iO, When 1"JB/j- ? _____ _ 

Hepatitis B: B ·JJ:lnf· � No f.i\O Yes;/JO, When 1'JO?f? _____ _
Tetanus •iii. 1/1; m, No f.i\O Yes :/iD • When {oJO:/j-? _____ _ 

The most recent date of the following exams t 1/HoJ U:/j-1-'F ii& T 7,J it :iii. ? 

Papsmear-f')";'l!,ij,jz)j _____ Breast exam $L.IJ,jt,;:ii1_ ____ _ 

Mammogram $LJiHafd:; _____ Stool for blood A 1il!. ;1,� Jin. ____ _ 
Cholesterol check � 00 �¥ ____ _ 

Family History 1;i.�J; lt : · 

Has any member of your family ( parents, grandparents, siblings) ever had the followings ? 

m¼u�-·�-·�-tt#l&#TM$;r,t;�? 
Illness 

,;,,; .t 

Cancer ( type ) 1!I, 1i ( ;/;u �Ii ) ___ _ 
High blood pressure � ,!n.f!I. 

Heart disease ,,:_,• 11\\:;r,t; 

Diabetes t1/i/;f,.,1,<j 
Stroke 'Pm, 

Mental disease �:,l-'1,j,$1,l; 
Bleeding disease :l:l Jin.$ ;r,t; 

Others f\.j<",: _______ _ 

Signature ii- ,t 

Family member 

1i-J£ n�1i 

Age of onset 

M-;i,; .if.il0 

Date El 1JJ : _____ _
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