PATIENT MEDICAL HISTORY

TODAY'S DATE:

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

Marital Status: Married  Single  Other Right-handed / Left-handed

CHIEF COMPLAINT:

REFERRING PHYSICIAN:

Was this an injury? 1 No [Yes (If Yes, Date of Injury:
Were you at work? CINo  [ves
Were you involved in a motor vehicle accident? [] No 1 vYes

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 L1 TROUBLE SLEEPING
L1 RADIATING PAIN L 1CATCHING OR LOCKING EPISODES
L] SWELLING L1 LIMITED RANGE OF MOTION
(] TROUBLE WALKING L1 TROUBLE SITTING
[ ] TROUBLE LYING DOWN [ 1 BOWEL OR BLADDER PROBLEMS
L 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.
L1 PAIN MEDICATION L1 PHYSICAL THERAPY LIREST

1 ANTI-INFLAMMATORY MEDICATION ] CHIROPRACTIC TREATMENT L1SPLINTING
(] MUSCLE RELAXERS 1 CORTISONE INJECTIONS [IcAsTING
1 ORAL STEROIDS L1 CT/MYELOGRAM [1BRACING
(] LUMBAR EPIDURAL STEROID INJECTIONS LI piscoGrAM [IX-RAYS
1 CERVICAL EPIDURAL STEROID INJECTIONS [ 1BONESCAN CIwMRI
[ NERVE ROOT BLOCKS

PAST MEDICAL HISTORY (Please mark all that apply to you.)
L1ASTHMA L1DIABETES
L] FAINTING SPELLS L IHEART ATTACK (AGE

L] HEART TROUBLE If yes, who is your Cardiologist?

] cANCER

(] HIGH BLOOD PRESSURE

] RHEUMATOID ARTHRITIS

] LuPUS DISEASE

(] BLEEDING DISORDER

1 ALCOHOLISM

[ STOMACH OR ULCERS

L] HEPATITIS A, B, OR C

(L] OTHER SERIOUS DISEASES OR ILLNESSES (Please specify)
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1 CONVULSIONS
[1TuBERCULOSIS

[ IsTrROKE

L1EPILEPSY

[ 1REITER'S DISEASE

[ MIGRAINE HEADACHE
L1EMPHYSEMA
[1BIRTH DEFECTS
LIHIV INFECTION

L IMETALIMPLANTS



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.)

L] MARRIED LIsINGLE L cHILDREN

DO YOU SMOKE? COINo [dyes |___ packsaday, for ____ years)

DO YOU DRINK ALCOHOL? 1 No [Yes (Approximately __ drinks per week)
DO YOU USE RECREATIONAL DRUGS? 1 No [lYes

DO YOU EXERCISE? 1 No [ Yes (HOW OFTEN? ___ times per week / month)
OCCUPATION: YEARS OF EDUCATION:

FAMILY HISTORY (Please mark all that apply to you.)

] HIGH BLOOD PRESSURE [CJHEART DISEASE CJANEMIA
LIARTHRITIS (1 LUNG DISEASE LClcout
] cANCER 1 DIABETES

RECENT HEALTH: GENERAL (ROS)

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

GENERAL/HEAD: LIFEVER CIcHiLLs L INIGHT SWEATS [1L0SS OF APPETITE
1 NAUSEA LIlvomITING 1 DIARRHEA []SkIN CHANGES [ 1HEADACHES
LIFATIGUE L1 CHANGE IN WEIGHT LI TROUBLE SLEEPING

EYES: L[1GLASSESICONTACTS ] DOUBLE VISION ] BLURRED VISION
L 1cLAucomA LIcATARACTS (DATE OF LAST EYE EXAM )

EARS: L[IHEARING LOSS/AID L 1poPPING L1 INFECTION LIRINGING L 1pizzINESS

NOSE: [1BLEEDING NOSE [1sINUS PAIN

THROAT: [ 1SWELLING/SORE THROAT [ DIFFICULTY swALLOWING [1BLEEDING GUMS

MOUTH: LI1TOOTHACHE L 1ORAL LESIONS L1 DENTURES
(DATE OF LAST DENTAL EXAM )

CARDIOVASCULAR: L 1CHEST PAIN ClpALPITATIONS [1PAIN ON EXERTION L IMURMUR

1 RHEUMATIC FEVER L 1EDEMA LIVERTIGO LIFAINTNESS LI THROMBOPHLEBITIS
RESPIRATORY: I coucH CIsputum ] SHORTNESS OF BREATH ] EMPHYSEMA/COPD
1 COUGHING UP BLOOD LIASTHMA [_1BRONCHITIS [ ItuBercuLosis [1pLEURISY
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PATIENT MEDICAL HISTORY

GASTROINTESTINAL: Clpain - CJHEARTBURN ] GAS/INDIGESTION 1 NAUSEA
L1vomITING L1 DIARRHEA LIconsTiPATION [1FOOD INTOLERANCE 1 USE OF LAXATIVES
[ 1vOMITING BLOOD ] PEPTIC ULCERS [L1BLOOD OR MUCUS IN STOOL
CJHEMORRHOIDS  [IHERNIA C1poLypPs Clcouiris 1 pIvVERTICULOSIS
GENITOURINARY: [1INCONTINENCE [1PAIN w/ URINATION CJRETENTION
CJURGENCY CJEXCESSIVE URINATION  [C1BLOOD IN URINE ] DISCHARGE
L1 INFECTION
MALES ONLY L 1LESIONS L 1HisToRrY oF v.0. LITESTICLE PAIN  [LIMASS
] INFERTILE ] IMPOTENCE
FEMALES ONLY (Indicate Age) MENSES ONSET LAST MENSES
1 NORMAL DEVELOPMENTAL MILESTONES 1 NORMAL BIRTH
ENDOCRINE: CJHOT FLAsHES  [1HAIR LOSS I TEMPERATUREINTOLERANCE

L1excess THIRST LI1GoITER

HEMATOLOGIC/LYMPHATIC: [JEASY BRUISING []BLEEDING CJANEMIA
] PAST TRANSFUSION ] SWOLLEN/PAINFUL LYMPH NODES
ALLERGIC/I M M UNOLOGIC:  [JREOCCURRING INFECTIONS CJALLERGIES CIHIvVES
ClHiv 1 IMMUNOGLOBULIN DEFICIENCY
MUSCULOSKELETAL: CJJ0INT PAIN [CJBACK PAIN ] STIFFNESS/ARTHRITIS
Lleout LmuscLE pPAIN L1 SWELLING [ 1REDNESS
NEUROLOGICAL: [INUMBNESS CITINGLING LIFAINTING [1BALANCE
L1 PARALYSIS/PARESIS L 1SEIZURES L ITIA/STROKE L IMEMORYLOSS
PSYCHIATRIC: CIANXIETY CJpepressioN  [INERvousNeEss [1INSOMNIA
LITHERAPY

PATIENT SIGNATURE: DATE:

DO NOT WRITE BELOW THIS LINE--PHYSICIAN USE ONLY
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