GONZALEZ, ZOLA, WEGMAN & ASSOCIATES

CITY, TOWN OF TONAWANDA, GRAND ISLAND, KENMORE, AND RIVERSIDE

ATTORNEYS AT LAW, A.P.C.
600 HAMPSHIRE RD,
WESTLAKE VILLAGE,

SUITE# 201
CA 91361

CLIENT RESIDENCE AND ILLNESS QUESTIONNAIRE

Please answer each of the questions as best you can. It isvery important that your answers be as
complete as possible. ' You must answer every question. |If you do not know the answer to a question,
please write “I do not know”. Please do not leave any questions blank. If you need additional space for

your answers please use additional sheets located a the end of the questionnaire.

Remember, a

guestionnaire must be completed for each member of your family. If minor children involved, please fill
out a questionnaire for each child.

1. CURRENT INFORMATION

Name:

Address:

Phone:

E-mail:

Date of Birth:

DO YOUR RENT OR OWN YOUR PROPERTY (PLEASE CIRCLE ONE)

YES NO
Please list all previous addresses.
FROM TO STREET ADDRESS CITY | STATE ZIP OWN/
Month/Day/Year | Month/Day/Y ear CODE | RENT
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a. Doyou now or haveyou ever had a private groundwater well on this property?

b. Haveyou experienced breathing discomfort, watery eyes, or skin irritationswhile at this

property?

c. Have you ever grown fruits or vegetables on this property? If so, when, what kind and
how often did you grow them?

d. Haveyou been diagnosed with alung or blood disorder? If so, what type?

2. MEDICAL INFORMATION

a. CANCER

If you have been diagnosed with any type of cancer, please list them below.

Type of Cancer

Date of Diagnoses

Current Treatment Status

b. NON-CANCER HEALTH PROBLEMS

Please list down all past and current health issues.

IlIness/Condition Treated by a Physician | When did the

or Medical Facility? problem begin?

Current Health
Status:
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c. PRESCRIBED MEDICATIONS:

Have you taken any medication(s), prescribed or not, as aresult of injuries you’ve already
lissed? _ Yes. __ No.

If yes, please fill out the following:

M edication Medication used | Date Ongoing usage | Doctor who prescribed
Name: for what M edication of medication? | it:
treatment/illness | prescribed: “Yes” or “No”

3. ADDITIONAL HEALTH QUESTIONS

Do you drink alcoholic beverages (including beer)? Yes No

If yes, check one of the choices for now and in the past:

Now: In the Past:
Daily Daily
Several Times a Week Several Times a Week
Monthly Monthly
Seldom Seldom
Never Never
Have you ever smoked cigarettes? Yes No

If yes, age you started smoking:

If you have quit for good, age you stopped smoking:

What isthe most you smoked per day on aregular basis, (number of packs):
Do you smoke?

Cigars _____Yes No

A pipe Yes No
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For the following questions, Answer whether or not ( within the last twelve months ) you have

experienced any of the following conditions. For example, if you have the problem about half the time you

would mark the circle in the middle.

Do your hands shake (tremors)?
Headaches?

Do the headaches ever get worse at work?

Do the headaches feel like a tight band around your head?

Lightheadedness?

Dizziness?

Do you have spells of drowsiness?
Headaches with nausea?

Do you have any numbness in your arms?
Do you have any numbness in your legs?
Do you have high blood pressure?

Do you have chest pain when at rest?

Do you have chest pain on exertion?
Chest tightness?

Palpitations/rapid heart action?

Throat irritation?

Do you have heartburn?

Cough with mucous?

Dry cough?

Does your chest sound wheezing or whistling?
Shortness of breath?

Are you troubled by shortness of breath when resting?
Decreased alcohol tolerance?

Poor bladder control?

Abdominal pain?

Do your feet or ankles swell up?

Do you have decreased libido (low sex drive)?

