
HEALTH HISTORY

Welcome to our practice.  As a new patient, please fill out the information found below to the best of your ability.
Date: __________

Patient Name _______________________________ Birth Date _______________ Patient#_____________
Chief Complaint: _______________________________________________________________________________

History of present illness:

   Location:__________________________________ Quality____________________________________
                                  (Where is the pain/problem?)                                              (Example: normal versus abnormal color, activity, etc.)

   Severity___________________________________ Duration __________________________________
                      (How severe is the pain/problem on a scale of 1-5 with 5                                              (How long have you had this pain/problem? When did it start?)
                        being the most severe?)

   Timing ___________________________________ Context ___________________________________
                         (Does the pain/problem occur at a specific time?)                      (Where were you at the onset of this pain/problem?)

   Associated signs/symptoms ____________________ Modifying factors____________________________

                 (What other associated problem have you been having?)                                                 (What makes the pain/problem worse or better?
                                                                                                                                                                      Have you had previous episodes?)

Past Medical History
Have you ever had the following:  (Circle "no" or "yes", leave blank if uncertain)

Measles...................... no    yes Anemia .......................... no    yes Back trouble .................. no    yes hepatitis ................. no    yes
Mumps....................... no    yes Bladder Infections ......... no    yes High Blood Pressure...... no    yes Ulcer ...................... no    yes
Whooping Cough ...... no    yes Migraine Headaches......  no    yes Hemorrhoids.................. no    yes Thyroid Disease..... no    yes
Scarlet Fever.............. no    yes Tuberculosis .................. no    yes Date of last chest x-ray  _________ Bleeding Tendency no    yes
Diphtheria.................. no    yes Diabetes......................... no    yes Asthma .......................... no    yes Any other disease .. no    yes
Smallpox.................... no    yes Cancer............................ no    yes Hives or Eczema............ no    yes (please list):
Pneumonia................. no    yes Polio .............................. no    yes AIDS or HIV+............... no    yes _________________________
Rheumatic Fever ....... no    yes Glaucoma ...................... no    yes Infectious Mono ............ no    yes
Heart Disease............. no    yes Hernia ............................ no    yes Bronchitis ...................... no    yes _________________________
Arthritis ..................... no    yes Blood or Plasma Mitral Valve Prolapse.... no    yes
Venereal Disease ....... no    yes     Transactions .............. no    yes Stroke ............................ no    yes _________________________

Previous Hospitalizations/Surgeries/Serious Illnesses                      When? Hospital, City, State
_______________________________________________________________ _____________ ___________________________________
_______________________________________________________________ _____________ ___________________________________
_______________________________________________________________ _____________ ___________________________________

Medications: (Include nonprescription) ______________________________________________________________________________
_____________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________

Patient social history:
Marital status Single: _____ Married: _____ Separated: _____ Divorced: ____ Widowed: _____
Use of Alcohol Never: _____ Rarely: ______ Moderate: _____ Daily: _______
Use of tobacco Never: _____ Previously, but     quit: __________ Current packs / day: ___________
Use of drugs Never: _____ Type/Frequency: _______________________________________________
Excessive exposure                                                                                      Air-borne
at home or work to: Fumes:____ Dust: _____ Solvents: _____ Particles: _____ Noise:_____

Family medical history:
  Age Disease If Deceased, Caused of Death

Father _____ _____________________________________________ ___________________________________________________
Mother _____ _____________________________________________ ___________________________________________________
Siblings _____ _____________________________________________ ___________________________________________________

_____ _____________________________________________ ___________________________________________________
Spouse _____ _____________________________________________ ___________________________________________________
Children _____ _____________________________________________ ___________________________________________________

_____ _____________________________________________ ___________________________________________________
_____ _____________________________________________ ___________________________________________________



Review of Systems: Please indicate any personal history below:

Constitutional Sym ptoms
Good general healt h lat ely...........No      Yes
Rec ent weight  change..................No      Yes
Fever ............................................No      Yes
Fat igue..........................................No      Yes
Hea dache s ....................................No      Yes

Eye s
Eye  dise ase or inj ury....................No      Yes
Wea r gla sses/ conta ct le nses.........No      Yes
Blurred or double vision..............No      Yes

Ear s/Nose/Mouth/Throat
Hea ring loss or ri nging................No      Yes
Ear aches  or draina ge....................No      Yes
Chr onic sinus  problem
or rhi nitis ......................................No      Yes
Nos e ble eds..................................No      Yes
Mouth sores .................................No      Yes
Ble eding gums .............................No      Yes
Bad brea th or  bad taste ................No      Yes
Sor e thr oat or voi ce change.........No      Yes
Swollen glands in neck................No      Yes

