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last Name: 

SS#: 

PATIENT REGISTRATION 

DATE: 

Fu-st Name: 

Date Gf Birth: 
---------- -------

Mailing Address: 

City: State: 

Home Phone: Mobile Phone: 

100 North Bancroft Street • Suite A2
F

a

irhope, Alabama 36532 
Phone: 251-517-1050 

Fax: 251-517-1051 

Ml: 
---

Marital Status: 
-------

Zip: 

-------------

E-mail(s):

Employer:

Emergency Contact Name:

GUARANTOR INFORMATION (If different from above) 

last Name: First Name:

SS#: Date of Birth: 
---------- -------

Relationship to Patient: Spouse ___ _ Parent

Address (If different from above): 

City: State: 

Home Phone: Mobile Phone: 

INSURANCE INFORMATION 

Type of Insurance: Policy#: 

Work#: 

Phone#: 

Other: 

Zlp: 

Policy Holder: Date of Birth of Policy Holder: 

Is this visit due to an accident? 

If yes, was it: Auto

Has the accident been reported? 

Do you have an Attorney? 

If yes, give Attorney information: 

Name: 

Address: 

Phone: 

Fann PR• 5/14 

Yes 

Work 
--

Yes 

Yes 

No 

other: 

No 

No 

Date of report: 

Ml: 

Group#: 
----
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Medicine 

- MEDICAL HISTORY AND

SYMPTOMATIC QUESTIONNAIRE 

KRISTIN KALMBACI-IJ;R, MD. MPJ-1 

PATIENT NAME: 

PERSONAL INFORMATION 

Date completed: 

Ful Name: 

Address: 

City: 

State: 

Date of Birth: 

Gender: 

Height: 

Weight: 

Frame: 

Body Type: 

Zip: 

Male: 0 

Current: 

Small: 0 

Masculine: Q 

EMERGENCY CONTACT INFORMATION: 

NAME: 

1) 

, 

---------------
2) ---------------
3) 

SPECIALISTS SEEN: 

Name: 

Specialty: 

Address: 

Adddress: 

City: 

State: Zip: 

Office Phone: 

Office Fax: 

Office E-mail: 

Form MHSQ 5-14 

Primary Phone: 

Other Phone: 

Fax: 

E-mail(s): 

Female: Q 

Ideal: 

Medium: Q 

Feminine: Q 

RELATION: 

Name: 

Specialty: 

Address: 

Adddress: 

City: 

State: 

Office Phone: 

Office Fax: 

Office E-mail: 

100 North Bancroft Street - Suite A2 

_ Fairhope, Alabama 36532 
Phone: 251-517-1050 Fax: 251-517-1051 

baysideregenerativemedicine.com 

Transgender: 0 

Large: 0 

Androgenous: 
0 

PHONE: 

Zip: 

Page 1 ol 12 
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K"'5TIN KAl.eaACW=.Jt. MD. MP!-1 

MEDICAL HISTORY AND SYMP��•MATIC QUESTIONNAIRE 

PATIENT NAME 

CHIEF GOAL: (Please explain why you came to see the physician) 

ENERGY LEVEL: 

Breakfast 

Mid-Morning 
Lunch 

Mid-Day 

Dinner 
Late Night 
Bedtime 

SLEEP PATTERN: 

Length of time it takes to fall asleep: 

Time of Day 

Hours slept before waking for the first time: 
Average hours slept each night: 

SLEEP PROBLEMS: 

Do you snore? 

Do you wake with a headache? 

Do you awake feeling tired/not rested? 

Do you have trouble falling asleep? 

Do you wake up often throughout the night? 
Do you have trouble falling back to sleep once awakened? 
Do you urinate often (more than once) during the night? 

Do you use a sleep apnea device? 

Do you to take herbal or over-the-counter medications to sleep? 