Never QQ0Q0Q0QQO0QO00 Always
Never QOOQ0QOQQO0QQ0QQ Always
Never 0QO0Q0OQ0O0O0Q 00 Always
Never OOQQQQQO0QQ0Q0 Always
Never OOOQOQ0OQQQAQ0 Always
Never QQO0Q0O0OQQ0Q0Q0 Always
Never QQOQ0OQO0QQQ0OQ Always
Never QOQOQ0OQQ0O0QQ0Q0 Always
Never QOOOOOQ0O0O0Q00 Always
Never OQOQQQOQO0Q0Q0QQ Always
Never OOOQQ0O0O0O0O0Q00 Always
Never QOQOQQOOQO0O00Q Always
Never QQQQQOOQ0OQ0Q0 Always
Never QQQQQOQOQQ0Q Always
Never QOOQQQOOQQ0O000 Always
Never QQQQOQOQ0O0Q00 Always
Never QQOQQ0O0QOQ0Q Always
Never QOOQQQOQQQQ0O0 Always
Never QOO0 OQ0Q0QQO0Q0Q0Q Always
Never QOO0 QQ0OQ0O0Q0Q Always
Never QQQQQOQOO00 Always
Never QQQQOQ0O0QOQ0 Always
Never QOQ0QQQQ0Q0Q0 Always
Never OOQ0OQQQO0Q0Q0O Always
Never QQQOQOOQ0O00 Always
Never QOO OQQO0QOQQ0Q Always

Never QOQQOQQO0Q00 Always




For the following questions, Answer whether or not ( within the last twelve months ) you have
experienced any of the following conditions. For example, if you have the problem about half the time you

would mark the circle in the middle.

Do you have skin redness?

Do you have excessive drying or itching of the skin?

Have you had a lot of hair fall out suddenly?
Extreme fatigue (tiredness)?

Somnolence (unusual need for sleep)?
Insomnia (can't fall asleep)?

Insomnia (wake up frequently)?

Insomnia (sleep soundly for only a few hours)?
Lack of concentration (distracted easily)?
Recent memory loss?

Long-term memory loss ?

Instability of mood (rapid mood changes)?

Do you have a skin rash?

Do you have vision blurred or do your eyes burn?

Eye irritation (frequent blinking and tearing)?
Sinusitis (sinus infections)?
Runny nose?

Does you nose get stuffed?
Does your nose itch?

Do you get nosebleeds?
Reduced sense of smell?
Indigestion?

Stomach swells or bloated?
Diarrhea?

Constipation?

Nausea?

Loss of appetite?

Never QOQQOOOOQ0O0O0QQ Always
Never OOQQO0OQ0OQ0O0O0 Always
Never OOQQO0OQ000Q0 Always
Never QQQOQ0O0O0Q0O0V0 Always
Never OOOQOQ0O0O0O0O0Q0 Always
Never OOQQ0O0OO0O00Q0 Always
Never OOQOOQQ0OQ0QQ Always
Never OOQ0Q0OQ0O0OQ00 Always
Never QQQ0Q0Q0Q0OOQQ00Q Always
Never OQ0OQQQ0000Q0 Always
Never OO OQQQ0QOQQ0O0QQ Always
Never OOQQ Q000000 Always
Never QOQQ0OQ0O0Q00O0Q0 Always
Never QOQQQO0Q00Q0Q0 Always
Never QO QQQ0OQ0Q00Q0Q Always
Never OOQQOQQ0O0QO0QQ Always
Never OOQOQQ0OQ0O0Q000O Always
Never OO0OQQ0OO0Q0OA0Q0Q Always
Never OOOQ0O0OQQQ0Q0 Always
Never OQOOQQQOOQ00Q0Q Always
Never QOQQQOOQ0QOO0O00 Always

Never QOQOQQOO0Q00 Always

Never OQOOQ0OO0Q0O0O0 Always

Never QQQQOQ0OQO0QQ0 Always

Never OQOQOQQOQOQO0 Always

Never QO OQ0O0Q0O0QAQ0 Always

Never QO QOQ0Q0O0000 Always




QUESTIONS OR CONCERNS

Please use this section to provide us with additional infor mation

| am responding on my own behalf:

Print Name:

Signed Name:

Dated:

If you are responding in behalf of another person (for example a minor), please fill out the
following:

Relationship:

Name:

Address:

Phone:
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