
Karassi Endocrinology and Internal Medicine 
 

Patient Name: _______________________     MRN: ______________  DATE: ____________ 
 

Please circle all that apply :  New  address       phone number       insurance 
Please give two numbers of contact:  (cell) ________________ ,  (other) _____________________ 
Reason for visit today: ____________________________________________ 
Pharmacy Name: ________________________    City: _________________     Zip: _________ 
 
******PLEASE NOTE ***** Please notify your pharmacy that we will not accept AUTO-FAX refill requests.  
Every effort is made to ensure your pharmacy receives your refill timely. Please allow 48 hours for 
your pharmacy to process your order.  Prescriptions are refilled at each appointment. If you need 
refills sooner, please notify us.   
 
Please circle one:   REFILLS:   30  60  90 days  supply     Electronic   or    Printed   Prescription 
  
How many times per day do you check your sugars? ______    
 
Medication allergies: _______________________ 
 
Any recent interventions such as surgery, x-rays, lab work and/or a visit to another physician since 
you were last seen in our office: ____________________________________. 
 
Please check yes or no if you have been experiencing any of the following symptoms since your last 
visit:  
Symptom             Yes   No    Symptom                   Yes  No     Symptom                   Yes  No 
Fatigue   Cough   Constipation   
Snoring   Increased Urination   Shortness of Breath   
Fever   Increased Thirst   Chest Pain   
Night Sweats   Cold Intolerance   Recent Gout   
Decreased Appetite   Heat Intolerance   Broken Bones   
Hoarse Voice   Hard to Swallow   Difficulty Walking   
Excess Sneezing   Nausea   Muscle Pain   
Sinus Congestion   Vomiting   Numbness   
Sore Throat   Diarrhea   Anxiety   
Runny Nose   Heartburn   Depression   
 
Have you had a low blood sugar that required assistance by someone else, or have you had a low blood sugar 
that you do consider serious since you were last seen in this office?   Yes  /  No  
If YES please explain: ____________________________________   
Date of your last eye exam: ___________________ 
How many grams of carbohydrates are you eating at each meal? ________ 
How many glasses of juice or cans/bottles of regular soda do you drink per day? _____ 
How many times per week do you eat out/eat at fast food restaurants? _________ 
In the last seven days how many days did you take your medications?_____________ 
What is the thing that you think if you do, your diabetes will be under much better 
control? 
What is your main concern to discuss with Dr. Karassi today? ____________________ 
Have you had any lab work in the last 3 months, specifically A1C?   YES   /  NO,  
where?________________________.  
 
 
Patient Signature: ___________         Nurse Initials: ___________       Doctor Initials: ___________ 
 

FOR OFFICE USE: 
 
Correspondence __ 
 
Labs: ___ 
 
Message: ___ 


