@ EXAMINATION MANAGEMENT SERVICES, INC.
PARAMEDICAL SHORT FORM

(NON-MED)

CASELD, 3

 AGENT

INSURANCE COMPANY

NAME (Please Brmi)

© MIDDLE

DATE OF BIRTH
’ /

LAST FIRST

ADDRESS ' .
crry . STAYE

PROGF OF IDENTYTY

S804

STATE

1. Have you during tha past 5 years consulted
any physiclah or practitioner for any reason,
including rautine examination or chack up?
(M so, date, purposs, iliness, infury or
condition and give full name and tomplete

eddress of physician andfor hospltel. )

2. Do yau roulinely take medication of

any kind? :
{If so, state kind, dosage, frequency and

reason.)

3. A. Do you use tobaceo of any kind?
(If s0, state lype of tobacco and

frequency.)

B. H non-user, have you ever used
tobacco?
(if yes, state type, when last used and
froquency.) Com

4. Do you have a personal phyalcian?
(i1 so, list full name and complete address.)

YES NO s -
o . GIVE COMPLETE DETAILS TO ALL “YES” ANSWERS

o o

5. A..Blood Pressure B. Bulse (rate per min.) | If snawersd “No~ state reszon in ahove section
| Left Arm| Right Arm . L E. ROS collection ’ Yes[] No[]
Systolic C. Helght {in shoes) : .
, F. HOS dipstick Albumin | Sugar
Diastollie D. Welght (clothed) . g
G. Blood collection YesJ No[Q
H.Lab useq:

Vdeclare | have read the toregoing and that my answers are correct!
ot medicat records or medical knowledge of me to N——
ation gathering sourge for the purpose of insurance underwriting,

hereby, authorize the release
insurance company ar inform

BRANCH OFFICE STAMP

y recorded to the best of my knowlsdge and belief, |

Signature Dare

Witness (Examiner)

- Date
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SUBJECT ID#:

INVESTIGATOR: '
SUBJECT INITIALS ___
Categories Description Siill present?
‘No Yas
Allergi_es )
. None

- | Cardiovascular

Pulmonary

Gastrointestinal

None

Metabalic

Reproductive

Musculoskeletal

b'ennat;loglc

I Nome

Neurologic

 Psychiatric




PROTOCOL CAW G/G 1991: MEDICAL HISTO

RY PAGE 2 OF 2

SUBJECT ID#

INVESTIGATOR:

SUBJECT INITIALS ____ __

Additional comments!

CONCOMITANT MEDICATIONS: Please list all medications the patient is

currently taking, inciuding dosage and diagnosis.

R

rt iagnosi

Medication D e/Fre [ ate

SIGNATURE OF

DATE:
PREPARER:




