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Patient Medical History Page 1 of 2
Today's Date: / /
Full Name (Last, First MI): Occupation:
Dominant hand: [JRight [Left Height:  ft in Weight: Ibs Age: yrs

Current complaints (why are you seeing the doctor?) - indicate location and severity of pain/symptoms:

When did this problem start? / /

How long you have had the current pain or symptom? days weeks months years

How did your problem first start or the injury first occur?

Is your current pain/symptoms:  [ISharp/Stabbing [Dull [Aching [OBurning  [Numbness [Pins & Needles

What makes the pain/symptoms worse? [Jsitting more than (e.g 1 hour) [JStanding more than
Cwalking more than Owalking uphill  [Iwalking downhill OOBending forward  [JBending backward
ClLying down  [Lifting/carrying more than OOverhead reaching/working [ICoughing [ISneezing
ClAfter these activities: [CIDuring these activities: CINothing

What makes the pain/symptoms better? OLying down CIsitting [standing Owalking OPhysical therapy
ClExercises CManipulation CJPain medications CMuscle relaxants ClAspirin or anti-inflammatory pills
ClEpidural steroid injections OCortisone injections ~ [Traction ~ [Other: CINothing

Have you previously seen any doctors for this problem? [ONo [JYes: How many: Dates & Locations:

Have you been hospitalized for this problem? [[No [JYes: Number of time: Dates & Locations:

Have you had surgery for this problem? [INo [JYes: Number of time: Dates & Name of the Procedure:

Check all of the tests which you have had for this problem:  []1. Diagnostic X-rays 2. MRI 3. CT scan
4. Myelogram  [5. Discogram [J6. EMG or Nerve Study 7. Other:

Please write the Date, Body Location & Result of each test:

Please turn sheet over & complete page 2. Please use the space at the bottom of page 2 for additional information.



Please list all past treatments you have had for this problem (include drugs, injections, therapy, chiropractic, home remedies, etc):

Have you ever had other injuries to the same body parts for which you are seeing the doctor today? [INo [dYes: Please give details:

All current medications: [INone or Listall:

Allergies: Do you have any? [INo [JYes: List all medications you are allergic to and the nature of your reaction:

Please check all medical conditions which apply to you now or in the past:: OStomach problems / ulcers
[IDiabetes: A1C?__ OHeart problem: OHigh blood pressure
[JAsthma or breathing problem: [OKidney disease / renal failure:

Hepatitis: [JA B [C CLiver problem: OPrevious blood transfusion  gHIV / AIDS
[IBleeding tendency CIMetal allergy: [JSkin problem:

[OHearing impairment [ODHearing aids [JCorrective glasses/lenses [Other visual impairment:

[OSeizures (epilepsy) - Last episode was: OFrequent or severe headaches

[DBowel or Bladder problem: CINeuropathy: where & cause?

OBalance problem or frequent falls: how long? OThyroid problem OParathyroid problem

OGout  [OLupus (SLE) ClArthritis: List type & all affected joints:
[OOsteoporosis / Osteopenia: when diagnosed & what treatment?

COVitamin D deficiency: how much are you taking? units/day OPast fractures:

[JRecent or current infection: Where & how was it treated:

[JCancer: where/treatment?

Do you smoke? [INo [Yes: How much? Do you drink alcoholic beverages? [INo [Yes: How much?

All other surgeries and hospitalizations (by date):

Significant family history of health problems:

Additional information:

Person assisting patient / translating: Patient's Signature:

If you need additional space, check here [0 and ask for additional sheets of paper for Medical History.
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