






 
Patient Medical History 
 

Patient Name:               Birth Date:        Today’s Date:        
 
Age:       Sex: □ M  □ F  Occupation:           Dominant hand:      □ R     □ L 
 
Date of Injury:          Is this work related? □ Yes  □ No   Was it reported?   □ Yes  □ No 
 
Primary Care Physician:                     City:             
 
Referring Physician’s Name:                    City:            
      
HISTORY OF PRESENT ILLNESS:               Problem with:    □ Right extremity  □ Left extremity        
 
Chief Complaint / Why are you here today?                           
 
                                      
 
                                      
 
Location:                                    
                

(Where is the pain/problem? Does it travel to other areas?)
 

Quality:                                     
     

                    (Is the pain dull, throbbing, or sharp? If lump, is it warm, tender, red?) 

Severity:                 Duration:                  
           (On a scale of 1-10 with 10 being the most severe?)               (How long have you had the problem?)

 
Timing:                 Context:                   
(Is the pain rare, intermittent, or constant? Occur at a specific time?)        (What were you doing at the onset of the pain / problem?) 

 
Associated signs/symptoms:                               
                (Popping, grinding, clicking, swelling, stiffness, instability, night pain, numbness, weakness?)  

Modifying factors:                                  
                 (What makes the pain or problem better or worse?)   

Have you seen any other physicians regarding this condition prior to coming to our office? □ Yes  □ No 
Doctor       When      Tests      Results      Treatment 
 
                                      
 
                                      
 
Please list any hobbies /sports you enjoy:                          
 
Which of the above activities are you unable to perform due to your pain?                  
 
PAST MEDICAL HISTORY: Have you ever had any of the following? Please check all pertinent boxes: 
 
□ High Blood Pressure  □ AIDS or HIV +    □ Fibromyalgia      □ Pacemaker / Defibrillator 
□ Heart Disease    □ Anemia      □ Fractures        □ Parkinson’s Disease 
□ Diabetes  I □ or II □  □ Asthma      □ Gout        □ Polio 
□ Kidney Disease    □ Back Problems    □ Hepatitis       □ Rheumatoid Arthritis 
□ Stomach Ulcers or Reflux □ Bladder Infections   □ High Cholesterol     □ Sleep Apnea 
□ Blood Clot (DVT)   □ Bleeding Tendency   □ Infectious Mono     □ Staph Infections (MRSA) 
□ Pulmonary Embolism  □ Cancer        □ Irregular Heart Rate    □ Stroke 
□ Thyroid Disease    □ Epilepsy / Seizures   □ Osteoporosis      □ Other         
 



 
 
 
 
PAST SURGICAL HISTORY: 
Date     Surgery            Date     Surgery 
 
                                      
 
                                      
 
                                      
 
 
ALLERGIES: (medication & reaction)                            
 
 
MEDICATIONS:  Include prescription & non-prescription medications & herbal supplements  (or please attach a list)  
  
                                      
 
                                      
 
                                      
 
Social History: 
Marital status:      Alcohol use     Tobacco use         Living status 
□ single  □ divorced  □ no  □ moderate  □ never  □ yes    packs / day  □ with family  □ alone    
□  married □  widowed  □ rare  □ daily   □ quit       smokeless  □ with friends  □  other 
                               
FAMILY MEDICAL HISTORY: Any family history of the following problems?  Please check all pertinent boxes:  
□ Adverse reaction to anesthesia  □ Bleeding tendency (hemophilia)   □ Diabetes    □ High blood pressure 
□ Arthritis        □ Cancer           □ Heart disease   □ Scoliosis 
  
REVIEW OF SYSTEMS: Please indicate current symptoms that you are having:  Please check all pertinent boxes:  
General, Constitutional   Respiratory       Musculoskeletal     Psychiatric 
□ good general health lately □ shortness of breath     □ joint pain      □ depression 
□	 recent weight change   □ asthma or wheezing    □ joint stiffness or swelling □ sleep disturbance 
□	 fever       Gastrointestinal      □ back pain      Endocrine 
Eyes        □ indigestion      □ muscle pain or cramps  □ excessive thirst 
□ visual changes    □ blood in stool      □ difficulty walking    □ excessive urination 
Ears, Nose, Throat    □ nausea or vomiting    □ cold extremities    Hematologic 
□ hearing loss     Genitourinary      Neurological      □ bleeding tendency 
□ bleeding gums    □ incontinence      □ numbness      □ anemia 
□ teeth pain / cavities   □ frequent urination     □ weakness      Skin 
Cardiovascular     □ burning or painful urination  □ tremor       □ rash 
□ chest pain      □ difficulty with urination   □ light headed or dizzy   □ itching  
 
To the best of my knowledge, the questions on this form have been answered correctly.  I understand that it is my responsibility to 
inform the doctor of any changes in my medical condition. 
 
                          
 Signature of Patient, or Parent of Minor      Date               
 
                 Stop Here                   
 
Vital Signs:   Weight:    lbs   Height:   ft    in   Temp:       
 
 
                                  
       Nurse Initials    Date         Physician Initials   Date     
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