
MEDICAL HISTORY

Patient Name:  ____________________________________________ Date Of Birth:  ______________  Age:  _______  	Sex:  ______
Occupation:  _______________________________________ Are You A Student:   □ No     □ Yes    School:  ___________________________
HISTORY OF INJURY / REASON FOR TODAY’S VISIT:  Is the Treatment Being Sought the Result Of an:  □ Auto Accident  □ Work Related Accident 
□ Other Injury or Accident    □ Symptoms     □ Other ________________________________?  
Explain How The Accident / Injury / Symptoms Occurred Or The Reason For Today’s Visit: ______________________________________________
___________________________________________________________________________________________________________
Date Of Onset Of Symptoms / Accident / Injury: ____________________ Location Of Injury / Symptoms:  □ Left   □ Right   □ Both   □ Other ________
Have You Sought Medical Attention For This Problem Before Today:   □ No  □ Yes     If Yes, When: ______________________________ 	
From Whom Did You Seek Medical Attention: ____________________________________________________________________________
What Treatment Was Provided:______________________________________________________________________________________  
[bookmark: _GoBack]Were X-Rays, MRI’s, Scans Or Other Studies Performed? □ No  □ Yes  If So, What Studies Were Performed?:  _______________________________ When?:__________________ What Facility Performed The Studies:  __________________________   Did You Bring Them Today?    □ No  □ Yes     
LIST OF CURRENT MEDICATIONS / Herbal / Diet / Over The Counter Medication / Vitamins / Supplements: Use The Back Of This Form If More Space Is Needed.
Medication				Dosage					Reason
___________________________		___________________________		___________________________
___________________________		___________________________		___________________________
___________________________		___________________________		___________________________
___________________________		___________________________		___________________________
___________________________		___________________________		___________________________

Are You Taking Blood Thinners? □ No  □ Yes   (If Yes, What Type Blood Thinners?)  □ Coumadin  □ Plavix  □ Lovenox  □ Aspirin   □ Other:____________
Allergies To Medication: ___________________________________________________________________________________________
____________________________________________________________________________________________________________
PAST MEDICAL HISTORY: (Check All That Apply Or Use The Back To List Additional If Needed))

□Diabetes
□Heart Attack
□Stroke
□Vascular Disease
□High Blood Pressure
□High Cholesterol
□Hepatitis (Type___)
□Ulcer Disease
□HIV
□Lung Disease
□Seizures
□Asthma
□Gout
□Arthritis
□Autoimmune Disease
□Neuropathy
□Chest Pain
□Other: _________
_______________
_______________


List All Past Surgeries and the Dates of the Surgery: __________________________________________________________________
____________________________________________________________________________________________________________
Anesthesia Have You Or Any Members Of Your Family Had Problems With Anesthesia?     □ No    □ Yes     If Yes, Explain: ________________________
____________________________________________________________________________________________________________
SOCIAL HISTORY:
Do You Smoke?  □ No  □ Yes       How Many Per Day? _______________ How Many Years?  	 
Do You Drink Alcohol? □ No  □ Yes – How Many Per Day/Week? __________

Patient Signature  __________________________________________________ 	Date ___________________


