Medical History

Name Height Weight Age
Surgical History (List any surgeries within the past 10 years.)
Date | Type of Surgery Complications | Doctor Date | Type of Surgery Complications | Doctor
Social Hisfory
1. Do you smoke? Yes No How many years? How many packs per day?
2. If you have ever smoked, how many years did you smoke? How many packs per day? When did you quit?
3. Do you drink? Yes No How frequently?
R Past Medical History (Have you ever been treated for the following?)
Reason for Teday’s Visit RorL
1. Heart Problems. ....ccccocviiiiiiiccciniccinenen, Yes No
Date of Injury/ Onset )
2. Circulatory Problems.........ccovviniiiiininininnns Yes No
How did injury occur? 3. Hypertension............ueeueuruuiirereeniriereenenens Yes No
Where did injury occur? School Work Auto 4. Hepatitis, jaundice, or liver disease ................ Yes No
Home Other 5. Stomach ulcers.......voveviiiiiiiiiiiieiiciina Yes No
‘ 6. Thyroid problems. .......coovivieiiiiciiiiiiiniinn e Yes No
Rate Pain 1- < 10> i ?
atePain 1-10 (1<10>)_____ What makes it worse/beiter ) (o) TS Yes No
8. ASTHITIA. ..o Yes No
H -rays been taken? n/Where?
avex-raysbeentaken? ___ Whe ere 9. Cardiac pacemaker..........cooeviiiiiiniiiininanienn, Yes No
: 10, Arthiritis .o eviie i Yes No
Recreational Activities .
List any activities that you participate in on a regular basis. T ADEMIA. .. oevvneniieciie s st i i e e e e e Yes No
12, EmMphySema. ...coovuenvrinineiiieiieeeieibaeens Yes No
Family History 13, SEIZUIES....vvvmce ittt eaas Yes No
1. Does any family member have diabetes? Yes No 14, ClICET. e eeeeeeetearineetarraaerrtanenaeanaaenanennees Yes No
2. Does any family member have rheumatism? Yes No ) )
3. Does any famﬂy member have gout? Yes No 15. A}DS, HIV, 1mmune System dlsordefs ............. YGS No
4. Other: 16. Kidney problems........cveuiiuiiirnciniicinennnn. Yes No
List the drugs/medicines you are taking: 17. Eve problems. . ..ovuvivaeeiieeiiiener e Yes No
[ Tam NOT taking any medications. 18, GOUL...ooveeeeceeiinis s Yes No
1. 6. -
19. Hearing problems.............ocoviviiniiiinninanes Yes No
2. 7. 20. Tuberculosis. . .covvviiiiiniiiii e Yes No
3, 3. 21. Coughing blood.......cooovviiiiiiiiiiiiiinninns Yes No
4. 9, 22. DEPIEsSION. . .vvvren e ceieisiieiiie e Yes No
5 10 23. Females only: Are you pregnam?........meceeceeceenas Yes No
Are your menses regular?............... Yes No
List the drugs/medicines you are ALLERGIC to: 24. Do you have diabetes or sugar............ooeevieiinns Yes No
U I'have NO drug allergies. If yes, please answer the following:
L. 5 a. Do you take insulin...........oo Yes No
2. 6. b. How long have you been diagnosed?
3. 7. Patient Signature
4. 8




