
HISTORY AND SUBJECTIVE COMPLAINTS for EMI SUBMISSION 
-------------------------------------------------------------------------------------------------------------------

Name _________________________________  Age _____ Date of Birth ______________         

Gender      M     F       Occupation ____________________________________________ 

Primary Care Physician ______________________________________________________
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Clinical Concerns  __________________________________________________________

Current Symptoms  _________________________________________________________

Current Treatment __________________________________________________________

 Current Medication  ________________________________________________________
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Thermogram History ________________________________________________________

Previous Report #’s __________________________________________________________

Results of Clinical Correlation _________________________________________________
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Mammogram/Ultrasound History ______________________________________________

Family History  _____________________________________________________________

Surgical History  ____________________________________________________________

Ob/Gyn History _____________________________________________________________

Dental History  ______________________________________________________________

General History _____________________________________________________________
------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Diagnoses 

-------------------------------------------------------------------------------------------------------------------
Skin Lesions or 
Physical Abnormalities 
-------------------------------------------------------------------------------------------------------------------
Updates or 
Other Notes

Signature________________________________________________Date________________
Dr. Rosalind Gamba, NMD 770-355-8352
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Cross-Out
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