Do you take prescription medications to sleep? 
Has anyone observed you stop breathing during sleep? 
Fonn MHSQ 5-14 

Energy Level - 1 (Low) to 10 (High) 

Yes 0 No 0 
Yes u No U 

Yes u No U 

Yes u No U 

Yes u No 0 
Yes u No·U 
Yes u No 0 

Yes u No 0 

Yes u No U 

Yes u No U 
Yes u No U 

Page 2 of 12 
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Medicine 
K'.RJSTUJ KAu1eAol.'ll MD. MPH 

MEDICAL HISTORY AND SYMF 'MATIC QUESTIONNAIRE 

PATIENT NAME 
----------------

SLEEP PROBLEMS (continued) 

Do you kick or jerk your legs/arms during your sleep? Yes 0 No 0 
Do you awaken at night choking, smothering or gasping for air? Yes 0 No U 

Do you experience restlessness, tingling or crawling in your arms or legs? Yes u No U 

Do you experience inability to keep your legs still prior to falling asleep? Yes (,_J ·No \..)

Do you talk in your sleep as an adult? Yes u No U

Have you sleep walked as an adult? Yes 0 No U

Does your heart pound at night? Yes 0 No U

PATIENT CANCER HISTORY 

Type: Pa:,t Present How was it treated? 

Breast (women / men) 0 0 
Uterine (women) u u 

Cervical (women) u 0
. 

Prostate (men) u 0
Testicular (men) u u 
Colon u u 

Skin u 0
Lung 0 0
Bladder u 0
Kidney u 0
Thyroid u 0
Pancreatic u u 

Lymphoma u u 
Leukemia u u 
Other (name) u u 

HEART DISEASE / VASCULAR 

Type: Past Present How was it treated? 

Heart Attack 0 0 
Congestive Heart Failure u u 

Blockage of Coronary Artery u u 
Angiogram u u 
Stent Placement u u 
Carotid Artery Stenosis (_) u 

. 

Fomt MHSQ 5-14 P$g<! 3ot 12 



MEDICAL HISTORY AND SYM�- )MATIC QUESTIONNAlRE 

PATIENT NAME 
----------------

NEUROLOGIC PROBLEM 

Tvoe: Past Present How was it treated? 

Stroke 

Migraines 
. 

Brain Injury / Concussion 

Seizures I 

BLOOD PRESSURE 

Type: Past Present How was it treated? 

High Blood Pressure 
(hypertension) 

0 0 

Low Blood Pressure 0 0 
{hypotension) 

BLEEDING PROBLEMS 

Tvpe: Past Present How was it treated? 

Blood Clots 

Hemophilia -

Factor V Leiden 

CHOLESTEROL PROBLEMS 

Type: Past Present How was it treated? 

High Cholesterol I 

High LDL Cholesterol I 

High HDL Cholesterol 0 
High Triglycerides lJ 

BLOOD SUGAR PROBLEMS 

Type: Past Present How was it treated? 

Elevated blood sugar 
(pre-diabetic) 

0 0 

Diabetes (onset in youth, 
treated with insulin) 

0 

Diabetes (onset as adult, 
treated with diet) 

0 0 

Diabetes (onset as adult, 0 0 
treated with meClication) 

JOINT PROBLEMS 

Type: Past Present How was it treated? 

Arthritis 

Rheumatoid Arthritis 

Gout (Arthritis) 0 0 

BONE LOSS 

Type: Past Present How was it treated? 

Osteopenia () 
(weal<ening bones} 

Osteoporosis (weak bones) ( J ( J 
Form MHSQ 5-14 Page4of12 



� ·• · B.�siJe "41/TJ , Regenerotive
'1 MeJicine 
KA.SlllJ i<Au.i.::•gi.MD. MPI-I 

MENT Al DISORDERS 

Type: 

Depression 

Bipolar 

History of Suicide Attempts 

Past 

( ) 
u 

u 
Anger Management Problem ' J 
Post Traumatic Stress Disorder 1 J 
Substance Abuse '.) 

