
PHYSICIAN SIGNATURE: ____________________________   DATE: ___________

PATIENT HISTORY FORM

Patient Name: _____________________________________________    Age: ______________    Date: ________________

Family Doctor: __________________________________________    Referring Doctor: ______________________________

Indicate:    q  Right Handed     q  Left Handed            Height: ______ ft. ______ in.              Weight: _________________ lb.

Reasons for today’s visit: ________________________________________________________________________________

__________________________________________________________________________________________________

How long in duration? __________________________________________________________________________________

Is your visit today due to:    q  Auto accident    q  Injury at work    q  Other: __________________________________________

__________________________________________________________________________________________________

PRESENT AND PAST MEDICAL HISTORY (check yes or no)

YES	 NO
q	 q	 Pacemaker
q	 q	 Heart attack
q	 q	 Congestive heart failure
q	 q	 Angina
q	 q	 High blood pressure
q	 q	 Bronchitis
q	 q	 Emphysema
q	 q	 Asthma
q	 q	 Tuberculosis (TB)
q	 q	 Seizures
q	 q	 Strokes
q	 q	 Lupus
q	 q	 Migraine
q	 q	 Osteoporosis
q	 q	 High cholesteral
q	 q	 Blood clots
q	 q	 Immune disorder
q	 q	 Depression
q	 q	 Anxiety
q	 q	 Psychiatric disorders
q	 q	 Rheumatoid arthritis
q	 q	 Arthritis
q	 q	 Kidney stones

YES	 NO
q	 q	 Diabetes:
		  q  Insulin     q  Oral medications
q	 q	 Thyroid disease
q	 q	 Arrhythmia (e.g. atrial fibrillation)
q	 q	 Chronic kidney illness
q	 q	 Fibromyalgia
q	 q	 Hepatitis
q	 q	 Gallstones
q	 q	 Liver disease
q	 q	 Ulcers
q	 q	 Gastroesophageal reflux
q	 q	 Glaucoma
q	 q	 Gout
q	 q	 Cancer
			   Type: ______________________________

			   Diagnosed in: ________________________

			   Treatment: ___________________________

q	 q	 Excessive bleeding/bleeding disorders
q	 q	 Urinary tract infections
q	 q	 Lou Gehrig’s disease
q	 q	 Multiple sclerosis
q	 q	 Myasthenia Gravis
q	 q	 HIV
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PATIENT HISTORY FORM (continued)

MEDICATIONS (List below or  q  check this box if attaching a list of medications)

_______________________________	 _______________________________	 _______________________________

_______________________________	 _______________________________	 _______________________________

_______________________________	 _______________________________	 _______________________________

Do you currently take a blood thinning medication (e.g. Coumadin/Warfarin/Plavix)?    q  No     q  Yes

Do you currently take a low-dose Aspirin (325 mg or less) per day?    q  No     q  Yes 

ALLERGIES TO MEDICATIONS:     q  No     q  Yes    (List): _______________________________________________________

__________________________________________________________________________________________________

SURGERIES (List below or  q  check this box if attaching a list of surgeries)

Date: ______________________      Type of surgery: __________________________________________________________

Date: ______________________      Type of surgery: __________________________________________________________

Date: ______________________      Type of surgery: __________________________________________________________

Date: ______________________      Type of surgery: __________________________________________________________

FAMILY HISTORY (Check all that apply)
q  Rheumatoid arthritis	 q  Bleeding disorder	 q  Heart disease
q  Cancer	 q  Neurological disease	 q  Diabetes

TYPE OF EMPLOYMENT: _________________________________________________________________________________
q  Disabled	 q  Retired	 q  Student

______________________________________________________	 __________________________
Patient/Guardian Signature	 Date

YES	 NO
q	 q	 Nausea and vomiting
q	 q	 Fever and chills
q	 q	 Night sweats
q	 q	 Fainting
q	 q	 Rashes or other skin changes
q	 q	 Weight loss without dieting
q	 q	 Chest pain
q	 q	 Shortness of breath
q	 q	 Wheezing
q	 q	 Bowel/bladder incontinence

YES	 NO
q	 q	 Black tarry stools
q	 q	 Dizziness
q	 q	 Unsteady on your feet
q	 q	 Seizures
q	 q	 Easy bleeding or anemia
q	 q	 Changes in sleep
q	 q	 Decrease in ability to concentrate
q	 q	 Excessively thirsty and unable to quench thirst
q	 q	 Depressed mood
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DO YOU HAVE ANY OF THESE PROBLEMS? (check yes or no)


