Patient Questionnaire
ITxM Diagnostics

Hemostasis & Thrombosis Clinic
Franklin A. Bontempo, M.D.                                                Irina Chibisov, M.D.
Patient Name:______________________________________________________  
Address:___________________________________________________________

City:___________________________________State:________Zip:___________

Phone:_______________ Work:______________ Cell:_____________________

Email address: _____________________________________________________
Emergency Contact:____________________________Relationship:_________

Address:__________________________________________________________ 

City:________________________________State:__________Zip:___________

Phone:_______________Work:________________Cell:____________________

Referred By:________________________Phone:__________Fax:___________
Address:___________________________________________________________ 

City:________________________________State:__________Zip:____________
PCP:_____________________________Phone:____________Fax:___________
Address:__________________________________________________________
City:__________________________________State:________Zip:___________

Pharmacy:_________________________Phone:___________Fax:___________

Address:___________________________________________________________
City:_________________________________State:_________Zip:____________

Appointment Date:________________________ Time:__________________ Doctor:______

FAMILY HISTORY:
MOTHER ALIVE  Yes____  Age____                      FATHER ALIVE    Yes____  Age____              If NO, Age at the time of death_________                 If NO, Age at the time of death_______

Cause of death_______________________                Cause of death_____________________

BROTHERS & SISTERS:

AGE            SEX                       MEDICAL PROBLEMS

____             ____                       __________________________________________________________

____             ____                       __________________________________________________________

____             ____                       __________________________________________________________

____             ____                       __________________________________________________________

____             ____                       __________________________________________________________

____             ____                       __________________________________________________________

CHILDREN:

AGE           SEX                        MEDICAL PROBLEMS

____            ____                        __________________________________________________________

____            ____                        __________________________________________________________

____            ____                        __________________________________________________________

____            ____                        __________________________________________________________

____            ____                        __________________________________________________________

SOCIAL HISTORY:

Marital Status            Single_____ Married_____ Separated_____ Divorced_____ Widowed_____

With whom do you live? _____________________________________________________________

Are you a student? ______  If yes, Where?______________________________________________

Are you employed? ______ If yes, Where? ______________________________________________

                                                Job Title:__________________________________________________

Are you physically active? ________ If yes, How? ________________________________________

Are you under stress? ________     Work______________  Home______________ Other________

PRESCRIPTION MEDICATIONS: 

	NAME:
	DOSE:
	HOW OFTEN:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


OVER THE COUNTER MEDICATIONS REGULARLY TAKEN:  (EXAMPLE: ASPIRIN)

	NAME:
	DOSE:
	HOW OFTEN:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


ALLERGIES:

	TYPE OF ALLERGY:
	TYPE OF REACTION:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


DRUG, ALCOHOL & TOBACCO HISTORY:

	SUBSTANCE:
	AMT PER DAY/WEEK:
	STARTED:
	LAST USED:

	TOBACCO
	
	
	

	ALCOHOL
	
	
	

	RECREATIONAL DRUGS
	
	
	

	IV DRUGS
	
	
	


HOSPITALIZATIONS AND SURGERIES:

	DATE:
	REASON FOR ADMISSION:
	VASCULAR COMPLICATIONS:

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


EXISTING MEDICAL CONDITIONS:

	NAME:
	HOW LONG YOU HAVE HAD THE CONDITION:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


PAST MEDICAL CONDITIONS:

	NAME:
	HOW LONG DID YOU HAVE THIS CONDITION:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


FAMILY HISTORY:

	
	PATIENT
	MOTHER
	FATHER
	BROTHER
	SISTER
	CHILD
	GRANDPARENT

	ANEMIA

	
	
	
	
	
	
	

	BLOOD PROBLEMS
	
	
	
	
	
	
	

	CLOTS
LEGS/LUNGS
	
	
	
	
	
	
	

	DIABETES
	
	
	
	
	
	
	

	HIGH BLOOD PRESSURE
	
	
	
	
	
	
	

	HEART 

ATTACK
	
	
	
	
	
	
	

	STROKE
	
	
	
	
	
	
	

	KIDNEY
DISEASE
	
	
	
	
	
	
	

	LEUKEMIA
	
	
	
	
	
	
	

	CANCER:
SITE
	
	
	
	
	
	
	

	OTHER
	
	
	
	
	
	
	

	OTHER
	
	
	
	
	
	
	


REVIEW OF SYMPTOMS
	CATEGORY
	SYMPTOM
	YES
	NO
	HOW LONG

	GENERAL
	
	
	
	

	
	WEIGHT LOSS
	
	
	

	
	NIGHT SWEATS
	
	
	

	
	FEVER
	
	
	

	
	FATIGUE
	
	
	

	SKIN
	
	
	
	

	
	RASHES
	
	
	

	
	LUMPS
	
	
	

	
	ITCHING
	
	
	

	
	DRYNESS
	
	
	

	
	BLEEDING MOLES
	
	
	

	
	CHANGE IN NAILS
	
	
	

	
	SKIN LESIONS
	
	
	

	
	SKIN ULCERATIONS
	
	
	

	
	INCREASED BRUISING
	
	
	

	MUSCULOSKELETAL
	
	
	
	

	
	BONE PAIN
	
	
	

	
	JOINT PAIN
	
	
	

	
	ARTHRITIS
	
	
	

	
	GOUT
	
	
	

	
	BACK PAIN
	
	
	

	
	MUSCLE PAIN
	
	
	

	
	CLOTS IN LEGS
	
	
	

	
	VARICOSE VEINS
	
	
	

	
	LEG SWELLING
	
	
	

	
	LEG PAIN
	
	
	

	
	EXTREMITY NUMBNESS
	
	
	

