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MEDICAL HISTORY

NAME:  ______________________________________  AGE:  ________  DATE:  _______________

PLEASE DESCRIBE YOUR CURRENT PROBLEM (be specific, left or right, accident, gradual onset, etc):
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Date of Onset:  ______________________   Work Related?  _______________  If yes, reported to supervisor?  ____________________________

FOR THIS PROBLEM HAVE YOU HAD:  
X-Rays?    ______Yes  ______ No      Date:  ______________     At what Facility?   __________________________________________________

MRI, CT Scan or Other Tests?  ______Yes  ______No        What Type  _______________________     Where _____________________________

Have you had any treatment?  ______Yes   ______No          What Type  ____________________________________________________________

Have you had any Physical Therapy?  ______Yes   ______No         Which Program? __________________________________________________
Please list any medicines taken for this problem:  ______________________________________________________________________________

_______________________________________________________________________________________________________________________

Are you currently working?  ______ Yes    ______No      Job Description  ___________________________________________________________

Represented by an Attorney for this injury?  ______Yes    _______No      If Yes, Name of Attorney:   _____________________________________

Address:  _________________________________________________________________       Phone #:   __________________________________
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Have you or a close relative had:





                                            Yourself                      Relative


                                            Yes   No                      Yes   No





Cancer                   	___   ___	___   ___     Diabetes    	___   ___	___   ___                           


High Blood Pressure  	___   ___	___   ___	


Heart Disease    	___   ___	___   ___                 Lung Disease	___   ___	___   ___                  Seizures	___   ___	___   ___                              Severe Arthritis	___   ___	___   ___                Stomach Ulcers	___   ___	___   ___








Any Operations in the past 20 years?  ____ Yes    ____No


   Please list and date operations below:


�


�





Are you allergic to any medications?  ____Yes    ____No


   Please list any drug allergies:


�


�


�





Are you taking any medications?  ____Yes    ____No


   Please carefully list or attach separate sheet:


�


�


�





Social History:


       	Yes	No


Do you drink alcohol?  	___	___


Do you smoke tobacco products?	___	___





REVIEW OF SYSTEMS


Have you had any of the following?			


    Yes	                  No


CONSTITUTIONAL


Recent fever	___	___


Recent weight loss	___	___


RESPIRATORY


Asthma	___	___


Bronchitis	___	___


TB	___	___


Pneumonia	___	___


CARDIOVASCULAR


Chest pain	___	___


Shortness of breath	___	___


GASTROINTESTINAL


Ulcer	___	___


Sensitive stomach	___	___


KIDNEY/BLADDER


Blood in urine	___	___


Difficulty urinating	___	___


Loss of bladder control	___	___


BONE/JOINT


Arthritis	___	___


Gout	___	___


Broken Bone	___	___


Swollen Joints	___	___


NEUROLOGIC


Seizures	___	___


Headaches	___	___


Numbness	___	___


PSYCHIATRIC


Depression	___	___


Unusual stress	___	___


Drug/alcohol dependency	___	___


HEMATOLOGY


Easy bruising	___	___


Easy bleeding	___	___
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