REASON FOR VISIT
Location of your problem:  _______________________  Approximate start date:  _______________________

Was this an accident?________  If so, at what location?___________________________________________

Doctors seen for this problem________________________________________________________________

Previous Treatment:___X-ray ___MRI   ___Bone Scan  ___Nerve Test  ___Blood Work  ___Physical Therapy

GENERAL MEDICAL HISTORY

1. Do you have any other medical problems? __No  __Yes  (Please list below)

________________________________________________________________________________________

________________________________________________________________________________________

2. Are you currently experiencing any of the following? Please check if applicable.

___Fever            ___Chills               ___Nausea             ___Vomiting            ___Weight Loss

3. All previous surgeries( Use Back if Necessary)

Type


Date

________________________________________________________________________________________

________________________________________________________________________________________

4.Current medications: __None  ___See attached

Name of Medication


Dosage


Reason

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

5. Allergy to medications __None

Name



Reaction

________________________________________________________________________________________

________________________________________________________________________________________

6. Family History (please list which blood relatives)


__Cancer ______________________________________________________________________


__Heart Disease_________________________________________________________________


__Diabetes_____________________________________________________________________

7. Do you smoke?  ____No _ ___Yes, How Much?_________________.   ____Quit,  Date________________

8. Do you drink alcoholic beverages?  ___No   ___Yes,   Amount____________________________________

9. Marital Status _____________________ Children: ___No ___Yes,  Ages___________________________

10.Occupation ______________________________________________ Currently working?  ___Yes   ___ No

11. Height_______________
Weight_____________

I, ______________________________ certify that the above information is true to the best of my knowledge.

Signature:  ____________________________________________ Date:  ____________________________ 

