
Name _________________________    DOB_________________ Sex________ Date________________

Health History of Patient Family History Review of Systems
Yes No Yes No Yes No

Stroke Osteoporosis Constitutional
Heart Trouble Osteopenia Recent Weight Change
High Blood Pressure Stroke Poor Appetite
Diabetes Heart Trouble Tooth Ache
Arthritis High Blood Pressure Depression
Gout Diabetes Anxiety
Seizures Arthritis Other
Mental Illness Gout Eyes, Ears, Nose, Throat
Kidney Trouble or Stones Seizures Ear Pain
Cancer Mental Illness Loss of Hearing
Bleeding Disorder Kidney Trouble/Stones Difficulty Swallowing
Alcoholism Cancer Glasses/Contacts
Serious Injuries Bleeding Disorder Other
Lung Disease Alcoholism GI
Tuberculosis other Stomach Pain
Phlebitis Ulcers
Anemia Nausea or Vomiting
Stomach Ulcers Explain all YES answers: Other
Liver Trouble _________________________________ GU
Thyroid Trouble Frequent Urination
Other Illnesses _________________________________ Burning in Urination

Difficulty Stopping Urination 
_________________________________ Other

Explain all YES answers: Endocrine/Hem/Lymph
_________________________________ _________________________________ Diabetes

Thyroid Problems
_________________________________ Blood Disorders

Cause of death of parents or Other
_________________________________ siblings: Card/Vasc

_________________________________ Heart/Chest Pain
_________________________________ Abnormal heartbeat

_________________________________ Swollen Ankles
Other

Surgical Procedures (inc approx dates): _________________________________ Resp
_________________________________ Shortness of Breath

Wheezing
_________________________________ Social History Sleep Apnea

Asthma
_________________________________ Most Recent Occupation: Other

_________________________________ Neuro
_________________________________ Blackouts

Married___  Single ___  Seizures
Divorced___ Widowed___ Frequent Headaches

Current Medications and Dosage: Other
_________________________________ Number of children living____ Musculo

Problems with Stability
_________________________________ Number of Pregnancies____ Loss of Strength

Osteoporosis
_________________________________ Presently living alone?  Yes Osteopenia

No Loss in Range of Motion
_________________________________ Other

Smoke _____ packs per day Allergy/Immun
Allergies 

Allergies to Medicine:   (None)  Alcohol:  Never  ____ Morning Cough
_________________________________ Occasional  ____ Chills Fever

Moderate _____ Other
_________________________________ Heavy____ Integumentary

Frequent Rash
_________________________________ Drug Overuse: _____ None_____ Skin Lesions

Recently _____ Past Problem_____ Tightening of Skin
Other

Patient History Form
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Date of Visit:__________   Acct. #:__________ SSN:______________________   DOB:____________

Name: Referring Physician:

Age

Sex: Family Physician:

Parent or Guardian (if minor):_________________

HISTORY OF PRESENT ILLNESS

Chief Complaint/Why are you here today:

Date of Injury or Symptoms:

How did injury/symptoms occur?

Have you received treatment for this injury/illness? Yes    No

Location (where is the pain?)  Right  Left

Radiation (which extremity does pain radiate to?)

Quality (sharp, dull, stabbing):

Duration (how long have you had pain?)   _____Days    _____Weeks   _____Months   _____Years

Timing (when does pain occur? How long does it last?)

Context (what makes it worse?)

Modifying factors    (what makes it better?)

Associated signs and symptoms   (swelling, redness, fever, etc.)

Caused by accident?  Yes  No               Are Attorneys involved?  Yes  No

Is this work related?    Yes  No    Was it reported?             Yes  No

Discomfort Severity:   0   1   2   3   4   5   6   7   8   9   10 (highest)

HISTORY FORM
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