
Chart#:

Medical History Form
(Please use black ink)

Pat icnt  Name: Appointment Date: with Dr.

A g e : _ S e x : n l . n M  l l e i g h t :  W c i g h t : -  D o m i n a n t h a n d : ! R l L  D i d y o u b r i n g X - r a y s ?  ! Y l N

Who is  your  p r imary  phys ic ian? (name) : ! uo n PA clinic Name?

What is the rcason for this visi t? f l  Pain I Numbness I Weakness ! Swell ing n Sti f lness n Other

L a t e x A l t e r g y f E Y t ] N
What bod rt  is involved? (Please mark the table below

Sh  ou lde r

n n [ l
E l b o w

n n [ r
W r i s t
n n n r

l l a n d

n n n r
I I i p
n n n l

K n c c

n n n l
A n k l e
n n n r

F - o o t
n n n r

N e c k
n

B a c k
n

How long ago did it start?- Days-Weeks-Months-Years.
Have you had a problem like this before? I V n N

In this section, chcck the ONll BOX which bcst describes how vour nroblem started. Then answer the qucstions bclow the box you

chcckcd. l lse as much spacc to the r ight as needed.

f]  Ntl  lNJtlRY (or onscr was: !  Gradual or n Sudden)

Plcase indicate whv do you think it started?

n tNJttRy ( f l  Accident !  sport ( NOT Aulo or Work)

f)ate:_ Please spccify where and how it happened.

What Sport? School?

I tN.luRv AT woRK Date:
From a: n tin ntwlst f l lal l ! bend fl pull f l  reach

! woRK RE,T,ATED (Ilu'rNo rN.fuRY)
[ )ate: I low did your. lob cause the problem?

n Atl ' l 'o ACCIDENT Date:_ l low was your car hit?

COMMT]NTS:

O n a s c a f e o f 0 - 1 0 ( l 0 i s t h e w o r s t ) h o w r y i s y o u r p a i n ? ( c i r c l e )  0  I  2  3  4  5  6  7  8  9  l 0

What is the qg!1y of the pain? n Sharp ! nutt !  Stabbing ! Throbbing ! Actr ing f l  Burning

Thc pain is: I  Constant !  Comcs and goes ( intermittent).

Does your pain wake you from your slccp? f]  Y n N

Do you havc: !  Swclt ing f |  Bruises I Numbness ! 
' I ' ingl ing 

I Weakness

n Loss of 'oontrol of bowel or bladder !  l ,ocking/Catching [.Oiving way

Sinco my problem startcd, i t  is: I  Gett ing better !  Gett ing rvorse I Unchanged

\ \ ,ha tmakesyoursymptomsworsc? !  S tand ing  !  Walk lng  !  t . i f t lng  !  I i xc rc ise  f ] ' fw is t ing  !  Ly ing inbed

fl  Bending ! Squatt ing ! Kneeling ! Srairs I  Sit t ing I Coughing ! Sneezing

Which makc your symptoms !g!!g?

What medications are you tnking now?

! Rest ! Elevation ! tce ! lleat fl other:

ALLERGTC TO ANY MEDICATIONS? ! Y f] N if yes please list and describe reaction:

l l a v ' e y o u h a 4 a n y o f t h e s e t r e a t m e n t s ?  I n j e c t i o n :  n V n N  B r a c e :  ! Y l N  P h y s i c a l  
' l ' h e r a p y :  

! V n N  C a n e / C r u t o h :  ! V n N

Were you secn in thc E.R. for this problem? n N n Y Which Ii.R.?'--,'=-__-=.-Date:

A r c y o u  h e r e t o d a y a s a  r e s u l t o f a n  E . R . V i s i t ?  ! N  n  Y  W h o s a w y o u i n E . R . ?

What test/scans have you had for this problem?

N M D  N P A

' [  
X-Rays ! MRI n CaTScan ! BoneScan ! NerveTest(EMCAJCV) Where?

l lavc you alrcady had surgery for a problem in this same area either recently or in the past? f]  N n Y

Please l ist bclow:

Procedure # |

Proccdure #2

Current work status? [ Regular ! t-igtrt duty - (how long?

! Disabled I Retired I Student

) fl Not working due to this problem

When is the last date you worked your regular job?

Surgeon

Surgeon

City

City

Date

Date

Arcyoucu r ren t l y recc i v i ngo rp lan toapp l y fo r :  D i sab i l i t y :  nVEN Worke r ' sComp:  !YnN Unemp loymen t :  f l  VnN


