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CONFIDENTIAL PATIENT HISTORY

WHAT BRINGS YOU IN TODAY? ‘
PATIENT DATE:

HEIGHT WEIGHT REFERRED BY “

MAJOR COMPLAINT AND SYMPTOMS:

How DO YOU BELIEVE YOUR PROBLEM (PAIN) BEGAN?

WHEN DID YOU FIRST NOTICE THIS PROBLEM /PAIN?

HAVE POSITIONS OR ACTIVITIES AGGRAVATED YOUR CONDITION?

WHAT POSITIONS OR ACTIVITIES RELIEVE YOUR CONDITION? |

HAVE YOU EVER BEEN TREATED BY A MEDICAL PHYSICIAN FOR THIS AILMENT? YES NO

IF YES, WHERE?

DESCRIBE THE TYPE OF TREATMENT

DIAGNOSIS OF PREVIOUS PHYSICIAN

LENGTH OF TIME UNDER CARE RESULTS

GENERAL HEALTH QUESTIONNAIRE

DO YOU HAVE VERTIGO (DIZZINESS)? YES NoO \
DO YOU PASS OUT EASILY (FAINT OR LOSS OF CONSCIOUSNESS)? YEsS No |
DO YOU HAVE DOUBLE VISION OR HAVE YOU LOST SIGHT IN ONE EYE? YES No
DO YOU HAVE ANY SLURRED SPEECH OR DIFFICULTY WITH SPEECH? YES NO “
DO YOU HAVE INDIGESTION OR DIFFICULTY SWALLOWING? YEs No |
DO YOU HAVE ANY DIFFICULTY WALKING, WITH COORDINATION OR FALLING :
TO ONE SIDE? YES NO
DO YOU HAVE NAUSEA OR VOMITING? | YEs No |
DO YOU HAVE NUMBNESS ON ONE SIDE OF YOUR FACE OR BODY? YES NoO
DO YOU HAVE ANY VISUAL DISTURBANCES OR RAPID EYE MOVEMENT? YES NoO
DO YOU HAVE OR HAVE YOU EVER HAD DIFFICULTY IN ARRANGING WORDS

PROPERLY? . YEsS No |
DO YOU HAVE A HEADACHE OR HEAD PAIN THAT IS UNLIKE ANY YOU HAVE '
HAD BEFORE? YES NO
DO YOU HAVE HEADACHES FOR HOURS OR DAYS? YEsS NoO
DO YOU HAVE A HISTORY OF STROKE IN YOUR FAMILY? | ' YEs No |
DO YOU HAVE CHEST PAIN? YES NoO |
DO YOU HAVE A SORE THAT DOES NOT HEAL? YEsS NoO
DO YOU HAVE ANY UNUSUAL BLEEDING OR DISCHARGE? YES NO |
DO YOU HAVE A NAGGING COUGH OR HOARSENESS? YES NO >
DO YOU HAVE NIGHT SWEATS? YES NoO
DO YOU HAVE PAIN IN NECK, JAW OR FACE? YEsS NoO
DO YOU HAVE A DROOPING EYELID OR CHANGE IN YOUR PUPILS? YEs NoO ‘
DO YOU HAVE ANY RINGING IN YOUR EARS? YES NO '

HAVE YOU EVER HAD CANCER? YES NO




DOES YOUR PAIN EVER WAKE YOU FROM A SOUND SLEEP? YEsS NoO

ARE YOU LOSING ANY WEIGHT NOW WITHOUT TRYING? YES NO
HAVE YOU HAD ANY LOSS OF BLADDER OR BOWEL CONTROL? YES NO
HAVE YOU LOST CONSCIOUSNESS OR HAD DOUBLE VISION RECENTLY? YES NO
DO YOU TAKE BIRTH CONTROL PILLS? YES NO
ARE YOU TAKING ANY PRESCRIPTION MEDICATIONS? YES NoO
IF YES, PLEASE LIST

ARE YOU TAKING HERBS, SUPPLEMENTS, BOTANICALS, OR VITAMINS? YES NO
IF YES, PLEASE LIST

ARE YOU TAKING ANY MEDICATION OR OVER-THE-COUNTER DRUGS? YES NO

(ASPIRIN, ETC.)
IF YES, PLEASE LIST

ARE YOU SEEING ANY OTHER DOCTOR NOW FOR ANY REASON? YEsS NoO
IF YES, PLEASE EXPLAIN

(WOMEN ONLY) DO YOU HAVE ANY REASON TO BELIEVE THAT YOU MAY
BE PREGNANT? YES NO

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

YEAR
YEAR
YEAR
YEAR
SOCIAL HISTORY
SMOKER? YEs NO IF YES, HOW MANY PACKS A DAY YEARS
ALCOHOL? YES NoO IF YES, HOW MUCH? YEARS

FAMILY HISTORY

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

HiGH BLOOD PRESSURE ULCER OR STOMACH PROBLEMS
HEART ATTACK STROKE (PLEASE INDICATE AGE WHEN
EMPHYSEMA STROKE OCCURRED, MOTHER FATHER
SEIZURE-CONVULSIONS ARTHRITIS- RHEUMATISM

HIV POSITIVE MENTAL ILLNESS

ASTHMA THYROID DISEASE

DIABETES CIRCULATION PROBLEMS

KIDNEY DISEASE CANCER

ARE YOU CURRENTLY BEING TREATED OR HAVE YOU EVER BEEN TREATED FOR ANY CONDITION NOT LISTED
ABOVE? PLEASE LIST THE CONDITIONS AND TREATMENT!

DO YOU HAVE ANY OTHER PROBLEMS OR CONCERNS YOU WOULD LIKE US TO ADDRESS?

PATIENT SIGNATURE: DATE:




