MEDICAL HISTORY
PLEASE FILL OUT COMPLETELY!

Name: Date of Birth: Today’s Date:

HISTORY & PRESENT ILLNESS:
What are you seeing the Doctor fore (Please be Specific):

Date of Injurye

How long have you had these symptoms?

PAST MEDICAL HISTORY:

All Previous Medical Problems and Hospitalizations:
Yes___ No___ Rheumatic Fever When
Yes___ No___ Childhood Diseases Circle (measles, mumps, pox, ext.)] When

Yes___ No___ Allergies, hives or drug reactions When
Yes__ No___ Asthma When
Yes_  No__ Diabetes When
Yes_  No___ Thyroid Problems When
Yes___ No___ Bronchitis, Emphysema When
Yes_  No___ Stroke When
Yes_  No___ Heart Attack When
Yes___ No___ High Blood Pressure When
Yes_  No___ Murmurs When

Yes__ No___ Ulcers When
Yes__ No___ Migraines When
Yes__ No___ Sexually fransmitted diseases When
Yes__ No___ Cancer When

Other Problems not listed above:

PAST SURGICAL HISTORY:

Have you had any previous surgeries?e
Procedures: Date: Name of Physician:

Have you had any Previous Fractures?
When Type of Fracture

Do you use a Walker, Cane, or Brace, if so which one?

Read and Reviewed: Date

(Physician Signature)
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Name: Date of Birth: Today’s Date:

MEDICATION:
What Medications are you Currently taking?
Name: Doses: Times/Day: Reason:

Are You Allergic to ANY Medications? If so Whate

SOCIAL HISTORY:
Have you ever Smoked? How many Packs a day? How many years?
When did you quite

Do You Drink Alcoholic Beverages? How Often?

Have You Lost Weight Recently?

Have You Had Faintness, Numbness, and Convulsions?e

Do You Use Drugs¢ (Marijuana. LSD, Heroin, Cocaine)

Do You Live Alone or with Family?

Do You Drive?

Occupational Duties:

FAMILY HISTORY:

(PLEASE CHECK)
__ Frequently Broken Bones  Family Member

__ Diabetes Family Member
___Heart Disease Family Member
__Heart Attack - Family Member
___Asthma Family Member
_ Cancer Family Member
__ Ulcer Family Member
___High Blood Pres Family Member
___AIDS/HIV Family Member
___Hepatitis Family Member
__ Kidney/Bladder Family Member
__ Kidney Stones Family Member
___Blood Urine Family Member
Read and Reviewed: Date
(Physician Signature)
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Name: Date of Birth: Toddy’s Date:

REVIEW OF SYSTEMS:
Have you ever, or still have problems with any of the following?
HEAD/NECK EXPLAIN

__Yes__ No Headaches, dizziness
__Yes__No Eye (glaucoma, vision changes)
__Yes__No Ear (hearing, earaches, discharge)
__Yes__ No Nose (sinus, bleeding, obstruction)
__Yes__ No Mouth (pain, bleeding, sores)
__Yes__ No Throat (tonsillitis, hoarseness)
ENDOCRINE
__Yes__No Heat or cold intolerance
__Yes__ No Nervousness, sluggishness
__Yes__ No Hair changes, breast nodules
RESPIRATORY
__Yes__ No Chest Pain, shortness of breathe
__Yes__ No Cough, sputum, night sweats
CARDIAC
__Yes__ No Edemaq, chest pain or pressure
__Yes__ No Difficulty Breathing (day or night)
__Yes __No Blue fingers or toes ‘ |
HEMATOLOGIC |
__Yes__ No Tendency to bruise or bleed ‘
__Yes__ No Anemiq, lumps or bumps
GASTROINTESTINAL
__Yes__ No Heartburn, lots of gas or belching
__Yes__ No Nausea and vomiting, diarrhea
__Yes__ No Hernias, dark urine, yellow skin
__Yes__ No Hemorrhoids, stool changes
__Yes__ No Bladder or bowel changes
NEUROMUSCULAR
__Yes__ No Seizures, dizziness room spinning
__Yes__ No Tremors, nerve pain
__Yes__ No Paralysis, numbness or tingling
__Yes__ No Fatigue or insomnia
__Yes__ No Stiffness, deformity, cramps
GENERAL
__Yes__ No Skin rashes, itching, color changes
__Yes__ No Alteration in hair or nails
__Yes__ No Any other symptoms or problems
| CERTIFY THAT THE INFORMATION CONTAINED IN THIS MEDICAL HISTORY FORM IS TRUE AND
CORRECT TO THE BEST OF MY KNOWLEDGE.

Patient/Responsible Party Date

Read and Reviewed: , Date
(Physician Signature)
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