Welcome to our practice. As a new patient, please fill out the information found below to the best of your ability.

HEALTH HISTORY

Date:
Patient Name Birthdate Patient #
Chief Complaint:
History of present illness:
Location: ‘ Quality _
(Where is the pain/problem?) {Example: normal versus abnormal color, activity, etc.)
Severity Duration _
(How severe is the pain/problem on a scale of 1-5 with 5 being (How ong have you had this pain/problem?, or, When
the most severe?) did it start?)
imi ' Context
Timing i
(Does the pain/problem occur at a specific time?) {(Where were you at the onset of this pain/problem?)
Associated signs/symptoms Modifying factors
e hat makes the pain/probl better?, or,
(What other associated problems have you been having? g:\,z YZIS ]-,zsd p?e%?ézsp;gisggzgfrse oroeE
Past Medical History
Have you ever had the following:  (Circle "yes", leave blank if uncertain)
Measles . ... b, yes  ANemia . .........i... yes Backtrouble .......... yes Hepatitis ............. yes
MUmps ..o yes  Bladder Infections ..... yes  High Blood Pressure ... yes Ulcer ................ yes
Chickenpox ...:o00 ... yes  EDIlepsy ..vivegivinas yes  Low Blood Pressure . ... yes  Kidney Disease ..... e yes
Whooping Cough .. ... yes  Migraine Headaches ... yes  Hemorrhoids ......... yes  Thyroid Disease ....... yes
Scarlet Fever yes  Tuberculosis .......... yes  Date of last chest x-ray __ Bleeding Tendency .... yes
Diphtheria ... yes Diabetes ............. yes Asthma .............. yes  Any other disease ... ... yes
Smallpox .... et yes Cancer ...viivrns T yes Hives or Eczema ...... yes  (please list):
Pneumonia .. ......... yes Polio ....oiviiiiinnn, 4 yes AIDSorHIV+ ........ yes
Rheumatic Fever ., ..., yes Glaucoma ............ yes  Infectious Mono ....... yes
Heart Disease ........ yes  Herild s ivsivenss yes Bronchitis ............ yes
ATRHEIES oan wsliamions yes  Blood or Plasma Mitral Valve Prolapse . . yes
Venereal Disease .. .... yes Transfusions .. ... wwias yes  Stroke .oocveneenai o yes

Previous Hospitalizations/Surgeries/Serious lllnesses When? Hospital, City, State
Medications: (Include nonprescription)
Have you ever taken Fen-Phen/Redux? no yes
Patient social history:
Marital status Single: Married: __ Separated: Divorced: Widowed:
Use of alcohol: Never: Rarely; Moderate: Daily:
Use of tobacco: Never: Prewobsly, but quit:_ Current packs / day:
Use of drugs: Never: Type/Frequency:
Excessive exposure ' Air-borne
at home or work to: Fumes: Dust: Solvents: Particles: Noise:
Family medical history:
) Age Diseases If Deceased, Cause of Death
ather :
Mother
Siblings
Spouse
Children
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Review of Systems: Please indicate any personal history below:

[] Constitutional Symptoms [] Genitourinary [J Psychiatric
Cood general health lately . . ... Yes Frequent urination. . . ........ Yes Memory loss of confusion. . . .. Yes
Recent weight change ....... Yes Burning or painful urination. . .. Yes NErVOUSNESS -+« v vevenr e Yes
FEVED c:v mince piost 67 S04 80 b8 54 Yes Blood inurine. ......oovvues Yes DEpression . . . ......o...os Yes
FOUBUS o «ix ones od 43 #3358 23 i Change in force of strain Insomnia Yes
Headaches. ... .coonuvvn o Yes geinlforceofstrain = HECEES e semserenrenrere
when urinating . .........00 Yes
] Eyes Incontinence or dribbling. . . . .. ves [J Endocrine
Eye disease orinjury. ........ Yes Kidney stones ......oooveee. Yes Glandular or hormone problem Yes
\Ai'ear lassgs/c%rl'ntact lenses . .. ies Sexual difficulty. .. ...... i Yes Excessive thirst or urination. . . . Yes
Blurred or double vision...... ... £> Male - testicle pain .......... Yes Heat or cold intolerance. . . . .. Yes
(] Ears/Nose/Mouth/Throat iema}e - pain \«lnth pe'nads ‘e ies g:n bec_on‘;:ntg dryler. ERETEEE ‘L’es
Hearing loss or ringing . .. .. - Yes emale - irregular periods .. ... es ange in hat or glove size. . .. es
Earaches or draiage ........ Yes Female - vaginal discharge. . . ... Yes . .
Chronic sinus problem or rhinitis Yes Female - # of pregnancies. . . . O Hematologic/Lymphatic
Nose IEJln's!eds o s vl s Yes Female - # of miscarriages. . . . Slow to heal after cuts. ... .. .. Yes
Mouth sores. . i een s Yes Female - date of last pap smear Bleeding or bruising tendency. . Yes
glezfgmg umsb. d ........... xes ANBIMIA vvvieinnreeannns Yes
ad bregin:gf Dag BEEe < . &[] Musculoskeletal PhIEDItiS . + . v v vvveeeeeenn Yes
Soreut ot Oé iy cnange Y = Joint pain Yes Past transfusion Yes
Swollen glands in neck....... Yes. PR RER R s u i T o A e s e L
8 Joint stiffness or swelling ...... Yes Enlarged glands. . . .. o pemekdi B4 Yes
g - ged g
[ Cardiovascular Weakness of muscles or joints . . Yes
Heart trouble . .. ........ e Yes Muscle pain or cramps . ...... Yes [ Allergic/Immunologic
Fc’:hles'ia’i'ain or angina pectoris . . xES v BACKPAIN cos waiis wv e . Yes History of skin reaction or other adverse
alpitation . . ...iueai e es Cold extremitles . .. .. vis it . ; cti :
i??ﬁ:;si?a?f breath w/walking Yes Difficﬁlt;r?;n::aelking .......... :2: re?’et:(i)gllti?'n or other antibiotics . Yes
Swelling of feet, ankles or hands Yes o Morphine, Denjerol,
: [ Integumentary (skin, breast) or other narcotics . ........ Yes
(C] Respiratory . . Rashoritching ......... Wi i Yes Novocain or other anesthetics Yes
piratory _ B i : ;
Do you have a persistent cough " Change in skin color . .. .. - Yes Aspirin or other pain remedies Yes
y 1 p oug g p P
or throat clearingmot associated Change in hairor nails. .. ... .. Yes Tetanus antitoxin
‘r]"h a k”O";’(Q ;Hness.(lastmg mort ” Varicose Veins . . ... ooevvn oo Yes or other serums . . ... .. _ Yes
tséii?tiig\'vt?:blz S o e his wiase o Ygi Breastpain vovvoveersiarass Yes lodine, Merthiolate or
S ortness OF BB, « v v voeos we Yes Breastlump...........coonnn Yes other antiseptic .. . ....... ' Yes
Whe:zing .......... e Yes Breast discharge ............ Yes Other drugs/medications: -
[ Gastrointestinal (] Neurological - .
Loss of appetite ............ Yes Frequent or récurring headaches Yes Known food allergies:
gzz:gae g: Egr\xili:ovements o ¥:: Light headed or dizzy ........ Yes
Frequent il Yes Convulsions °’,‘°'e‘|?”’es » b ik i Environmental allergies: SR
Painful bowel movements Numbness or tingling sensations Yes
or constipation . ... ......... Yes TremOrS. « o ovvveeeneaniens Yes
Rectal bleeding or blood in stool Yes Paralysis .. ..oovoiviiiiian Yes
Abdominal pain .. .......... Yes Head injury...... § VR Yes

To the best of my knowledge, the (tuastjons on this form have been accurately answered. |.understand that providing incorrect
information can be dangerous to my health. It is my responsibilty to inform the doctor’s office of any changes in my medical status. |
also authorize the healthcare staff to perform the necessary services | may need. .

Signature of Patient, Parent or Guardian Date
Doctor’s Review

Signature of Docfthr Date



