MEDICAL HISTORY FORM

Patient Name :

CC: Describe what brings you to the office today:

HP1: Where exactly is the problem located?

How long has this been bothering vou?

Date of Birth :

Today’s Date

What makes it better?

What makes it worse?

Is this problem caused by an injury?
Was this injury related to your job?
PMH: Do vou have or have you ever been treated for:

___Stomach Ulcer
Hiatal hernia
___Colitis

__Frequent indigestion

___Sinus problems
__Eve disorders

___Ear problems

___Throat conditions

_ Asthma _Lactose intolerance
___ Shortness of breath, _ Osteoporosis
__Emphysema Ostesarthritis

___Tuberculosis _ Rheumatoid arthritis
_ Lung Cancer ___Fibromyalga
_ Stroke __Joint Swelling
___ Heart Attack Bone Spurs

High blood pressure _ Nerve disorder
___Heart Conditions ___Headaches

Chest pain (angina) _ Alzheimer’s

__ Free Bleeding ___Tarsal or carpal tunnel syndrome
___Phlebitis(blood clots) __ Low back pain

~ Leg cramps _Sciatica
____Poor Circulation _Epilepsy
Every had surgery? _N_ Y If yes. Type of Surgery

Date injury occured:

__ Ifon the job, did you report the injury?

_Anemia

__ Blood disorder
_Sickle cell anemia

___ Rheumatic Fever
__ Lupus
___ Scleroderma

___ Diabetes ___ Scarlet fever
__Hepatitus ___Strep infection
_ Gout ___Venereal Disease
___Liver disease _ Gonorrhea
_Thyroid disease ___Syphilis

__ Kidney disease

__ Cancer

___Psoriasis

~ Ecrema

___Skin condition

___Hives
_Keloid/thick scar

___ Skin cancer

_ HIY (Human Immune Virus)

__Other problems not listed

Psychiatric disorder

Year Surgery Performed

FH: Have any of your FAMILY members had?

__ Diabetes ___Foot problems
____Arthritis ___Heart discase
__ Cancer __High blood pressure

_Birth defects Free bleeding

Women: # of childbirths

SOC HX: Do you use tobaeeo produets? N Y
IT ves, what do you use?
How often and how much?

Are vou currently pregnant?

N Y

Do you drink alcohol? N Y
If ves. what do vou use?
How often and how much?







