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Name:_________________________________________________ Date of birth:_____________


IMPORTANT NOTICE – PLEASE READ CAREFULLY

You have been referred for evaluation by Dr. Tee L. Guidotti, a medical doctor specializing in occupational and environmental medicine. This evaluation is what is called an “independent medical evaluation” (IME), which is performed for a specific purpose that does not involve treatment or on-going medical care. Dr. Guidotti is acting for the party who requested this evaluation in the first place, not on your behalf. There is no patient – physician relationship created by this appointment, as there would be if you were seeing Dr. Guidotti as a consultant specialist. It is possible that during this examination Dr. Guidotti will find something that requires urgent medical attention but is unrelated to the problem for which you were referred. He will inform you but it will be your responsibility, not Dr. Guidotti’s, to follow up with the physician of your choice. Dr. Guidotti will not become your regular doctor and is not serving as a consultant for management of your condition. Dr. Guidotti will take reasonable care to keep your medical information private but you are hereby informed that your records may be requested, subpoenaed, or produced to parties to a legal action involving your health. 
Please sign below if you wish to proceed with the evaluation.  The evaluation cannot go forward without your signature here. 

_______________________________________________ Date:_________________
I consent for Dr. Guidotti to share my information with the party who initiated this evaluation. The evaluation cannot go forward without your signature here.
_______________________________________________ Date:_________________

The office should fill in this part before you sign above:
Party who initiated this evaluation: ________________________________________
Case or Claim to which this evaluation refers: ________________________________
INTAKE QUESTIONNAIRE
Your full name:_____________________________________________​​​​​​​​​​​​​​​​​​​___________
Your address:  ________________________________________ Phone:___________



________________________________________E-mail:___________

Male  Female (Circle)       Marital status (current):  Single  Married   (Circle)
Your date of birth: ________________________
Your current occupation: _______________________________________________

Place of birth (country or state): __________________________________________

Have you traveled recently outside North America, Japan, or Europe?:  If so, where: ____________________________________________________________________
Are you right-handed or left-handed?:    (  Right     (  Left    ( Ambidextrous (equal)
Please fill out the following medical information completely and accurately. If you are unsure, put a question mark next to the item and ask Dr. Guidotti at the time of the interview and examination. 
Past Medical History
Please circle any condition or diagnosis that you have had in the past or have currently. 
Heart disease

Stroke

Cancer

Diabetes

Asthma

Emphysema

Bronchitis

Pneumonia

Tuberculosis

Pleurisy
Hay fever (allergies)

Sinusitis

Eczema as a child

Goiter

IV drug use

Psychiatric disorder

Substance abuse issues 

Anemia

Hepatitis

HIV/AIDS

Arthritis

Are you allergic to anything you know of?  Yes  No  (Circle) 
If Yes, please list what you know you are allergic to, including drugs, animal dander, plants, mold, foods: ________________________________________________________________
________________________________________________________________

Do you or have you ever smoked cigarettes?  No  Yes  (Circle)  If yes:

Do you currently smoke?  No  Yes (Circle): Number of packs per day: _________

For how many years? ________years. How many packs, on average?: ________

Do/did you smoke pipes, cigars, or hookah? No  Yes  (Circle) 

Do you use / have you used oral tobacco products (snuff, snuss):  No  Yes

FAMILY HISTORY

Please indicate blood relatives in your immediate family who have the following conditions: 

	
	Father
	Mother
	Brother
	Sister
	Grand-mother
	Grand-father

	Heart disease
	
	
	
	
	
	

	Stroke
	
	
	
	
	
	

	High blood pressure
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	

	Allergies
	
	
	
	
	
	

	Lung disease
	
	
	
	
	
	

	Cancer
	
	
	
	
	
	


General Review of Systems
Please circle any symptoms that you are currently experiencing or have experienced since the onset of your problem. 
General

Weight loss

Weight gain 

Fatigue

Fever

Sweats

Chills

Loss of appetite

Skin

Rash

Sores

Itching

Easy bruising

Changes in nails/hair
Change in mole or growth
HEENT

Head

Headache

Head injury

Dizziness

Syncope (lightheaded)

Vertigo (spinning)

Eyes

Sudden change in vision

Double vision

Photophobia (light bothers your eyes)

Blurry vision

Flashes of light or dark spots in vision

Ears

Hearing loss

Discharge

Tinnitus (ringing)

Dizziness

Loss of balance

Nose/Sinuses

Runny nose

Stuffiness

Discharge 

Nose bleeds

Frequent colds

Mouth/Throat

Sores

Hoarseness

Dry mouth

Neck

Pain

Swollen glands

Stiffness
Change in range of motion
Respiratory

Cough

Coughing phlegm
Coughing blood 

Wheezing

Shortness of breath

Last chest x-ray

CV

Chest pain 

Palpitations (irregular heartbeats)

Loss of consciousness

Heart murmur

Fingers turn blue

Rheumatic Fever

GI

Abdominal pain

Difficulty/pain with swallowing

Heartburn

Nausea

Vomiting

Vomiting blood

Black colored stools

Bloody stools

Hemorrhoids

GU

Difficulty/pain on urination 

Blood in urine

Excess urination
Endocrine

Hot/cold intolerance

Tremor

Excessive sweating

Change in voice

Increased food consumption

MSK
Joint pain

Back pain

Swelling

Redness

Stiffness in morning
Neurologic

Loss of consciousness
Dizziness

Seizures

Room spinning around 
Change in memory

Psychiatric

Anxiety

Depression

Panic episodes

Suicidal thoughts

Women’s Health

Number of pregnancies

Number of live births

Note: Because of the nature of Dr. Guidotti’s practice, it is rarely necessary for us to ask about genital or sexual health. If you have experienced problems with any of the following, and believe that it is relevant to the condition for which Dr. Guidotti is evaluating you, please tell him at the time of the examination: 
Breasts: Lumps, discharges from nipple, pain, tenderness, size change. Sexual History: Increased/decreased sexual desire (libido); level of satisfaction, orgasmic/potency problems or ejaculatory problems, frequency. Organic and psychological aspects of the patients sexual activity. Patient’s assessment of satisfaction and dissatisfaction for and for sexual partner, patient’s awareness of any difficulties with sexual functioning, and patient’s questions regarding sexual activity or sexual relationships (e.g., the impact of illness on sexual functioning or the use of contraceptives). Number of lifetime partners, same sex partners, use of condoms, STD history including HIV/Hepatitis B.  Female Reproductive System: Menarche, menses, frequency, duration, amount, dysmenorrheal (difficult periods); menopause, age, symptoms, contraception; irregular periods; vaginal discharge, pregnancy complications, abnormal vaginal bleeding, infertility. Male Reproductive System: Erectile disorder, inability to achieve orgasm or ejaculate, discharge, pain in the scrotum. 

Top of Form

Bottom of Form

