Contidential Case Mistory

Ploease Print Dr. Mr. Mrs. Ms, Miss. . Patient#

Namae: : ' Homed: { ) Work#: ( -}

Address: ‘ . ‘ City: T T UState Zlﬁ L
S5 ‘ Dale of Birth: | “A-ge:‘ ' o Sex M F
Occupation: 7 - Employer; - Yrs. l,Emp!oyed
Marital Status: — Spouse's Name: Spouse's Occupation:

i retirad, former occupation: ___ Education level obtained: .

Primary Care Physician {name, address and telephone):

PLEASE PROVIDE EMAIL ADDRESS:

MAIN COMPLAINT: Why are you here today? Be specific with location:

1. When did it start? Date:
2. How did it stari? Explain
3. Work-related injiry? Y N Auto accident? Y N Injury athome? Y N

injur)f elsewhere? Y N ,
Does it radiate fo any other partof yourbody? Y N Where?

Did it begin gradually or suddenly? '
How would you describe the intensity? (mild, moderate, severe)
Describe your pain (dull, sham, buming,’humbness, soreness, stiffness) other
Has your problem been getting better, worse or about the same?

NGB A

9. Does your condition come and go oris it all ihe tima’-
10. What makes your symptoms better?_.
11. What makes your symptoms worse?.

12. Have you tried home remedies? Y N What? —

13. What doctors have you seen and what tests have besn done for your condition?

14. Have you had anything like this before? Y N, Details..

15. Have there been any other changes in any body functions? Y N. Details

16. Has your condition affected your daily acliv'rties inanyway? Y N . Expfafn .

17. Have you been unable to work as a result of your current problem?
1B. Do you have any other problems that you _would like the doctors to evaluate?.
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MARK THE AREAS ON YOUR BODY l
e b

WHERE YOU HAVE SYMPTOMS.

. *,;_ At
_.Let Side Jﬂi A lJ.s Right Side




Past History: ¥
1. Have you had any of the following childhood diseases: (circie) Measles, rubalis, chickenpox, mumps, scariet fever,
theurnatic fever, tuberculosis, Other? ‘
Have you been diagnosed with any other conditions? Y N Explain:
Are you under a doctor's care presently for any type of heatth problem?
Have you had any brokenbones? Y N Which ones?__
Have you ever had any past significant auto accidents, work injuries or falls? Y N When?

Are you taking any medication? Please list '
Have you ever undergone any type of surgery? ~ What and when?
Do you smoke, drink alcohol or use recreational drugs?

NS M oA N

9. Do you have any allergies to medications? Y N 1If yes, please list

10. Do any diseases run in your family?
11.Do you have a living will? Y N
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HAVE YOU BEEN DIAGNOSED OR HAVE YOU HAD ANY OF THESE FOLLOWING SYMPTOMS
BEEN TOLD YOU HAVE THE FOLLOWING? : FOR EVEN A SHORT OR TEMPORARY DURATION WITHIN
THE LAST YEAR?
N High blood pressure ,
N Hardening of the arteries Y N Slurred speech or other speach problems
N Diabetes Y N Difficulty swailowing
N Heart or bicod vessel disease Y N Dizziness
N Bone spurs on the neck Y N Temporary lack of understanding
N Whipiash injury Y N Loss of consciousness, even momentary
N Any relatives ever suffer a stroke? blackouts
N Blurred vision Y N Numbness or loss of sensation in the face, arms,
N Doubie vision hands, fingers, or legs
N Do you currently smoka? Y N Any other abnormal or kss of sensation in any
N Have you smoked ifvthe past? other part of your body '
Y N Waeakness, clumsiness, or strength joss in the
MEN ONLY: face, arms, hands, fingers, or legs
Date of last prostate exam: Y N Sudden coliapse without loss of consciousness
' Y N Diminished or partial loss of vision in one or both
Difficulty with urination? eyes
Y N Hearing loss in one or both ears
Excessive urination?
WOMEN ONLY:
Do you experisnce any of the foliowing symptoms?
Y N Do you take birth control pills?
How long?
Y N Meanstrual pain
Y N Cramping
Y N Irreguiarity )
Date of last peniod e
Y N Are you pregnant? How long?

ATTENTION- Payment is fo ba made at the ime of the visi unless prior arangaments have hean made with this office, Aleo & 24-Hour notics Is necaseary to
cancs! an appoiriment, and you may be rasponsible for paymem of a missad appointment.
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Pattart signature i Data
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Patient Name: Date: .. i NI

Borg Pain Scale: DOB:

On a scale of 11to 10 place an X in"your current pain level,

NORMAL ' LOWPAN MODERATE PAIN = - -INTENSEPAIN-- - : -~ - - EMERGENGY
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RANSFORD PAIN DRAWING:. -

To help us better Ghderstand the nature and original of your complaints. We: will ask that you carefully
complete this drawing. Use the symbois'liste_d below to detail where you hurt and how it hurts.
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[111177] Duli Ache/ Throb _' mmzmmz====  Numbness

XXXXXXXX Sharp/ Stabbing ' T Tinglin'g'

- BBBBBBBB - Burning - -586658585  -Cramping”

Signature of Patient - _' . Date.




