'/ 450 North Roxbury Drive, #224 « Beverly Hills, California 90210

BEVERLY HILLS® TEL 310.358.5020 FAX 310.358.5025
wernia center beverlyhillsherniacenter.com

HERNIA HEALTH QUESTIONNAIRE®

(Please Print Clearly)

General Information

Last Name: Today’sDate: __ / _ /

. . USingle WMarried UDivorced

First Name: Marital Status: OWidowed QOther:

Birth Date: / / Age: Sex: dMale Race/Ethnicity: (Check all that apply)
e RE&_ ) OFemale y: PRy,

UAsian UPacific Islander
Current or Most Recent Occupation: /

WBlack Hawaiian
Embl t Status: QFull Time QPart Time QUnemployed WHispanic WNative American
mployment Statls: - Qpetired QOther: QWhite QUnknown
Heavy Lifting | Routine Exercise QFilipino  WOther:

Daily Activities: Uyes UNo OYes UNo —

Medical History

Any Nicotine Use: Do you smoke Marijuana?

Height: __ ft  in Weight: lbs Qvyes ONo []Vves [ ]No
UQuit
UAscites Pregnancy History (for females only)
UAsthma/Bronchitis Number of Deliveries:
UChronic cough Mode of Delivery: Qvaginal
UClearing of throat (Check all that apply) ~ QCesarean Section
Personal History: U Constipation (push to have a bowel movement)
(Check all that gggzztes
apply) WHealing disorder
U Overweight or obese
WAcid reflux/GERD
USleep apnea
Strain to urinate (enlarged prostate, prolapsed
bladder)
Medications: USteroids (Hydrocortisone, Prednisone) Uimmune suppression
(Check all that
apply) UPain control  Please specify:
Previous Hernia: Yes UNo Anyone with hernias in your family? UYes UNo
If yes: Location/Type: Relationship:
Treatment:
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Pain and Discomfort

(Please Print Clearly)

Are you experiencing any Pain from your hernia? Uyes UNo
Type of Pain:  Burning UDull QPinching Location of Pain: UAbdomen WBack WGroin
(Check all USharp OShooting (Check all that ULeg UScrotum/Labia
that apply) UOther: apply) U4 Other:
How long have you been experiencing this pain? Frequency: UDaily OWeekly QMonthly
(number of weeks) (weeks) 9 ¥: W Occasionally/Rarely
. . (Least) 1-10 (Most)
Pain Scale: Lowest Pain Level: Highest Pain Level: Current Pain Level:

Are you experiencing any Discomfort from your hernia? Yes UNo

WProlonged standing Qwalking up/down stairs
UProlonged sitting UGetting out of a car or out of bed
When do you [Coughing, Laughing UBending, such as tying shoelaces
experience USneezing UCrossing legs
discomfort?  [QSexual intercourse QOBest when lying flat
(Check all QStraining (when urinating or havinga ~ Worse at end of day
that apply) bowel movement) UWorse during periods (for women only)
QPain lingers after straining QOther:

How long have you been experiencing this discomfort?
(number of weeks) (weeks)

Comments, Concerns, and Feedback

What did you think about this form? Please offer us any feedback on how we can improve it.
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General Information

(Please Print Clearly)
How were you referred to see Dr. Towfigh? | Name of your General Physician:
Qinternet
UMy insurance
UPhysician:
QPrevious Patient
UOther:

Medications
Please list all the medications that you are currently taking including the dosage.

Allergies
Please list all your known allergies and their reactions.

Medical History
List all your known medical conditions.

Surgical History
Please list any operations or hospitalizations.

Thank you!
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