= BHI

THERAPEUTIC SCIENCES

JAMAICA

PATIENT QUESTIONNAIRE

All questions contained in this questionnaire are strictly confidential
and will become part of your medical record.

DATE: ID #:

Name (Last First M.L): [m [JF | poB:
Address:

Email: Phone:

Marital status: [kingle [Jartnered [“JMarried []Separated [ Pivorced [JWidowed
Race: [JCaucasian [PBlack [JHispanic [JAsian [Jother:

Social Security Number:
How did you hear about BHI Therapeutic Sciences?

EMERGENCY CONTACT
Name (Last, First, M.L): Phone:
Address:
Relationship:
EMPLOYMENT
Employer Name: Phone Number:
Employer Address:
SOCIAL HISTORY
[CIsmoking  Packs Daily? [] Coffee: Cups Daily
How Long? Other Caffeine: Sleep:
Interested in stopping?[_]Y [_IN [CJAlcohol:  Type '
If you quit, when did you quit? Frequency
Amount
How long did you smoke? [] Diet: Salt intake
Fat intake Other

/ / Age:

Snoring [JY[CN

Daytime Drowsiness [_]JY[ N
Difficulty Falling Asleep [_JY[_JN
Continuity Disturbances |:|Y|:|N

Early Morning Awakening E[YD\I

Do you exercise routinely?[_]Y [N What do you do for exercise?

Have you ever used illegal drugs?[JY [N If so, what drugs?

MEDICAL HISTORY
Have you ever been diagnosed with any type of cancer? [JYes []No
If yes, please list what type:

Check box if you have ever had any of the following:


Markos



[CJAsthma [CJFractures [JPositive TB Test
Angina/Chest Pain |:|Gallstones |:|Rheumatic Fever
nemia [JHeart Attack Stroke
[CJArthritis [JHeart Murmur hrombophlebitis
[JGlaucoma Headaches [ Thyroid Disease
Cancer Hepatitis [ Tuberculosis
Chronic Bronchitis High Blood Pressure [Juicers
[CIcCirrhosis High Cholesterol [JOther — Please List Below
[C]Clotting Disorder [IHIV positive/AIDS
[IDiabetes Kidney Disease
Emphysema Kidney Stones
Epilepsy Migraines
SURGICAL HISTORY
Date Reason Hospital
Is there a history of injury in the past that left you with any compromise of function?
[CIv [N Patient, if yes, please explain:
FAMILY HISTORY
Family Member | Health . . Heart Lung Mental Cause of | Age of
Name Status Arthritis Cancer Diabetes Condition | Disease Iliness Stroke Other Death Death
Father
Mother
Siblings
Grandparents
Children
Spouse
CURRENT MEDICATIONS & DOSAGE
List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers
Medication Dosage Frequency Taken
Are you currently taking any human growth hormones? ‘ [ Yes ‘ [ No




If yes, how long? Number of IU’s of HGH injected per week?

ALLERGIES
Are you allergic to any foods, especially eggs? [_Jves [JNo Please list:

Are you allergic to any vaccinations? [_JYes [_]No Please list:

Are you allergic to any medications? [_JYes [_JNo

Name of medication

Check box if you have any of the following
symptoms:

Respiratory
[Jshortness of breath

ongestion
ough
hort of breath on exertion

Endocrine
cold intolerance
heat intolerance
[[Jincreased thirst

Gastroenterology

[Cnausea

heartburn
constipation
diarrhea

difficulty swallowing
indigestion

abdominal pain

Urology

[Jfrequent urination
difficult or painful urination
blood in urine

Dermatology
rash
lushing

[Jwound

Reason for stem cell therapy:
[ Ass

[] Arthritis

Brain Trauma

CVA (stroke)

Infertility

Multiple Sclerosis

Sexual Dysfunction

Stem Cell Facelift
Brief Description of symptoms:

000000

Reaction You Had

REVIEW OF SYMPTOMS

[Hdry skin

Cardiology
[Cchest pain
[Jpalpitations
varicose veins
sweating
swelling
[fluttering sensation

Female Reproductive

[CJpregnant
[CJmenopause

Male Reproductive
[Cdifficulty with erection

Hematology
[“Jeasy bruising
[Jbleeding

Psychology
depression
anxiety

[Chigh stress

General
[CJweight gain
[Jweight loss
[Jloss of appetite

[Ifevers

PRIMARY DIAGNOSIS/DISEASE

[C1 Aizheimer's Disease

[] Autoimmune Disorder

Diabetes Mellitus

Macular Degeneration

Sickle-cell Disease

Thalassemia

OoOoooo

Cardiovascular Disease

Platelet Rich Plasma (PRP)

[Jweakness
[CIfatigue

Ophthalmology
iminished vision
blurring of vision
loss of vision
Bvision floaters
Neurology
[Iheadaches

[CJtingling
[Cfainting

dizziness
ifficulty walking
[Jmemory loss

Musculoskeletal

Hoint pain
leg cramps
[Jback pain
[CJarm pain
[Jneck pain
leg pain
[Jmuscle pain

[C] Anti-aging

[] Back Pain

[] Cerebral Palsy
[] Hypoxia

] Mood Disorder
[] Renal Disease
[ spinal Cord Injury

[] Other:



PHYSICIAN
Name: (Last, First,) Phone:
Address:
Date of your last medical checkup:
Have you ever had stem cell treatments before? [JYes |':|No
If yes, Location of treatment: Date of Procedure:
Efficacy (ameliorate) after treatment:

Any adverse effects after treatment?  []Yes |':|No Please specify:
What do you intend to accomplish with the treatment you are seeking?

Patient Signature Date




	PATIENT QUESTIONNAIRE
	All questions contained in this questionnaire are strictly confidential and will become part of your medical record.
	DOB:
	Address:
	Email:
	Marital status:   
	Race:                   ( Caucasian   ( Black    ( Hispanic   ( Asian   ( Other: 
	Social Security Number:
	How did you hear about Blue Horizon? 
	EMERGENCY CONTACT

	Address:
	Relationship: 
	EMPLOYMENT
	 MEDICAL HISTORY

	Have you ever been diagnosed with any type of cancer?
	If yes, please list what type: 
	SURGICAL HISTORY
	Is there a history of injury in the past that left you with any compromise of function?
	FAMILY HISTORY
	Family Member Name
	Health Status
	Arthritis
	Cancer
	Diabetes
	Heart Condition
	Lung Disease
	Mental Illness
	Stroke
	Other
	Cause of Death
	Age of Death
	Father
	Mother
	Siblings
	Grandparents
	Children
	Spouse
	CURRENT MEDICATIONS & DOSAGE
	List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers
	Medication
	Dosage
	Frequency Taken
	Are you currently taking any human growth hormones?
	ALLERGIES
	Are you allergic to any foods, especially eggs?      ( Yes    ( No    
	Please list:
	Are you allergic to any vaccinations?  ( Yes    ( No   
	Please list:
	Are you allergic to any medications?  ( Yes    ( No   
	REVIEW OF SYMPTOMS

	Check box if you have any of the following symptoms:
	PRIMARY DIAGNOSIS/DISEASE

	Reason for stem cell therapy:
	Address:
	Date of your last medical checkup: 
	Have you ever had stem cell treatments before?   ( Yes    ( No   
	If yes, Location of treatment:                                                                    
	Efficacy (ameliorate) after treatment:
	Any adverse effects after treatment?      ( Yes    ( No   
	Please specify:
	What do you intend to accomplish with the treatment you are seeking?


