Staying Healthy Afrouz Gerayli, ML.D., Inc.
Assessment

Afrouz Gerayli, M.D., F.A.C.G.S

500 Paseo Camarillo + Suite 100 + Camarillo * Ca+ 93010
. fﬁce(805)484- 033 Fx (805) 482-'?2

Patient's Name (first & Iast) ~ TpateofBirth ' [ Female Teday s Date

Person Completing Form (if patient needs help) | Family Member |_| Friend . ' Need help with form?
Other (Speciﬁ/) " [Ovyes [JNo

—mm o

Please answer all the questions on thrsferm as bestyeu can. Circle ”Skrp” rfyeu do. not know a an Need Interpreter?
answer or do not wish to answer. Be sure to talk to the doctor if you have questions about an ything Yes No
on this form. Your answers will be protected as part of your medical record. Clinic Use Only:

. ' Do you drink or eat 3 servings of calcium-rich foods daily, such Yes | No | Ski
- as m1lk cheese yogurt, soy mllk or tefu“? s 0 'P

Nutrition
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2 De you eat fmlts and vegetebles every dey'? Yes | No | Skip
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3 Do yeu lu'mt the emeunt of fried food or fast feed that you eat? Yes | No | Skip
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4 Are you eesﬂy eble to get eneugh heelthy foed‘? Yes | No | Skip

s Do yeu drink a soda, j juice drink, spens Or ener gy__drmk most “N Y“Skw
|daysoftheweek? oo
6 De you eften eat too much or too httle feed‘? ' No | Yes | Skip

7 De you heve d:fﬁculty ehewmg or swellewmg‘? " No | Yes | Skip

8 | Are you cencemed about your welght? ~ No | Yes | Skip

9 Do you exercise or Spend time delng activities, such as walkmg, o Physical Activity

gerdenmg, or swunrnmg for at 16&5F._,?'?_,_h_?‘r}!.__?&_g?’_‘_}’_?___
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10 | De you, feel eafe where you lwe'? " . Yes | No | Skip safen
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N De you eften heve treuble keepmg tre.ek of your mecllcmes'? " No | Yes | Skip

12 A1e famzly membels or fnends wemed ebeut your chmng? No | Yes | Skip

13 Heve you hed any car aemdents letely'? | - No | Yes | Skip

'
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14 De you semenmes fall and hurt yourse]f or IS 1t hard fo get upr? No | Yes | Skip

s Have you been hit, slapped, kicked, or physically hurt by
- someone in the past year?

16 De you keep a gun In your heuse or place where you lwe‘? ' No | Yes Skip

L TPy

Dental Health

17 De you brueh and ﬂess your teeth delly’? - Yes ;| No | Skip
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18 De you eften feel sad hopeless angry, or werrled‘? . . No | Yes | SKip Mental Health

19 Do you eften have trouble Sleepmg’?

No | Yes | Skip

Do you or others think that you are h e re | |
20 rhm}és‘? you ar ewng trouble r membeung ' No | Yes | Skip
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Heallh Care Services

2y | | Do friends or family members smoke in your house or where

32 DE} you have Dthel questwns or concerns about your health‘?

23

24

25 ¢

26 Have you or your partnel (s) had sex with other people inthe

27

28

- Do you smoke or chew tobacco?

29,

30

31

R R R R T T o s e T

you live?
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' Do you use ﬁny drugs or medicines to hclp you sleep, relax
_calm down, feel better, or lose weight?

Do you think you or your partner could have a sexually |
transmitted infection (STI), such as Chlamydia, Gonorrhea,
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~ genital warts, etc.?

. _past year?

' Have you or your partnex(s) had sex without a condom in the
| pastyear?

LT E BT

Have you ever been fmced or pr essuted to have sex‘?‘ |

‘Do yDu have someone to help you make decisions about ymu
_health and medical care?

Do you need help bathmg, eatmg, walkmg, dr essmg, or usmg “

 the bathmm*n‘?

DG you have somecne to cal] when you need help In an

~emergency?

f"f yes px.’eme describe:

k

Chmc Use 0n1y

Counseled

Referred

No

No

No

B m b e

Fuilmw-up
Ordered

Antlc:patur}! 5
Guidance

Nutrition

: Physical activity _
| (] safety
Dental Health
Mental Health

—
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Alcohol, Tobacco, Drug Use |

Sexual Issues

Independent Living

Py 2

Iﬂ:-
35

g SRR e o e g
B o g et R e ] :
1_1:-__:.‘:‘ E:”'-...'_-:I.;‘FF!;‘:::;;]L,-'..','r". J:':_'u' -._|‘.... -;-I"-.-.-"'. '-r--'---."rﬁ ra g e =
’ :.._-.,..._-...-_ o L L ey g e e W o

el i pd L L
-,I,..---Jl ',... i B e P A et At L T ;

F'CP S Slgnature o

iHCP s Signature:

Prlnt Name
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Print Name:

Yes

No

Yes

- No

Com ments
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Yes
No '
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Patlent Declmed the SHA
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r Date

, .
H 1 i
P £ 1 A 3 B

Skip
SKip

Skip

SKip

...................................................
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Alcohol,

Tabacca.
Drug Use

Sexual Issues

Independent Living

- Other Questions
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PCP’s Signature:

|

Print Name:

PCP’s Signature:

- s L

] PCP's Signatur;:

Print Name:

Print Name:
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