Car diovascular
Hea rt tr ouble ................................No      Yes
Che st pa in or  angi na pe ctori s ......No      Yes
Pal pitat ion....................................No      Yes
Shortnes s of breat h w/ walki ng
or lying flat ..................................No      Yes
Swe lling of f eet, ankle s
or hands ........................................No      Yes

Respirat ory
Chr onic or fr equent coughs .........No      Yes
Spi tting up blood..........................No      Yes
Short ne ss of  brea th .....................No      Yes
Whe ezing.....................................No      Yes

Gastrointestinal
Los s of appet ite............................No      Yes
Cha nge i n bowel movements ......No      Yes
Nausea or vom iting......................No      Yes
Fre quent  diar rhea.........................No      Yes
Pai nful bowel  move ments 
or const ipati on .............................No      Yes
Rectal bleeding or blood in stool.... No      Yes
Abdomina l pai n ...........................No      Yes

Genitour inary
Fre quent  urination .................No      Yes
Bur ning or
pai nful urina tion....................No      Yes
Blood in urine........................No      Yes
Cha nge i n for ce of  stra in
whe n uri nating.......................No      Yes
Inc ontinence or dr ibbli ng......No      Yes
Kidney s tones ........................No      Yes
Sexual diffic ulty....................No      Ye s
Mal e – t estic le pa in ...............No      Yes
Fem ale – pain with peri ods...No      Yes
Fem ale – irre gular  peri ods....No      Yes
Fem ale – vagi nal discha rge...No      Yes
Fem ale -  # of  pregnanci es...._________
Fem ale -  # of  misc arria ges... _________
Fem ale – date  of
las t pap smea r....................... _________

Musculoskelet al
Joi nt pa in ...............................No      Yes
Joi nt st iffne ss or  swel ling......No      Yes
Wea kness  of m uscle s
or joint s..................................No      Yes
Mus cle pain or cra mps..........No      Yes
Bac k pai n...............................No      Yes
Col d ext remit ies ....................No      Yes
Dif ficul ty in walking.............No      Yes

Int egume ntary  (skin, breast )
Ras h or itchi ng ......................No      Yes
Cha nge i n ski n col or..............No      Yes
Cha nge i n hai r or nails ..........No      Yes
Var icose  veins.......................No      Yes
Bre ast pain.............................No      Yes
Bre ast l ump ...........................No      Yes
Bre ast discha rge ....................No      Yes

Neurological
Fre quent  or
rec urring hea dache s...............No      Yes
Light he aded or di zzy............No      Yes
Convulsi ons or sei zures ........No      Yes
Num bness  or
tingling sens ations.................No      Yes
Tre mors .................................No      Yes
Par alysi s.................................No      Yes
Hea d inj ury No      Yes

Psychiatric
Mem ory l oss or confusion ............No      Yes
Ner vours ness.................................No      Yes
Depressi on.....................................No      Yes
Ins omnia ........................................No      Yes

Endocrine
Gla ndula r or
hor mone probl em..........................No      Yes
Exc essive thi rst or
uri nation.........................................No      Yes
Hea t or cold intol eranc e ................No      Yes
Ski n bec oming drye r .....................No      Yes
Cha nge i n hat  or glove size...........No      Yes

Hematologic/Lymphatic
Slow to heal after cuts ............... No      Yes
Bleeding or
bruising tendency ...................... No      Yes
Anemia ..................................... No      Yes
Phlebitis .................................... No      Yes
Past transfusion ......................... No      Yes
Enlarged glands......................... No      Yes

Allergic/Immunologic
His tory of ski ng re action or the r adverse react ion
to: 

Penicill in or  othe r ant ibiot ics ...No      Yes
Mor phine , Dem erol, 
or other  narc otics ......................No      Yes
Novocain or other anest hetic s ..No      Yes
Aspirin or ot her pain r emedi es.No      Yes
Tet anus antitoxin
or other  serums.........................No      Yes
Iodine, Mer thiol ate or ..............No      Yes
Other antiseptic........................No      Yes
Other drugs/medications:___________

________________________
Known food allergies:________________

____________________________
Environmental allergies: ______________

__________________________________

To the best of my knowledge, the questions on this form have been accurately answered.  I understand that providing incorrect
information can be dangerous to my health.  It is my responsibility to inform the doctor's office of any changes in my medical
status. I also authorize the healthcare staff to perform the necessary services I may need.

Signature of Patient, Parent or Guardian Date

Doctor's Review

Signature of Doctor                              Date




