PATIENT HISTORY

Name: _______________________________________ Age __________ Sex (M or F) Hand Dominance R / L

Date: ______________ Occupation: ____________________________________________________________

Referring MD or Hospital: ______________________________________Work Related:    YES    or     NO 

Primary Care Physician Name: ________________________________________________________________

SECTION A.  HISTORY OF PRESENT ILLNESS OR INJURY

1. Chief Complaint and location of pain? ____________________________________________________

2. When did this begin?: _________________________________________________________________

3. How did it occur? _____________________________________________________________________

4. When is it painful? ____________________________________________________________________

5. What makes it worse? _________________________________________________________________

6. What makes it better? __________________________________________________________________

7. Have you seen another physician for this complaint?    YES  or  NO

8. If yes, who was the physician and what was the treatment? ____________________________________

_________________________________________________________________________________

9. Have you had any tests (x-rays, nerve studies, MRI other) for this problem?    YES  or   NO

If yes, List date and place: ______________________________________________________________

10. Have you missed work?   YES     or      NO   If yes, Last date worked: ___________________________

SECTION B. PAST MEDICAL HISTORY

1. Do you have/had any of the following medical conditions?  (circle)

Diabetes
Epilepsy/Seizure
Thyroid Problems
Depression
Fibromyalgia


Cancer

Lung Problems
Abnormal Bleeding
Ulcers

High Blood Pressure


Gout

Hepatitis

HIV Positive
Others (list) ______________________________________

2. Are you pregnant?        YES     or    NO        When was your last menstrual period? ________________

3. List previous surgery __________________________________________________________________

4. List past injuries ______________________________________________________________________

5. List current medication(s) and dosage _____________________________________________________

___________________________________________________________________________________

6. List DRUG allergies __________________________________________________________________

7. Do you smoke?  YES  or   NO    How much? _______________________________________________

8. Do you drink Alcoholic Beverages?   YES   or    NO

9. Height ______________________  

Weight _________________

