PATIENT HISTORY

NAME AGE
Last : First Middle

Main complaint and symptoms (describe what and where it hurts):

When did this problem firststart? = Date _ -
Was this due to an accident? Yes No LEGALCASEpending? Yes = No_
If due to an accident, describe what happened where:
Describe frequency and duration of symptoms: B
Have you consulted other doctors? Yes No If yes, whom?
PAST MEDICAL HISTORY: ( iliness such as high blood pressure, diabetes, elc.)
1) " - 4 .
2) M
3) ' 6)
OPERATIONS: please list all, even minor ones, such as tonglllgctomy.
Operation/s Date Hospital
1)
2)
3)
Any other hospitalizations, tests, injurles? Yes ik No if yes, please describe what
and when:

Allergies to medications, please list:

1) )

2) 5) s

3) 6)




FAMILY HISTORY: Please Indicate if anyone In your immediate family has had:

PROBLEM WHICH RELATIVE PROBLEM WHICH RELATIVE
Diabete§ Multiple Sclerasis

Tuberculosis Cancer

Epilepsy/Seizures Arthritis

High Blood Pressure Migraine/Headaches o i
Cardiac Disease oo o Neurological Problems

Stroke : o Other Problems Not Listed i

Aneurysm

PLEASE LIST FAMILY MEMBERS LIVING, WELL AND/OR DECEASED AND CAUSE OF DEATH

FAMILY MEMBER AGE LIVING IF DECEASED CAUSE OF DEATH
Father R SERE— =
Maother — —

Brother/s _ # of ____ #of

Sister/s ol ... .. ¥ of

Son/s __ #of # of

Daughter/s Bot # of

PERSONAL AND SOCIAL HISTORY

Are you presently working? Yes No____ Occupation

a) If disabled, date disability began

Do you smoke? Yes _____  No How many years? How much? -

If no, when did you quit? How many years did you smoke? How many packs/day

Do your drink alcohol? Yes _ No__ Occasionally _ Socially Howmuch?
Do you drink Caffeine? Yes No Occasionally __ Socially ___ Howmuch?

What type of Caffeine do you drink? Coffee ., Soda






