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Patient History

Name: _________________________________D.O.B: _____/_____/_____ Age: ___________
Onset Date: ____/___/___ Accident Date: ____/____/____Surgery Date: _____/_____/_____
Referring Dr.:_________________ Diagnosis: _______________Next Dr. Appt: ___/___/___
What are your present complaints? _________________________________________________
Did you get injured?
(Work
( Auto
( Other 

Are you out of work/disability due to this injury/problem? ( Yes
( No

Have you had X-ray, MRI, CT scan, etc? ( Yes
( No if so where? ____________________
What increases symptoms? _______________________________________________________
 Decreases? ____________________________________________________________________
Have you had injuries in the past 5 years? ( Yes
( No

Do you participate in athletic activities? ( Yes if so what? _________________________ ( No

How would you rate your overall health prior to this condition?

( Poor
( Fair

( Good
( Excellent 

1.  History of heart problem

YES/NO
Details: ____________________________
2.  Pace Maker


YES/NO
Details: ____________________________
3.  High blood pressure

YES/NO
Details: ____________________________
4.  Cancer



YES/NO
Details: ____________________________
5.  Tumors or cysts removed
YES/NO
Details: ____________________________
6.  Tuberculosis


YES/NO
Details: ____________________________

7.  Skin disorders


YES/NO
Details: ____________________________

8.  HIV positive/Infectious disease
YES/NO
Details: ____________________________

9.  Lung disease/Pneumonia

YES/NO
Details: ____________________________

10. Asthma



YES/NO
Details: ____________________________

11. Are you currently pregnant
YES/NO
Details: ____________________________

12. Headaches


YES/NO
Detail______________________________
13. Dizziness/Fainting 

YES/NO
Details: ____________________________

14. Blurred vision/Hearing loss
YES/NO
Details: ____________________________
15. Vomiting or nausea

YES/NO
Details: ____________________________
16. Numbness/Tingling

YES/NO
Details: ____________________________

17. Arthritis (including Rheumatoid)     YES/NO
Details: ____________________________

18. Osteoporosis


YES/NO
Details: ____________________________

19. Internal implants (metal/plastic)
YES/NO
Details: ____________________________

20. Diabetes



YES/NO
Details: ____________________________

21. Hepatitis A, B or C

YES/NO
Details: ____________________________

22. Circulation problems

YES/NO
Details: ____________________________

23. Sensitivity to heat or ice packs
YES/NO
Details: ____________________________

24. Epilepsy Convulsion

YES/NO
Details: ____________________________

25. Thyroid disorders

YES/NO
Details: ____________________________

26. Menstrual problems

YES/NO
Details: ____________________________


27. Occupation _________________________      Currently working: YES/NO Light Duty

28. Circle a number you feel your pain is
0 - 10 Numeric Rating Scale
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· 0    = No Pain

· 1-3 = Mild Pain ( nagging, annoying, interfering little with ADLs)

· 4-6 = Moderate Pain (interferes significantly with ADLs)

· 7-10= Severe Pain (disabling: unable to perform ADLs)

Other:___________________________________________________________________ _________________________________________________________________________
_________________________________________________________________________

Signature:__________________________________________     Date: ____/____/_____
Medication you are currently taking: Over the counter and prescription
	 Please fill out the form below with your current medications.  Please be sure to complete each section. If you need more room please request a 2nd form at the desk. If you do not take any of these items please write NA under each. Thank you for your help with this request. 

	Prescription Medication
	Dosage
	Frequency
	How Taken (oral, injection etc)

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	Over the Counter Medication
	Dosage
	Frequency
	How Taken (oral, injection etc)

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	Herbal Medications / Supplements
	Dosage
	Frequency
	How Taken (oral, injection etc)

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	Vitamins / Mineral Supplements
	Dosage
	Frequency
	How Taken (oral, injection etc)

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	 
	 
	 
	 

	
	
	
	



Signature: _____________________________________________ Date:  _____/______/______
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