
PPAATTIIEENNTT HHIISSTTOORRYY FFOORRMM
Note: This is a confidential record and will be kept in your doctor’s office. Information contained here will not be released to anyone without your authorization to do so.

TTooddaayy’’ss DDaattee ________/__________/ __________ Date of Last Physical Exam__________/ __________/__________

LLaasstt NNaammee________________________________ FFiirrsstt NNaammee ______________________ MMiiddddllee _____________________

Date of Birth ___________/ __________/__________

CChhiieeff CCoommppllaaiinntt
What is the main reason for your visit today? (Describe your problem in detail)

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________

Height __________ Weight ____________ Right Handed? Left Handed?

HHiissttoorryy ooff PPrreesseenntt IIllllnneessss
Please answer the following questions

LLooccaattiioonn ooff tthhee pprroobblleemm FFrroonntt BBaacckk

Abdomen Back Leg

Other ______________________________
____________________________________
____________________________________

On a scale of 1-10, with 1100 bbeeiinngg tthhee mmoosstt sseevveerree, circle
the number that bbeesstt ddeessccrriibbeess tthhee pprroobblleemm.

1    2    3    4    5    6    7    8    9    10

WWhheenn ddiidd yyoouu ffiirrsstt nnoottiiccee tthhee pprroobblleemm??
2 days ago 2 weeks ago 1 month ago

Other ________________________________________________

DDooeess aannyytthhiinngg hheellpp oorr mmaakkee tthhee pprroobblleemm wwoorrssee??
Moving around Standing up Lying on my side

Other ________________________________________________

HHooww lloonngg ddooeess tthhee pprroobblleemm llaasstt??
30 minutes 1 hour It is always there

Other ____________________________________________

IIss aannyytthhiinngg eellssee ooccccuurrrriinngg aatt tthhee ssaammee ttiimmee??
Yes         No             If yes, please explain.

Nausea Rash Headaches

Other ____________________________________________

IIss tthhee pprroobblleemm ccoonnssttaanntt oorr vvaarriiaabbllee??
Dull then Sharp Very sharp then leaves Always there

Other ____________________________________________

DDooeess tthhee pprroobblleemm iinntteerrffeerree wwiitthh yyoouurr nnoorrmmaall ffuunnccttiioonnss??
Yes No Other __________________________

LLiisstt aallll sseerriioouuss iillllnneesssseess iinn yyoouurr iimmmmeeddiiaattee ffaammiillyy..
(Example: diabetes, tuberculosis, breast cancer, heart disease, etc.)

______________________________________________________

______________________________________________________

LLiisstt aannyy ppeerrssoonnaall ppaasstt iillllnneesssseess aanndd//oorr ssuurrggeerriieess
aanndd wwhheenn tthheeyy ooccccuurrrreedd.
Illness or Surgery Date
__________________________________________

__________________________________________

__________________________________________
DDoo yyoouu uussee ttoobbaaccccoo?? Yes  No  (If yes, how much)

__________________________________________
DDoo yyoouu ddrriinnkk?? Yes  No  (If yes, how much)

__________________________________________

AArree yyoouu oonn aannyy mmeeddiiccaattiioonnss??  Please List             Dose

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

______________________________________________________

PPHHYYSSIICCIIAANN UUSSEE OONNLLYY:: ((CCoommmmeennttss//NNootteess)) #Answer Level of Service
0 1 or 2

1 - 2 3
3 4 or 5

PPHHYYSSIICCIIAANN UUSSEE OONNLLYY:: ((CCoommmmeennttss//NNootteess))
#Answer Level of Service

1 - 3 1 or 2
4+ 3 - 5

AArree yyoouu oonn aa ssppeecciiaall ddiieett?? Yes  No  (If yes, please explain)

______________________________________________________________
DDoo yyoouu hhaavvee sseeaassoonnaall//eennvviirroonnmmeennttaall aalllleerrggiieess?? Yes  No

______________________________________________________________

______________________________________________________________
DDoo yyoouu uussee rreeccrreeaattiioonnaall ddrruuggss?? Yes  No

PPaasstt MMeeddiiccaall && SSoocciiaall HHiissttoorryy

OOVVEERR

    



NNAAMMEE ________________________________________________________________________       

RReevviieeww ooff SSyysstteemmss

Have you had a bone density test within the past two years? CCiirrccllee YYEESS oorr NNOO.

Do you now or have you had any problems related to the following systems? CCiirrccllee YYEESS oorr NNOO.
PPlleeaassee eexxppllaaiinn aannyy YYEESS aannsswweerrss iinn tthhee ssppaaccee pprroovviiddeedd

PPHHYYSSIICCIIAANN UUSSEE OONNLLYY:: ((CCoommmmeennttss//NNootteess))

#Answer Level of Service
0 - 1 1 or 2
2 - 9 3
10+ 4 or 5

PPhhyyssiicciiaann:: ____________________________________________________________________ DDaattee:: ________________// ____________________// ________________

CCoonnssttiittuuttiioonnaall SSyymmppttoommss
Fever Y N

Chills Y N

Headache Y N

Other ________________________________________
EEyyeess

Blurred Vision Y N

Double Vision Y N

Pain Y N

Other ________________________________________
AAlllleerrggiicc//IImmmmuunnoollooggiicc

Hay Fever Y N

Drug Allergies (Please List) Y N

Other ________________________________________
NNeeuurroollooggiiccaall

Tremors Y N

Dizzy Spells Y N

Numbness/tingling Y N

Other ________________________________________
EEnnddooccrriinnee

Excessive Thirst Y N

Too Hot/Cold Y N

Tired/Sluggish Y N

Other ________________________________________
GGaassttrrooiinntteessttiinnaall

Abdominal Pain Y N

Nausea/Vomiting Y N

Indigestion/Heartburn Y N

Other ________________________________________
CCaarrddiioovvaassccuullaarr

Chest Pain Y N

Varicose Veins Y N

High Blood Pressure Y N

Other ________________________________________

IInntteegguummeennttaarryy
Skin Rash Y N

Boils Y N

Persistent Itch Y N

Other ________________________________________
MMuussccuulloosskkeelleettaall

Joint Pain Y N

Neck Pain Y N

Back Pain Y N

Other ________________________________________
EEaarr//NNoossee//TThhrrooaatt//MMoouutthh

Ear Infection Y N

Sore Throat Y N

Sinus Problems Y N

Other ________________________________________
GGeenniittoouurriinnaarryy

Urine Retention Y N

Painful Urination Y N

Urinary Frequency Y N

Other ________________________________________
RReessppiirraattoorryy

Wheezing Y N

Frequent Cough Y N

Shortness of Breath Y N

Other ________________________________________
HHeemmaattoollooggiicc//LLyymmpphhaattiicc

Swollen Glands Y N

Blood Clotting Problem Y N

Other ________________________________________
PPssyycchhoollooggiicc

Are you generally satisfied with your life? Y N

Do you feel severely depressed? Y N

Have you considered suicide? Y N

Other ________________________________________


