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Ruben M. Ruiz, III M.D. 

Patient Record 

Date:-----------

First Name: _____________ __.ast Name: -------------- 

DOB: _______ Social Security: ________ _ Sex: oMale oFemale 

Addres�·---------------------------------- 

City: __________ State: Zip Code: _______________ _ 

Phone Number-· ------ o Cell o Home E-mail: ______________ _ 

Check any of the following to best contact you: oCell oHome oE-mail 

Marital Status: oSingle oMarried oWidow oDivorce oChild 

Preferred Language· ... ---------- Race:-"--------------- 

Ethnicity· Religion• 

Smoking: oEvery day oSome days oFormer Smoker oNever Smoked 

Fregueney: p 1 Pack Daily o 2 Packs Daily o Other 

How did you hear about us? oPenny saver oRadio oFriends/Family 

olnternet oYelp oWebsite oGoogle oOther 

Method of Payment (Check all that applies) 

olnsurance oPrivate/Cash oMedical oMedicare oMedical & Medicare 

Insurance 

Name: _____________ _ 

Group#:----------- Name of Insured:--------------

Dependent Name· 

In Case of Emergency 

Emergency Contact 

o 3012 San Gabriel Blvd.
Rosemead, Ca 91770

Name: ____________ Relationship: ______________ 

_ Phone Number=------------- oCell oHome 

o 3342 Whittier Blvd
Los Angeles, Ca ·90023



Reason for Visit 

What brings you to the office today? 

Current Medications 

What medications are you currently taking? 

Name 
Dosage Frequency 

Name 
Dosage Frequency 

Name 
Dosage Frequency 

Past Medical History 

oAlcoholism oBack Problems aEar Problems 
oAllergies · oBleeding Disorder · oEating Disorder
oAnemia oBlood Disease oEpilepsy 
oAnxiety Disorder oBlood Transfusion oGiaucoma 
oArtbritis oCancer oGout 
oAsthma oDiabetes oHeart Disease 
oAIDS/HIV oDepression oHeart Problems 

Family History 

Has anyone in your family ever had any of the following 
conditions? 
oAlcoholism oCancer oJoint Disorder 
oAllergies oDepression oKi.dney Disease 
oAlzheimer's ciDiabetes oLiver Disease 
oAnemia oEpilepsy oLung Disease 
oAnxiety oGeneric Disorder oMigraines 
oArthritis oGlaucoma oPsychiatric Dis. 
oAsthma oHeart Disease oOsteoporosis 
oAIDS/HIV oHepatitis oStroke 
oBleeding Disorder oHigb Cholesterol oSubstance Abuse 
oBJood Disorder ciHigh Blood Press. oThyroid Disorder 

Detai�:·-�������-�-�-�---

How is your general health? 
oExcellent oOood of air oPoor 

Do you pave any other concerns you would like to address? 

Allergies 

Are you allergic to any of the following? 

oAdhesive Tape oAntibiotics o Latex 

oBarbiturates(Sleeping Pills) oAspirin olodine 

oCodeine oSulfa o Local Anesthetics

Do you have any other allergies? 

Name: _______ Reaction:. ______ _ 
Name: Reaction: 

·-------

oHepatitis � A, B, C 
oHigb Blood Pressure 
oHigh Cholesterol 
oJoint Pisorder 
oK.idney Disease 
oLiver Disorder 
oLung Disease 

Wo.men Only: 

oMeasles oSkin Disorder 
oMigraines oStomach Ulcer 
oOsteoporosis oSubstance Abuse 
oPneumonia oThyriod Disorder 
oPolio oTuberculosis 
oRheumatic Fever oVenereal Disease 
o Stroke

# of pregnancies __ # of Miscarriages __ # of 
Abortions __ #of Living__ Last Pap· Smear __ 
Last Matnriiogram . Birth ContrQ1.Method 

. 

. 

---

Lifestyle Factors 

Are you sexually active? oYes oNo # of partners in past 
year_ 
Do you wish to check for STDs? oYes oNo 
l{as anyone in your home physically or verbally hurt you? 
oYes oNo 
Have you ever smoked? oYes oNo # of years_ 
#packs/day_ 
Do you smoke now? o Yes oNo #packs/day_ 
Do you use recreational drugs? oYes aNo 
types? # times/week 
How much alcohol do you drink per week?#drinks!week 
How m.ucb caffeine do you drink per day?#drinks/day_-
How often do you exercise? #times/week __ _ 
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