Wei de Ren MD (China)

Client Registration

Name___________________________________________Male_______Female_______

Address________________________________________________________
Apt#______________

City______________________________State____________________Zip___________

Phone Numbers- Home______________________Cell___________________Work__________________

Birth Date________________________________Occupation___________________________

E-Mail Address_________________________________________________________________________________________________________________________________________

Emergency Contact Name___________________________________________________________________

Relationship to You_____________________________

Phone Number______________________________

Primary Care Physicians Name___________________________________________________________________

Address_________________________________________________________________________________________________________________________________________Phone Number___________________________________________________________

Medical Information

Do you have:

Hepatitis B__________
Hepatitis C________ 
Cirrhosis____________
HIV_____________________

Genotype_____________ 
When were you diagnosed_____________________________

Have you been vaccinated for Hep A________Hep B_____________

Have you taken any Interferon Treatments? yes________no_________

If yes, when?_____________________________________________

Any major surgeries?_______________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Any Allergies?______________________________________________________________________________

Current Medications ______________________________________________________

Do you take Vitamins? Yes______________No_________________

If yes, what do you take____________________________________________________________________

Do you have any of the following conditions?

Arthritis_______________
High Blood pressure_____________________
Low Blood Pressure_________________

Diabetes______________
Heart Attack___________________________
Stroke____________________________

Gallstones_____________
Kidney Stones_________________________
Ascites____________________________

Migraine Headaches_____
Tumor________________________________
Cancer____________________________

Do you have any of the following symptoms?

Dizziness______________
Insomnia____________________________
Fever_______________________________

Easily Fatigued ___________
Nervousness_________________________
Ringing in Ears________________________

Vision Change___________
Decreased Appetite___________________
Increased Appetite_____________________

Nausea________________
Vomiting___________________________
Indigestion____________________________

Diarrhea_______________
Constipation________________________
Cramps_______________________________

Loss of sexual potency________________________
Loss of sexual desire____________________________________

