
(Confidential Medical Record)
Problem Oriented Ristorv Short Form

Magalia-Pines Family Practice Medical Clinic
Lijun Sakal, Ph.D., M.D. & Don Sakal, M.S., PA-C

Name:Last: First:

Today'sDate:

Middle:

Health Information: Preferrednametobecalled:

Homestreetaddress: P.O. Box

State: Zipcode: Phone:City:

Age: Dateof Birth: SS# Gender:Male- Female-

ALLERGIES: (Pleaselistallmedication/drugallergiesfirst,andthenfoodandenvironmentalallergies.)

Medication/DrugAllergies:

Foods Environmental

Anyexposuretohazardouschemicals? Yes- No-

CigaretteSmokersathome?Yes- No-

Occupation:

Animalsathome?(Ustalltypes)

DoyouhaveaMedicalAlerttag?Yes- No- Ifyesthenwhy? Areyouhandicap?Yes- No-

ChiefComplaint:(Pleasedescribewhatisthemainreasonforyourvisittoday?)

Hlstorv of Present Illness: (Pleaseansweranythatapply,if applicable.)

Whendidyoufirstnoticetheproblem?

Howlongdoestheproblemlast?

Locationoftheproblem?

Istheproblemconstantorvariable?

Doesanythingmaketheproblemworst? Doesanythingmaketheproblembetter?

Onascaleof0-10(with10beingthemostpainful)circlethenumberthatdescribestheproblem:0 1 2 3 4 5 6 7 8 9 10

Paincharacteris:Dull- Sharp- DullthenSharp- Verysharpthenstops- Other

Isanythingelseoccurringatthesametime? Yes No Ifyes,pleaseexplain:

Othercommentsregardingaboveproblem:

OtherHealthConcerns:

ConfidentialMedicalRecord:Magalia-finesFamilyPracticeMedicalClinic14130 Skyway,Suite H, MaganaCA95954 (530)873-1676

Do YOUsmoke? No Yes (ff yes; what type, how much and how long?)
Do you chew or dip? No Yes
Do yOUdrink alcohol? No Yes
Do YOUuse illicit druas? No Yes

Current medications: (pleaselistallpresaiptionmedications.Ifover-thEH:Ountermedications/supplementscheckhere andlistnamesonbacksideofthispage).

Nameof Medication Dose (example:20milligrams) Freauencv (example:twicedally) Duration (example:2years)
1.
2.
3.


