	Does the pain prevent you from doing your daily activities?
	Yes
	No

	Do you use a:        Cane
	Yes
	No
	      (or)                          Walker
	Yes
	No

	What activities increase your symptoms?

	Which sports, if any, do you play?

	How many blocks can you walk before pain stops you?

	Past Medical History:

	Hypertension  
	Yes
	No
	
	COPD
	Yes
	No
	
	Pulmonary Emboli
	Yes
	No

	Heart disease  
	Yes
	No
	
	Diabetes 
	Yes
	No
	
	DVT (leg blood clot)
	Yes
	No

	Heart Attack
	Yes
	No
	
	Asthma
	Yes
	No
	
	Stroke
	Yes
	No

	Pacemaker 
	Yes
	No
	
	Ulcers
	Yes
	No
	
	Thyroid Disease
	Hyper
	Hypo

	Cancer: 
	Yes
	No
	Type of Cancer:

	Other:  

	Date of last visit to dentist: ____________ Dentist Name/Phone #: _______________________

	Surgical History:

	

	Social History:

	Do you smoke?
	No
	Yes
	 If yes, # packs/day:

	Do you drink alcohol?
	No
	Yes
	 If yes, # and type of drinks/day:

	Do you have children?
	No
	Yes
	 # boys:
	# girls:
	

	Marital Status
	Single
	Married
	Divorced
	Widowed
	

	Present Occupation:
	Past Occupation:

	Do you have significant problems with these other areas  (R.O.S.):

	Weight loss 
	Yes
	No
	
	Blood in stool 
	Yes
	No

	Fever  
	Yes
	No
	
	Constipation
	Yes
	No

	Double or blurred vision 
	Yes
	No
	
	Diarrhea  
	Yes
	No

	Ringing in ears 
	Yes
	No
	
	Blood in urine 
	Yes
	No

	Recurrent bloody nose 
	Yes
	No
	
	Rashes 
	Yes
	No

	  Sore Throat
	Yes
	No
	
	Bruises
	Yes
	No

	Chest pain 
	Yes
	No
	
	Headache 
	Yes
	No

	Palpitations 
	Yes
	No
	
	Dizziness 
	Yes
	No

	Shortness of breath 
	Yes
	No
	
	Neurologic 
	Yes
	No

	Cough  
	Yes
	No
	
	Psychiatric 
	Yes
	No

	Family history:

	Rheumatoid arthritis
	Yes
	No
	
	Diabetes
	Yes
	No

	Cancer
	Yes
	No
	
	Heart disease
	Yes
	No

	
	
	
	
	
	
	