	
	BLOOD IN JOINTS
	
	
	

	
	BLOOD IN MUSCLES
	
	
	

	NEUROLOGICAL
	
	
	
	

	
	SEIZURES
	
	
	

	
	PARALYSIS
	
	
	

	
	LOCAL WEAKNESS
	
	
	

	
	NUMBNESS
	
	
	

	
	TINGLING
	
	
	

	
	TREMORS
	
	
	

	
	MEMORY LOSS
	
	
	

	
	FAINTING SPELLS
	
	
	

	
	DIZZINESS
	
	
	


	CATEGORY
	SYMPTOM
	YES
	NO
	HOW LONG

	HEAD
	
	
	
	

	
	HEADACHES
	
	
	

	
	HEAD INJURY
	
	
	

	
	VISION CHANGES
	
	
	

	
	DOUBLE VISION
	
	
	

	
	EAR INFECTION
	
	
	

	
	DIZZINESS
	
	
	

	
	SINUS PROBLEMS
	
	
	

	
	NOSE BLEEDS
	
	
	

	
	BLEEDING GUMS
	
	
	

	
	GINGIVITIS
	
	
	

	
	SORE THROAT
	
	
	

	
	HOARSENESS
	
	
	

	NECK
	
	
	
	

	
	LUMPS IN NECK
	
	
	

	
	SWOLLEN GLANDS
	
	
	

	
	GOITER
	
	
	

	
	THYROID
	
	
	

	LUNGS
	
	
	
	

	
	COUGH
	
	
	

	
	COUGH W/BLOOD
	
	
	

	
	CLOTS IN LUNGS
	
	
	

	
	ASTHMA
	
	
	

	
	SHORTNESS  OF BREATH
	
	
	

	BREAST
	
	
	
	

	
	LUMPS
	
	
	

	
	DISCHARGE
	
	
	

	
	PAIN
	
	
	

	CARDIAC
	
	
	
	

	
	HIGH BLOOD PRESSURE
	
	
	

	
	HEART MURMUR
	
	
	

	
	LEG OR HAND SWELLING
	
	
	

	
	CHEST PAIN
	
	
	

	
	PALPITATIONS
	
	
	

	
	RHEUMATIC FEVER
	
	
	

	
	HEART PROBLEMS
	
	
	

	
	PACE MAKER
	
	
	

	
	VALVE PROBLEMS
	
	
	

	
	
	
	
	


	CATEGORY
	SYMPTOMS
	YES
	NO
	HOW LONG

	URINARY
	
	
	
	

	
	INCREASED FREQUENCY
	
	
	

	
	NIGHT URINATION
	
	
	

	
	PAIN WITH URINATION
	
	
	

	
	BLOOD IN URINE
	
	
	

	
	URGENCY
	
	
	

	
	HESITANCY
	
	
	

	
	LOSS OF CONTROL
	
	
	

	
	INFECTION
	
	
	

	
	STONES
	
	
	

	GASTROINTESTINAL
	
	
	
	

	
	HEART BURN
	
	
	

	
	LOSS OF APPETITE
	
	
	

	
	NAUSEA
	
	
	

	
	VOMITING
	
	
	

	
	VOMITING BLOOD
	
	
	

	
	INDIGESTION
	
	
	

	
	ABDOMINAL PAIN
	
	
	

	
	ABDOMINAL FULLNESS
	
	
	

	
	DIARRHEA
	
	
	

	
	CONSTIPATION
	
	
	

	
	BLOODY STOOLS
	
	
	

	
	HEMORROIDS
	
	
	

	
	BLACK TARRY STOOLS
	
	
	

	
	JAUNDICE
	
	
	

	
	LIVER PROBLEMS
	
	
	

	
	GALLBLADDER
	
	
	

	
	ESOPHAGEAL VARICES
	
	
	

	HEMATOLOGY
	
	
	
	

	
	ANEMIA
	
	
	

	
	HIGH RBC
	
	
	

	
	PLATELET COUNT HIGH
	
	
	

	
	PLATELET COUNT LOW
	
	
	

	
	ABNORMAL BRUISING
	
	
	

	
	GENETIC TESTING
	
	
	

	MISC.
	
	
	
	

	
	HOT INTOLERANCE
	
	
	

	
	COLD INTOLERANCE
	
	
	

	
	HANDS TURN WHITE IN THE COLD
	
	
	


DO YOU EAT SALADS?                                              YES __________    NO _____________
DO YOU DRINK OR EAT ANY CITRUS?                YES __________   NO ______________

LAST LAB WORK?     __________________________________

	HAVE YOU EVER HAD OR DO YOU HAVE:
	YES
	NO

	Pin point red spots on the skin
	
	

	Small or large bruising
	
	

	Prolonged bleeding with cuts
	
	

	Nose bleeds as a child or adult
	
	

	Bleeding gums
	
	

	Bleeding after dental procedure, wisdom teeth or dental extraction
	
	

	Dark tarry stool/bloody stool
	
	

	TIA/Stroke/Heart Attack
	
	

	Phlebitis
	
	

	Migraines
	
	

	
	
	


FEMALES ONLY:
Premenstrual Migraines:         Yes __________         No _______________
Menstrual Cycles:                     Regular ______         Irregular _________

Mentrual Flow:                         Light ________         Heavy ____________

Birth Control:                           Yes__________          How Long_______________  No__________

Number of Pregnancies:          ________________________________________________________

Number of Deliveries:             Live___________        Premature_________ Ectopic_____________

Number of Abortions:             Spontaneous _______Elective____________ What Trimester______
Placenta Previa:                       Yes___________         No________________

Pre-Eclampsia:                         Yes___________         No________________

Hormone Therapy:                  Yes___________    Type________________  No_______________ 
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