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	PLEASE COMPLETE THE FRONT AND BACK OF THIS FORM!
	
	
	

	Patient Name
	
	
	
	
	
	Chart #
	
	
	
	Date
	!
	/
	
	/

	Patient’s Date of Birth
	/
	/
	Sex
	
	
	
	Age
	
	HT
	WT
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Who referred you for this visit; if not referred please indicate


What is your chief complaint?


When did this problem first occur?


Rate your pain on a scale of 0 to 10 with 0 as no pain and 10 as severe pain.


Does any position/acitvity make the pain better/worse?


	PAST MEDICAL HISTORY
	
	
	

	Do you have, or have you ever had, any of the following: PLEASE CHECK
	

	diabetes
	hypertension
	heart condition
	cancer

	kidney stone
	erphlebitis or blood clots
	sleep apnea
	seizure

	stroke
	asthma
	emphysema
	ulcer

	
	blood or bleeding discord
	complication of anesthesia
	



List other medical conditions and/or illnesses not mentioned above


List reasons for hospitalizations and/or surgeries with dates and any complications


List any significant injuries you have sustained


Current medications (include both prescription and over-the-counter drugs)


List any allergies


FAMILY HISTORY

Ages and overall health of parents [if deceased, please provide age and cause]


Age(s), sex, and health of sibling(s) [if deceased, please provide age and cause]


List significant family health problems
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	SOCIAL HISTORY
	
	
	
	
	
	
	
	
	

	Marital Status
	
	
	
	Education (Years/Degrees)
	
	
	
	

	Alcohol use (type/amount)
	
	
	
	Tobacco use (amount/years used)
	

	Employer
	
	
	
	Occupation
	
	
	
	

	Were you injured on the job?
	
	Is there or will there be litigation?
	
	Date last worked
	


REVIEW OF SYSTEMS [Circle positive symptoms and describe and/or add others if needed.] Are you left or right handed?


Constitutional: Fever, weight gain/loss, loss of appetite Eyes: Double vision, blurring, difficulty seeing


ENT: Deafness, sinusitis, hoarseness, vertigo


Cardiovascular: Chest pain, palpitations, irregular/rapid heartbeats, murmur Respiratory: Shortness of breath, wheezing, spitting blood, chronic cough Digestive: Abdominal pain, constipation, diarrhea, bleeding


Genitourinary: Pain when urinating, hesitancy, bleeding, incontinence, breast masses, pain, discharge


What was the date of your last gynecologic check-up? Problems?


Skin: Rashes, lesions that do not heal, changes in moles


Neurologic: Seizures, loss of balance/coordination, paralysis, weakness, loss of memory Psychiatric: Depression, anxiety, hallucinations, sleep disturbances


Endocrine: Excessive thirst, excessive urination, heat/cold intolerance Blood and Lymph: Anemia, bleeding tendencies, swollen nodes Allergic and Immunologic: Hives, eczema, itching


Musculoskeletal: Stiffness, joint pain/deformity, muscle wasting, spine pain radiating to arm/leg


Other:


	Patient Signature
	
	Date

	
	
	

	Physician Signature
	
	Date


PLEASE COMPLETE THE FRONT AND BACK OF THIS FORM.
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