STOMACH PROBLEMS 

Type: Past 

Ulcers 0 
Reflux (Heartburn) ' 

Poor Digestion ' 

Diarrhea u 
Constipation () 

THYROID PROBLEMS 

Type: Past 

Hypothyroidism 0 
Hashimoto's Thyroiditis 0 
Hyperthyroidism u 

(High Thyroid) 

Thyroid Nodules lJ 

LUNG PROBLEMS 

Type: Past 

Asthma ( J 
Emphysema (COPD) (J 
Pulmonary Hypertension 0 

WEIGHT PROBLEMS 

Type: Past 

Obesity 0 
Overweight ( ) 
AnoreXia 0 
Bulimia 0 

ENERGY PROBLEMS 

Type: Past 

Chronic Fatigue Syndrome 0 
Fibromyalgia () 

Form MHSQ 5-14 

MEDICAL HISTORY AND SYM, _JMATIC QUESTIONNAIRE 

PATIENT NAME 
---------------

Present How was it treated? 

0 
( 
( ) . 

( ) 
(J 
0 

Present How was it treated? 

0 
(J 
u 
() 
0 

Present How was it treated? 

0 
0 
0 

0 

Present How was it treated? 

() 
() 
0 

. 

Present How was it treated? 

0 
( ) 
0 
( ) 

Present How was it treated? 

( 
( 
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I Re9ener-ative 

Medicine 

PRESCRIPTION MEDICATION 

Name 

HORMONE THERAPY 

Name 

OVER THE COUNTER MEDICATIONS 

Name 

VITAMINS AND SUPPLEMENTS 

Name 

Foon MHSQ 5-14 

MEDICAL HISTORY AND SYM, JMATIC QUESTIONNAIRE 

PATIENT NAME 
----------------

Strength How Many How Often 

Strength How Many How Often 

Strength How Many How Often 

Strength How Many How Often 

Page 6 of 12 
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ENVIRONMENTAL ALLERGIES 

Name 

Aerosol: Cologne 

Smoke 

Cleaning Fluids 

Seasonal: Ragweed 

Mold 

Dust 

Pet/Animal: Dog 

Cat 

Latex: Gloves 

Tape 

Other: 

FOOD ALLERGIES 

Name of Food 

SOCIAL HISTORY 

Occupation 

MEDICAL HISTORY AND SY,_ fOMATIC QUESTIONNAIRE 

PATIENT NAME

Trouble Breathing Rash/Hives Other Reaction 

Trouble Breathing Rash/ Hives Other Reaction 

Sexual Orientation Heterosexual (straight) 0 Homosexual (Gay) 0 Bisexual 0 

Marital Status Single 0 Married/Partnered 0 Divorced/Widowed 0 

Use of Tobacco Yes 0 No 0 Quit 0 

Use of Alcohol Yes 0 No 0 In Recovery 0 

Use of Caffeine A Lot 0 Sometimes 0 Rarely 0 

Location of Home City 0 Suburbs 0 Country 0 

Children 

Have you ever been a victim of violence (including physical, psychological, emotional, economic 

and sexual abuse)? Yes Q No 0 

. 

Fonn MHSQ5-14 Page 7 of12 
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MEDICAL HISTORY AND SY, .. _ rOMATIC QUESTIONNAIRE 

� 
PATIENT NAME 

CONTRACEPTIVE HISTORY 
Birth Control Pills: Type: Total Years: 

Type: Total Years: 
Diaphragm / Cap Type: Size: 
IUD Type: Last Change: 

.

Norplant, Condom and/or Foam, Suppository: 
Hysterectomy 0 Partner with Vasectomy 0 None ( J 
Other: 
Problem with Current Method: 

EXPOSURE/TOXICOLOGY Yes No Explain 
Radiation 
Second-hand Smoke 
Asbestos 
Lead 
Coal 
Electronic (Power Lines, Wi-Fi, Cell Phone, etc.) 
Artificial Sweeteners (Splenda, Equal, etc.) 
Other: 

FAMILY HISTORY Mother Father Brother Sister Other 
Breast Cancer 
Uterine Cancer 
Prostate Cancer 
Colon Cancer 
Heart Attack 
Heart Disease 
High Cholesterol 
High Blood Pressure 
Diabetes 
Stroke 
Obesity 
Kidney Disease 
Liver Disease 
Lung Disease 
Osteoporosis 
Alzheimers / Dementia 
Mental Disease 
Alcoholism 
Drug Abuse 
Other: 
Other: 

Fonn MHSQ 5-14 Page8of 12 
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MEDICAL HISTORY AND SY. TOMATIC QUESTIONNAIRE 

PATIENT NAME 

PREFERRED PHARMACY 

, 

PRIORITIZE YOUR MOST IMPORTANT HEALTH CONCERNS 

Concern Onset 

1) 

Frequency Severity 

2) 

3) 

4) 

5) 

What nrior e>meriences have vou had with alternative or comnlementarv medicine? 

