NAME:_______________________________________________

Directions – On the next TWO pages, there is a list of symptoms/illnesses. Indicate whether you had any of these symptoms/illnesses in the past. Please leave spots blank for any symptoms/illnesses that does not relate to you.

Past
Present




Past
Present



CARDIOVASCULAR




NERVOUS SYSTEM


____ 
_____ 
Chest Pain (Angina)


_____
_____
Epilepsy/Seizures

____
_____
Heart Attack



_____
_____
Dizzy or Fainting Spells

____
_____
Heart Murmur



_____
_____
Migraine Headaches

____
_____
Heart Valve Problems



____
_____
High Blood Pressure




BLOOD DISORDERS

____
_____
Stroke/TIA



______  _____
Anemia

____
_____
Blood Clots in Legs



____
_____
Phlebitis





JOINT DISEASE
______  _____
Arthritis




PULMONARY



______  _____
Degenerative Joint
____
____
Asthma



______  _____
Joint Replacement

_____
_____
Chronic Bronchitis


 
Which Joint ________________

_____
_____
Emphysema



______  _____
Gout

_____
_____
Tuberculosis







_____
_____
COPD

  




URINARY SYSTEM

_____  _____ Pulmonary embolus


______  ______  Kidney Infections







          ______  ______  Kidney Stones
GASTROINTESTIONAL SYSTEM


______  ______  Loss of Control of Urine



_____
_____
Ulcers






_____
_____
Stomach Irritation




INFECTIOUS DISEASE
_____
_____
Hiatal Hernia



______  ______
Aids or Positive HIV

_____
_____
Gallbladder Problems


______  ______
Hepatitis



_____
_____
Liver Disease



______  ______
Rheumatic Fever


_____
_____
Black Tarry Stools


______  ______
Polio

_____
_____
Diverticulosis



______  ______
Chronic Infections

_____
_____
Hernia















CANCER
ENDOCRINE SYSTEM


          
______  ______
Location _________          
_____
_____
Diabetes







OB/GYN

_____
_____
Thyroid Disease


_____  _____
Osteoporosis

____  ______ Pancreas Disease


______   ______
Endometriosis

ALLERGIC REACTION/SKIN



PSYCHOLOGICAL DISORDERS
_____
_____
Lupus




______  ______
Depression

_____
_____
Eczema


          
______ ______
Nervous Disorder

_____
_____
Psoriasis



______ ______
Addictive Disorder



_____
_____
Medication Allergies





(Drugs Alcohol)

which ones__________________


______  ______
Eating Disorders

____________________________




____________________________

               




______________________________________________________________________

For Office Staff Use Only

DATE REVIEWED/UPDATED:

______     ________

______     ________

______     ________

______     ________

______     ________

______     ________

______     ________

______     ________

______     ________

______________________________________________________________________

Please list any other Medical Problems not covered on the previous page:

Please fill in the following:

Height____________
Weight__________
Age_________

Do you use tobacco?
Yes___ No____
Do you drink Alcohol?  Yes____ No___

Quit____ How long ago?______

Quit______ How long ago?_________

Marital Status ___________
_____


Living Arrangements ____________________________________________________________

Current Job Description __________________________________________________________

Occupational History ____________________________________________________________

How Do The Above Affect Your Problem? ___________________________________________________________________________________

___________________________________________________________________________________

Family History of Arthritis:  YES
NO


If Yes, Please Describe ___________________________________________________________

Please list all major surgeries you have had. (heart surgery, cancer surgery or orthopedic surgeries):

___________________________________________________________________________

Please list or provide a list of all current medications especially medications for diabetes or blood thinners: 

___________________________________________________________________________

Briefly describe the problem you are seeing the doctor for today. Include the date of injury, date of any Emergency Room visits, and the date and place of any recent x-rays:

