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Jane J. Xenos, D.O.

Osteopathic Physician & Surgeon

(949) 261-1227

PO BOX 568, Newport Beach, CA 92661-0568

HisToRY & PHYsICAL i '

DATE
NAME
OccuraTiON HOSPITALIZATION OR SURGERY.
DATE OF BIRTH DaATtE Reason Date | Reason
CHier COMPLAINT
; DRUG ALLERGIES ' DICATIO
VACCINE YEAR OF LAST | VACCINE YEAR OF LAST | TEST/EXAM YEAR OF LAsT | TEST/Exam YEAR OF LAsT
TETANUS PNEUMONIA Rectal/StooL TUBERCULOSIS
FLu OTHER CHOLESTEROL OTHER

IMIEDICAL HiSTORY.

0 ABDOMINAL PAIN - CHRONIC U GALL BLADDER TROUBLE

O PNEUMONIA

0 CHicken Pox Q Pouo O Mumps

!
|
|
!

0O ProsTATE DiSEASE

U Psoriasis O Eczema

U RasHes O Hives

U SEXUAL/MENSTRUAL DYSFUNCTION
O Sinus TROUBLE

O Measies O RuseuiA O RHEUMATIC FEVER
O ScarLer Fever U TuBERCULOSIS 3 HERPES
U OTHER
O OTHER

Q) Stoots - BLooby or TARRY
O STrROKE

Females - Please Complete
PregnanT? O YES O No

0 SwaLLowing DirricuLty
0 Teranus

PLANNING PReGNANCY? (1 YEs O No
Menstrual Flow:

2 THROAT - SORE - FREQUENT
U THYROID DisEASE

1 TrRemOR/HANDS SHAKING
O ULcers - Pepric

O Regular Q Irregular O Pain/Cramps
___Daysof Flow ___Length of Cycle
Date-1st day of last period

Q Pain/Bleeding during or after sex

0 URETHRAL DiSCHARGE

URINATION-CI OVERNIGHT > THAN TWICE
{0 DecReASE IN FORCE/FLow
G PanruL O Loss oF CONTROL

O URINE - BLoop In

1 VARICOSE VEINS/PHLEBITIS

T VENEREAL DISEASE

O VIsION - FAILING

O ALLERGIES/HAYFEVER Q Goutr

) Anemia O BRusse EasiLy 0 HaR Loss

0 ANKLES - SWOLLEN U HEeADACHES - FREQUENT

O APPETITE - LOSS OF T HeArRT MURMUR

J ARTHRITIS/RHEUMATISM U HEMORRHOIDS

O AsTHMANVHEEZING O Hernia

{J Back PAIN - RECURRENT {1 HiGH BLoob PRESSURE

U BonE FRACTURE/JOINT INJURY O INDIGESTION OR HEARTBURN
O BoweL HasiTs - CHANGE IV O INFECTIONS - FREQUENT

0 BRrRoONcHITIS/CHRONIC COUGH 4 Jaunbice/HepaTiTis

QO Cancer QO KIDNEY STONES

U CHesT Pain U LACTOSE INTOLERANCE

U CONVULSIONS/SEIZURES O LeG PAIN - WaLKING

0 DiABETES O Memory Loss

0 DiARRHEA 10 CONSTIPATION 0O MENTAL ILLNESS,

1 DIPHTHERIA J MOODINESS - EXCESSIVE

U Diverticuosis L3 CROHN'S/Coums (1 MuscLe WEAKNESS

U DizzINESS/FAINTING U NAUSEA/VOMITING - PERSISTENT
Q EAR INFECTIONS - FREQUENT O NervousnEss O DEPRESSION
O EAR - RINGING IN J Nose BLEEDS

O Eve INFECTIONS O NumBNESS/TINGLING SENSATIONS
U FATIGUE - CHRONIC : {J OSTEOPOROSIS

0 Foot Pain (J Cowb NumB Feer U PHoBiAS

FAMILY:

O WEIGHT Loss - RECENT

HiSTORY.

Number of:

____Pregnancies __Abortions
___Miscarriages ____Live Births
Birth Control Method

B.C. Pill (Name)
3 Flushing/Menopause
Date of Last PAP Test

O Normal 1 Abnormal
Date of Last Mammogram
Q Normal O Abnormal

FATHER'S MOTHER'S

FATHER MoTHER  CHILDREN SIBUNGS
ALCOHOUISM ] a a a a
ASTHMA a a a a a
BLEEDING DISORDER a Q a a a
CANCER (] u a Q a
DIABETES a a Q a a
EPILEPSY/CONVULSIONS a (] a a a
GLAUCOMA a a Q Q a
HARR Loss a a a (] a
HeART Disease a Q N} ] ]

O DiET: SALT INTAKE
FAT InTAKE

O AvcoHol: Tyee
AMOUNT

PARENTS PARENTS

CoCCcoCco0Do

U Corree: Cups Daity OTHER

OTHER CAFFEINE 3 ExXercise ROUTINE:

FATHER'S MOTHER'S

FATHER MotHerR CHIDREN SIBUNGS PARENTS PARENTS

HiGH BLOOD PRESSURE Q a a a a a
KIDNEY DisEASE a a a a a a
MENTAL ILLNESS a Q a a a a
MIGRAINE [m} a Q a ] 0
OSTEOPOROSIS a a a a a a
STROKE Q a a a a [m]
THYROID DiseAse a Q m] a ] a
OTHER

Q Sieep: DIFFICULTY FALLING ASLEEP
ConTinutTy DISTURBANCES
EARLY MORNING AWAKENING
DayTiME DROWSINESS
OTHER

0 SMokE: Packs Daiy
How Loneg
INTERESTED IN STOPPING?