LIFESTYLE 

What physical activity do participate in and how often? 

NUTRITION 

What are your sources of protein? 

What types of oils or spreads do you add to your food? 

What and how much do you drink on a typical day? (Water, Caffeine drinks including sodas) 

How would you describe your relationship with food? 

How often do you eat out? 

Who prepares the meals at home? 

Form MHSQ 5-14 Page9of12 
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Regen..,,,,tive 
Medicine 

l<RisnN K,,,_MBAOlSt MD, MP!-1 

SOURCES OF STRESS 

Are your children stressful to you? 

MEDICAL HISTORY AND SY,� TOMATIC QUESTIONNAIRE 

PATIENT NAME 

(Rank your stressors from 1 [Low] to 5 [High] - Please circle) 

1 2 3 4 5 

Is your spouse / significant other stressful to you? 1 2 3 4 5 

Are finances stressful to you? , 1 2 3 4 5 

Is your job stressful to you? 1 2 3 4 5 

OTHER SOURCES OF STRESS 

1) 1 2 3 4 5 

2) 1 2 3 4 5 

3) 1 2 3 4 5 

4) 1 2 3 4 5 

5) 1 2 3 4 5 . 

STRESS MANAGEMENT Yes Sometimes No 

Do you meditate? 

Do you exercise? 

Do you get enough sleep? 

Other: 

STRESS RELIEVERS (List the things that you do to relieve your stress) 

1) 

2) 

3) 

4) 

5) 

DRUG ALLERGIES (Write "None" if you do not have allergies) 

Name of Drug Trouble Breathing Rash/ Hives Other Reaction 

.

Form MHSQ 5-14 Page 10 of 12 
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EXERCISE HISTORY 

Type of Exercise 

PREVIOUS DIAGNOSTIC TESTING 

Type: 

Mammogram 

Toermogram (Breast) 

Pap Smear (Women) 

Uterine Ultrasound (Women) 

Prostate Exam (Men) 

Colonoscopy 

Skin Exam 

Eye Exam (Glaucoma) 

Bone Density / Scan 

Cardiac Stress Test 

Calcium Coronary Scan 

Carotid Artery Ultrasound 

Other. 

Other: 

FAMILY HISTORY Age 

Mother 

Father 

Maternal Grandmother 

Maternal Grandfather 

Paternal Grandmother 

Paternal Grandfather 

PAST SURGICAL HISTORY 

Type: 

1) 

2) 

3) 

4) 

5) 

6) 

7) 

Fonn MHSQ 5-14 

' 

MEDICAL HISTORY AND sv._ TOMATIC QUESTIONNAIRE 

PATIENT NAME 

Number of Times Per Week Length of Time Exercising 

. 

Year Results 

Alive Deceased Cause of Death 

Year Results 

Page 11 of 12 



0 

; 
'' · Baq,iJe 

! Re9enerulive
Medicine 

l<;,JsnN K"'-"""OQ. MO, MP�

MEDICAL HISTORY AND SYM, __ JMATIC QUESTIONNAIRE 

PATIENT NAME 

What is your present level of commitment to address any underlying causes of your signs and 

symptoms that relate to your lifestyle? (Rate 0 - 10 with 10 being 100% commited) 

1 2 3 4 5 6 7 8 9 10 

If you answered less than 10, what stands between your current commitment and 100%? 

What behaviors or lifestyle habits do you currently engage in regularly that you believe support 

your health? 

What do you love most about your life at this time? 
-------------------

What behaviors or lifestyle habits do you currently engage in regularly that you believe are self

destructive lifestyle habits? 

What are your top three expectations of me as a physician? 

Specific questions you have for me: 

Form MHSQ 5-14 Page 12 of 12 
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