[High Blood Pressure
[JHeart Diséase -
[JArthritis

L__]Stroke

[JHeart Bypass
CJAppendectomy
[JGall Bladder Removal

\MILY HISTORY:

[Ocancer
[JHeart Disease
CJArthritis

PATIENT MEDICAL | ruentaos: X
HISTORY

“ MIEDICAL ILLNESSES *

| 7 [IKidney Disease
"‘{j;_,_.URGICAL HISTORY - L

Chart Number:

Do you have presently or have you ever been diagnosed with any of these illnesses?

[Liver Disease [IStomach Ulcers
CJAsthma . [CIBlood Clots in Legs
CIDiabetes Ocancer

[IDepression  ~ -

Have you ever had any of the following surgeries?

[ijstercctomy DArthroscopy
CTonsillectomy [Joint Replacement
DFracture Surgery [ISpine Surgery

Do any of the following medzcal problems run in your famzly ?

[Ipiabetes [IBleeding Problems
[JHigh Blood Pressure [JOsteoporosis
[IDepression :

Please list-any medications that you take, inéluding how much and how often if possible. Include over the counter
 medications and any supplements (glucosamine, ginkgo baloba, etc) You may attach a list if you have one!

Others

Others

Others

Openicillin
[ICodeine

R SOCIAL HIGTORY

IEW OF SYSTEMS

[OHeadaches
[IWatery Eyes
[IBhury Vision
[ODouble Vision
CJCough

CWheezing

[ IShortness of Breath

Do you smoke? Oyes [No Occupation

Do you presently have any of the followmg problems

Are you allergic to any medications?

CJAspirin ' [Jothers
DNovocain v

Please complete the followmg mfomumon

Do you drink alcohol?  [Yes [INo ‘ [Isingle OMarried
CIDivorced Owidowed

[Chest Pain [INumbness
[indigestion CIWeakness
[J3oint Pain (JFainting Spells
ClAnxiety [Ipiarrhea
CJBurning with vrination  [JRashes
[Cincontinence [Jieg Swelling

DSepaiated

[ISeizures
[CJConstipation
[Jskin Ulcers
OProblems Sleeping
[IDepression
[3oint Swelling

H

‘Please Turn Qver




VITAL SIGNS "

Respirations___ Blood Pressure S
HISTORY OF PRESENT ILLNESS EROwLS :
What problem(s) brought you into the Doctor today? Check all that apply , write a R, L, or B (for nght lefz or both )
beside the body part if there is more than one area
[OONeck - [OBack - [OShoulder OArm {OShoulder OElbow [OHand
[Hip OKnee ClAnkle ~ . OFoot Other ______ ;
[(JRight OLeft [OBoth YDRight worse than left  [ILeft worse than right [JBoth same
When did it start? ____/ /I [OINot sure [OMos [OWks ODays Before today
Did the problem start with a injury oraccident? - [Yes [ONo  Did it occur at work? [dYes [No .
Describe the pain [OOSharp [(JOther Ointermittent [iOther

ODull oo o [Constant :
Checkall that apply  (Burning - : : .[JOne area -
: : OMultiple areas
How severe IS the pain on a scale of 1 to 10 with 10 being the worst pain imaginable?
Circle one 0 1 2 3 4 5 6 7 8 9 10
What makes the problem worse?
What makes the a problem better?
Does the problem/pain occur at any particular time of the day? Oyes [ONo [ONot sure
If so when does it occur? (check all that apply) [ IMorning ClDuring day ‘DAfter work
At night [JAll the time  Other
Have you been seen or treated for this problem before? [1Yes LINo
If so by whom? .
What treatments have you had?  [JNone [(IMedicine [JPhysical Therapy [JIsurgery
Clother
Did any of these treatments help? (Oves [OYes; but it came back DPartially
' DNO._W.‘ o
Have you had anything like this in the past? Cves [ INo [:]Not sure
Please plac.e anX on ’the areas where NOTES Staff use only ' E Revxewcd by
you feel pain on the picture below. S
Initials, - Date
RIGHT LEFT A 2 RIGHT
BACK
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