
PATIENT MEDICAL HISTORY

TODAY'S DATE:

NAME: AGE: (Circle one) Sex: M / F

Right-handed / Left-handedMarital Status: Married OtherSingle

CHIEF COMPLAINT:

REFERRING PHYSICIAN:

No Yes (If Yes, Date of Injury:Was this an injury?
Were you at work?

)
No Yes

No YesWere you involved in a motor vehicle accident?
If so, do you have an attorney? No Yes

If Yes, attorney's name:

Briefly describe your injury:

If non-injury, how long have you had chief complaint?

PAIN & SYMPTOMS AS THEY APPLY TO YOUR CURRENT CHIEF COMPLAINT (Please mark all that apply to you.)
NUMBNESS & TINGLING TROUBLE SLEEPING
RADIATING PAIN CATCHING OR LOCKING EPISODES
SWELLING LIMITED RANGE OF MOTION
TROUBLE WALKING TROUBLE SITTING
TROUBLE LYING DOWN BOWEL OR BLADDER PROBLEMS
Are you currently under the care of a pain management specialist?

PAST MEDICAL TREATMENT AS THEY APPLY TO YOUR CURRENT CHIEF COMPLAINT (Please mark all that apply to you.
PAIN MEDICATION PHYSICAL THERAPY REST
ANTI-INFLAMMATORY MEDICATION CHIROPRACTIC TREATMENT SPLINTING
MUSCLE RELAXERS CORTISONE INJECTIONS CASTING
ORAL STEROIDS CT/MYELOGRAM BRACING

X-RAYSLUMBAR EPIDURAL STEROID INJECTIONS DISCOGRAM
CERVICAL EPIDURAL STEROID INJECTIONS BONESCAN MRI
NERVE ROOT BLOCKS

PAST MEDICAL HISTORY (Please mark all that apply to you.)
ASTHMA DIABETES
FAINTING SPELLS HEART ATTACK (AGE )

CONVULSIONSHEART TROUBLE If yes, who is your Cardiologist?
CANCER TUBERCULOSIS
HIGH BLOOD PRESSURE STROKE
RHEUMATOID ARTHRITIS EPILEPSY

REITER'S DISEASELUPUS DISEASE
BLEEDING DISORDER MIGRAINE HEADACHE
ALCOHOLISM EMPHYSEMA
STOMACH OR ULCERS BIRTH DEFECTS

HIV INFECTIONHEPATITIS A, B, OR C
METALIMPLANTSOTHER SERIOUS DISEASES OR ILLNESSES (Please specify)
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PATIENT MEDICAL HISTORY

PLEASE LIST ALL SURGERIES YOU HAVE HAD:

CURRENT MEDICATIONS (PRESCRIPTION & OVER THE COUNTER):

DRUG ALLERGIES:

SOCIAL HISTORY (Please fill in the blanks and mark all that apply to you.)
MARRIED SINGLE CHILDREN

DO YOU SMOKE? No Yes years)packs a day, for(
DO YOU DRINK ALCOHOL? No Yes (Approximately drinks per week)
DO YOU USE RECREATIONAL DRUGS? No Yes
DO YOU EXERCISE? No Yes (HOW OFTEN? times per week / month)

OCCUPATION: YEARS OF EDUCATION:

FAMILY HISTORY (Please mark all that apply to you.)
HIGH BLOOD PRESSURE HEART DISEASE ANEMIA
ARTHRITIS LUNG DISEASE GOUT
CANCER DIABETES

RECENT HEALTH: GENERAL (ROS)

HAVE YOU RECENTLY HAD ANY OF THE FOLLOWING? (Please mark all that apply to you.)

FEVER CHILLS NIGHT SWEATS LOSS OF APPETITEGENERAL/HEAD:
NAUSEA VOMITING DIARRHEA SKIN CHANGES HEADACHES
FATIGUE CHANGE IN WEIGHT TROUBLE SLEEPING

GLASS ES/CO NTACTS DOUBLE VISION BLURRED VISIONEYES:
GLAUCOMA CATARACTS (DATE OF LAST EYE EXAM )

HEARING LOSS/AID POPPING INFECTION RINGING DIZZINESSEARS:

BLEEDING NOSE SINUS PAINNOSE:

SWELLING/SORE THROAT DIFFICULTY SWALLOWING BLEEDING GUMSTHROAT:

TOOTHACHE ORAL LESIONS DENTURESMOUTH:
(DATE OF LAST DENTAL EXAM )

CHEST PAIN PALPITATIONS PAIN ON EXERTION MURMURCARDIOVASCULAR:
RHEUMATIC FEVER EDEMA VERTIGO FAINTNESS THROMBOPHLEBITIS

COUGH SPUTUM SHORTNESS OF BREATH EMPHYSEMA/COPDRESPIRATORY:
COUGHING UP BLOOD ASTHMA BRONCHITIS TUBERCULOSIS PLEURISY
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PATIENT MEDICAL HISTORY

PAIN HEARTBURN GAS/INDIGESTION NAUSEAGASTROINTESTINAL:
VOMITING DIARRHEA CONSTIPATION FOOD INTOLERANCE USE OF LAXATIVES
VOMITING BLOOD PEPTIC ULCERS BLOOD OR MUCUS IN STOOL
HEMORRHOIDS HERNIA POLYPS COLITIS DIVERTICULOSIS

INCONTINENCE PAIN w/ URINATION RETENTIONGENITOURINARY:
URGENCY EXCESSIVE URINATION BLOOD IN URINE DISCHARGE
INFECTION

LESIONS HISTORY OF V.D. TESTICLE PAIN MASSMALES ONLY
INFERTILE IMPOTENCE

MENSES ONSET LAST MENSESFEMALES ONLY (Indicate Age)
NORMAL DEVELOPMENTAL MILESTONES NORMAL BIRTH

HOT FLASHES HAIR LOSS TEMPERATUREINTOLERANCEENDOCRINE:
EXCESS THIRST GOITER

EASY BRUISING BLEEDING ANEMIAHEMATOLOGIC/LYMPHATIC:
PAST TRANSFUSION SWOLLEN/PAINFUL LYMPH NODES

REOCCURRING INFECTIONS ALLERGIES HIVESALLERGIC/I M M UNOLOGIC:
HIV IMMUNOGLOBULIN DEFICIENCY

JOINT PAIN BACK PAIN STIFFNESS/ARTHRITISMUSCULOSKELETAL:
GOUT MUSCLE PAIN SWELLING REDNESS

NUMBNESS TINGLING FAINTING BALANCENEUROLOGICAL:
PARALYSIS/PARESIS SEIZURES TIA/STROKE MEMORYLOSS

ANXIETY DEPRESSION NERVOUSNESS INSOMNIAPSYCHIATRIC:
THERAPY

PATIENT SIGNATURE: DATE:
DO NOT WRITE BELOW THIS LINE--PHYSICIAN USE ONLY
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