	Check Box1: Off
	Check Box2: Off
	Text3: 
	Text4: 
	Text5: 
	Text6: 
	Text7: 
	Text8: 
	Text9: 
	Text10: 
	Check Box11: Off
	Check Box12: Off
	Check Box13: Off
	Check Box14: Off
	Check Box15: Off
	Check Box16: Off
	Check Box17: Off
	Check Box18: Off
	Check Box19: Off
	Check Box20: Off
	Check Box21: Off
	Text22: 
	Text23: 
	Text24: 
	Text25: 
	Text26: 
	Text27: 
	Text28: 
	Text29: 
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box39: Off
	Check Box40: Off
	Check Box41: Off
	Check Box42: Off
	Check Box43: Off
	Check Box44: Off
	Check Box45: Off
	Check Box46: Off
	Check Box47: Off
	Check Box48: Off
	Text49: 
	Text50: 
	Text51: 
	Text52: 
	Text53: 
	Text54: 
	Text55: 
	Text56: 
	Text57: 
	Text58: 
	Text59: 
	Text60: 
	Text61: 
	Text62: 
	Check Box63: Off
	Check Box64: Off
	Check Box66: Off
	Check Box67: Off
	Check Box68: Off
	Check Box69: Off
	Text70: 
	Text13: 
	Text14: 
	Check Box71: Off
	Check Box72: Off
	Check Box73: Off
	Check Box74: Off
	Check Box75: Off
	Check Box76: Off
	Check Box77: Off
	Check Box78: Off
	Check Box79: Off
	Check Box80: Off
	Check Box81: Off
	Check Box82: Off
	Check Box83: Off
	Check Box84: Off
	Check Box85: Off
	Check Box87: Off
	Check Box88: Off
	Check Box89: Off
	Check Box90: Off
	Check Box91: Off
	Check Box92: Off
	Check Box93: Off
	Check Box94: Off
	Check Box95: Off
	Check Box96: Off
	Check Box97: Off
	Check Box98: Off
	Check Box99: Off
	Check Box100: Off
	Check Box101: Off
	Check Box102: Off
	Check Box103: Off
	Text104: 
	Text105: 
	Text106: 
	Text107: 
	Text108: 
	Text109: 
	Text110: 
	Text111: 
	Text112: 
	Text113: 
	Text114: 
	Text115: 
	Text116: 
	Text117: 
	Text118: 
	Text119: 
	Text120: 
	Text121: 
	Text122: 
	Check Box123: Off
	Check Box124: Off
	Text125: 
	Text126: 
	Text128: 
	Text129: 
	Text130: 
	Text131: 
	Text132: 
	Text133: 
	Text134: 
	Text135: 
	Text136: 
	Text137: 
	Text138: 
	Text139: 
	Text140: 
	Text141: 
	Text142: 
	Text143: 
	Text144: 
	Text145: 
	Text146: 
	Text147: 
	Text148: 
	Text149: 
	Text150: 
	Text151: 
	Text152: 
	Text153: 
	Text154: 
	Text155: 
	Text156: 
	Text157: 
	Text158: 
	Text159: 
	Text160: 
	Text161: 
	Text162: 
	Text163: 
	Text164: 
	Text165: 
	Text166: 
	Text167: 
	Text168: 
	Text169: 
	Text170: 
	Text171: 
	Text172: 
	Text173: 
	Text174: 
	Text175: 
	Text176: 
	Text177: 
	Text178: 
	Text179: 
	Text180: 
	Text181: 
	Text182: 
	Text183: 
	Text184: 
	Text185: 
	Text186: 
	Text187: 
	Text188: 
	Text189: 
	Text190: 
	Text191: 
	Text192: 
	Text193: 
	Text194: 
	Text195: 
	Text196: 
	Text197: 
	Text198: 
	Text199: 
	Text200: 
	Text201: 
	Text202: 
	Text203: 
	Text204: 
	Text205: 
	Text206: 
	Text207: 
	Text208: 
	Text209: 
	Text210: 
	Text211: 
	Text212: 
	Text213: 
	Text214: 
	Text215: 
	Text216: 
	Text217: 
	Text218: 
	Text219: 
	Text220: 
	Text221: 
	Text222: 
	Text223: 
	Text224: 
	Text225: 
