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II WHAT BRINGS YOU IN TODAY? I I
PAT~ENT ~-------------------------------------DA1E: I
HEIGHT WklGHT REFERRED BY +-1 -+-__ +-__
MAJOR COMPLAINT AND kiMPT-O-M-S--:------- I I I
How DO YOU BELIEVE Y4Ur plOBLEM (PAIN) BEGAN? I I I
WHEN DID YOU FIRST NOTICE THIS PROBLEM/PAIN? I I
HAVE POSITIONS OR ACT VITIES AGGRAVATED YOUR CONDITION? I;---+I --ii--_--+-I __

I 1 I I I
WHAT POSITIONS OR AClilll)ITIES RELIEVE YOUR CONDITION? I'---_+-I -+-__ +-I__

I I I
I I I

NoHAVE YOU EVER BEEN TREPITEIDBY A MEDICAL PHYSICIAN FOR THIS AILMENT? YES

I I I
IIF YES, WHERE?

I I IDESCRIBE THE TYPE OF TREATMENT

DIAGNOSIS OF PREVIOUSlpLY~ICIAN I I I
RESULTS I I ILENGTH OF TIME UNDER <J:ARE

I GENERAL HEALTH QUESTIONNAIRE I I I I
I I I I,Do YOU HAVE VERTIGO (D1IZEINESS)? YES NO

Do YOU PASS OUT EASIU1 (FAINT OR LOSS OF CONSCIOUSNESS)? YES No

I I
Do YOU HAVE ANY SLURR~q SPEECH OR DIFFICULTY WITH SPEECH? YES No

Do YOU HAVE DOUBLE VI$ION OR HAVE YOU LOST SIGHT IN ONE EYE? YES No

Do YOU HAVE INDIGESTIOiN lOR DIFFICULTY SWALLOWING?

YES No

YES NO

YES No

YES No

YES No

YES NO

YES No

YES No

YES No

YES No

YES No

Do YOU HAVE ANY DIFFICULTY WALKING, WITH COORDINATION OR FALLING

TO ONE SIDE? I
Do YOU HAVE NAUSEA O~ VPM/TING?

DO YOU HAVE NUMBNESsIO~ ONE SIDE OF YOUR FACE OR BODY?

DO YOU HAVE ANY VISUA~ DISTURBANCES OR RAPID EYE MOVEMENT?

Do YOU HAVE OR HAVE YGU!EVER HAD DIFFICULTY IN ARRANGING WORDS

PROPERLY? I I
DO YOU HAVE A HEADACH'E OR HEAD PAIN THAT IS UNLIKE ANY YOU HAVE

HAD BEFORE?

Do YOU HAVE HEADACHE$ 'lOR HOURS OR DAYS?

Do YOU HAVE A HISTORY <p~STROKE IN YOUR FAMILY?

DO YOU HAVE CHEST PAIN?

DO YOU HAVE A SORE THAI-rDOES NOT HEAL?

Do YOU HAVE ANY UNUSUk.J BLEEDING OR DISCHARGE? I I YES No II I

Do YOU HAVE A NAGGING F<DUGHOR HOARSENESS? I 1
YES No

1

Do YOU HAVE NIGHT SWEATS? I I YES No I
Do YOU HAVE PAIN IN NEdK, JAW OR FACE? I I YES NO I
Do YOU HAVE A DROOPINci; EYELID OR CHANGE IN YOUR PUPILS? I I YES No I, , ,

I / I I YES NO IDO YOU HAVE ANY RINGIN<p N YOUR EARS?
,

HAVE YOU EVER HAD CAN<J:ER? 1 YES No



!I'

I I I
Doq; YOUR PAIN EVER Wf.KE YOU FROM A SOUND SLEEP? YES No

ARE YOU LOSING ANY WE~GHTNOW WITHOUT TRYING? YES NO

HAVE YOU HAD ANY LOSSIOF BLADDER OR BOWEL CONTROL? YES No

HAVE YOU LOST CONSCIOUSNESS OR HAD DOUBLE VISION RECENTLY?
I

YES No

Do 'lfOU T'lKE BIRTH CONtROL PILLS? YES No

YES NO

ARE YOU TAKING HERBS, SUPPLEMENTS, BOTANICALS, OR VITAMINS?

IF YES, PLEASE LIST I YES No

ARElyOU Tr-KING ANY MEd>ICATIONOR OVER-THE-COUNTER DRUGS?

(ASPIRIN, mc.) I
IF YES, PLEASE LIST

YES NO

ARE YOU SEEING ANY OT~ER DOCTOR NOW FOR ANY REASON?

IF YES, PLEASE EXPLAIN I
YES NO

(W01MEN ONLY) Do YOU Hli AVE ANY REASON TO BELIEVE THAT YOU MAY

BE Fj'REGNkNT? . YES No

WHAT OPERATIONS HAVS YOU HAD? PLEASE INCLUDE COSMETIC SURGERY, BREAST IMPLANTS, ETC.

,I YEAR _

I YEARI YEAR----.------------------

I YEARI ---------------
SOCIAL HISTORY

I
SMOKER? I YES No

ALCIOHOL1' yJs No
I

IF YES, How MANY PACKS A DAY -:---r- YEARS. _

IF YES, How MUCH? YEARS

I I I FAMILY HISTORY

DID YOUR MOTHER OR FATHER HAVE ANY OF THE FOLLOWING: PUT AN M FOR MOTHER, F FOR FATHER,

I I AND B FOR BOTH. I
_.-- __ HIGH BLiOD PRESSURE ULCER OR STOMACH PROBLEMS

I HEART ATTACK STROKE (PLEASE INDICATE AGE WHEN

_,I __ EMPHYSEMA

-t-I __ SEIZURE-~ONVULSIONS

I HIV POSIIIVE---+-1-
_'--_.ASTHMA

STROKE OCCURRED, MOTHER FATHER _

ARTHRITIS- RHEUMATI1SM

____ MENTAL ILLNESS

___ THYROID DISEASE

____ CIRCULATION PROBLEMS_-,-- __ DIABETES

_,--_KIDNEY OilSEASE ____ CANCER

ARE YOU CURRENTLY BE NG TREATED OR HAVE YOU EVER BEEN TREATED FOR ANY CONDITION NOT LISTED
ABOVE? PLEASE LIST THE CONDITIONS AND TREATMENT: _

I I
I I I I

Do ~OU HlvE ANY OTHE~ PROBLEMS OR CONCERNS YOU WOULD LIKE US TO AD6RESS? _

I I

PAiEI'lT l,GNATURE:--,-_+-- o.h.JE: _