	Text226: 
	Text227: 
	Text228: 
	Text229: 
	Text230: 
	Text231: 
	Text232: 
	Text233: 
	Text234: 
	Text235: 
	Text236: 
	Text237: 
	Text238: 
	Text239: 
	Text240: 
	Text241: 
	Text242: 
	Text243: 
	Text244: 
	Text245: 
	Text246: 
	Text247: 
	Text248: 
	Text249: 
	Text250: 
	Text251: 
	Text252: 
	Text253: 
	Text254: 
	Text255: 
	Text256: 
	Text257: 
	Text258: 
	Text259: 
	Text260: 
	Text261: 
	Text262: 
	Text263: 
	Text264: 
	Text265: 
	Text266: 
	Text267: 
	Text268: 
	Text269: 
	Text270: 
	Text271: 
	Text272: 
	Text273: 
	Text274: 
	Text275: 
	Check Box276: Off
	Check Box277: Off
	Text278: 
	Text279: 
	Text280: 
	Text281: 
	Text282: 
	Text283: 
	Text284: 
	Text285: 
	Text286: 
	Text287: 
	Text288: 
	Text289: 
	Text290: 
	Text291: 
	Text292: 
	Text293: 
	Text294: 
	Check Box295: Off
	Check Box296: Off
	Check Box297: Off
	Check Box298: Off
	Check Box299: Off
	Check Box300: Off
	Text301: 
	Text302: 
	Text303: 
	Text304: 
	Text305: 
	Text306: 
	Text307: 
	Text308: 
	Text309: 
	Text310: 
	Check Box311: Off
	Check Box312: Off
	Check Box313: Off
	Check Box314: Off
	Check Box315: Off
	Check Box316: Off
	Check Box317: Off
	Check Box318: Off
	Check Box319: Off
	Check Box320: Off
	Check Box321: Off
	Check Box322: Off
	Check Box323: Off
	Check Box324: Off
	Check Box325: Off
	Check Box326: Off
	Check Box327: Off
	Check Box328: Off
	Check Box329: Off
	Check Box330: Off
	Check Box331: Off
	Check Box332: Off
	Check Box333: Off
	Check Box334: Off
	Check Box335: Off
	Check Box336: Off
	Check Box337: Off
	Check Box338: Off
	Check Box339: Off
	Check Box340: Off
	Check Box341: Off
	Check Box342: Off
	Check Box343: Off
	Check Box344: Off
	Check Box345: Off
	Check Box346: Off
	Check Box347: Off
	Check Box348: Off
	Check Box349: Off
	Check Box350: Off
	Check Box351: Off
	Check Box352: Off
	Check Box353: Off
	Check Box354: Off
	Check Box355: Off
	Check Box356: Off
	Check Box357: Off
	Check Box358: Off
	Check Box359: Off
	Check Box360: Off
	Check Box361: Off
	Check Box362: Off
	Check Box363: Off
	Check Box364: Off
	Check Box365: Off
	Check Box366: Off
	Check Box367: Off
	Check Box368: Off
	Check Box369: Off
	Check Box370: Off
	Check Box371: Off
	Check Box372: Off
	Check Box373: Off
	Check Box374: Off
	Check Box375: Off
	Check Box376: Off
	Check Box377: Off
	Check Box378: Off
	Check Box379: Off
	Check Box380: Off
	Check Box381: Off
	Check Box382: Off
	Check Box383: Off
	Check Box384: Off
	Check Box385: Off
	Check Box386: Off
	Check Box387: Off
	Check Box388: Off
	Check Box389: Off
	Check Box390: Off
	Check Box391: Off
	Check Box392: Off
	Text393: 
	Text394: 
	Text395: 
	Text396: 
	Text397: 
	Text398: 
	Check Box399: Off
	Check Box400: Off
	Text401: 
	Text402: 
	Text403: 
	Text404: 
	Text405: 
	Text406: 
	Check Box407: Off
	Check Box408: Off
	Text409: 
	Text413: 
	Text414: 
	Text15: 
	Text17: 


