Date: New Patient Visit Ht: Wt:
Patient: Physician:

History:
Chief Complaint:

History of present illness:

Location Quality

(Where is the pain/problem?) (Example ie swelling, color)
Severity Duration

(How severe is the pain/problem?) (How long have you had this problem - date-?)
Timing Context

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

Associated signs/symptoms
(What other associated problems have you been having?)

Modifying factors

(What makes the pain/problem worse or better? Have you had previous episodes?)

Medical History

Patient Medical History Previous Hospitalization/surgeries/serious injuries
DIiabetesS....cccoiiiiiieeiiiiie e No Yes Describe Date
HYpertension........cccccveeeveecevieeee e No Yes
CaANCEN ... No Yes
SHOKE...coiiiiiiie e No Yes
Hearttrouble.........cccooviieiiiiiieee No Yes
Arthritis/gout.........coovvvveeeeee e No Yes
CONVUISIONS. ... No Yes Medications
Bleeding tendency.........ccccocvvveeiieeineeeen No Yes Name Dosage
Acute infections.........ccccovvie i No Yes
Venereal diSease..........ocoeeveviieeeeiiiiieeeenns No Yes
Hereditary defects..........cccoocvveeeeeiiiinnne, No Yes

Patient social history:

Marital Status:  Single_ Married Separated_~  Divorced_~  Widowed_

Useof alcohol: Never__ Rarely Moderate_ Dalily

Useof tobacco: Never Previously, but quit____ Current packs/day

Use of drugs: Never_ Typelfrequency

Excessive exposure at home or work to: Fumes Dust__ Solvents____ Air-born particles__ Noise__|

Family medical history
Age Diseases deceased, cause of death

Father

Mother

Siblings

Spouse

Children

Continued on reverse side




System Review To be completed by patient

CONSTITUTIONAL SYMPTOMS

Good general health lately...........cccovveeiiiiiiienieeeee No
Recent weight change.........cccccovviveiiiiii e, No
VBT . No
FatigUE.....eeiee e No
Headaches..........ooiiiii e No
EYES

Eye diSease Or iNJUIY.........cceeeeiuiieieesiiiieie e No
Wear glasses/contact Iens..........c..eeeeeviiieiieiiiiiiiee e, No
Blurred or double VisSion............cccooiiiiiiiiiiie e No
GlaUCOMAL ....eiiiiiiiiie e No

EARS/NOSE/MOUTH/THROA
Hearing loss or ringing
Earaches or drainage............cccccec.....
Chronic sinus problem or rhinitis
NOSE DIEEAS. .....eeiiiiiiii e
MOULN SOES......eoiiiiiiiiiii et
Bleeding gums..........cccvveeee..

Bad breath or bad taste
Sore throat or voice change........ccccocoeieeiiiieie e,
Swollen glands in NECK.........ccuviiiiiiiiiiiiee e

CARDIOVASCULAR
Heart trouble..........ooceiiiiii e No
Chest pain or angina PectoriS........c.ccoeeuvveveeeiiciveeeee e No
Palpitation..........oooeeiiie e No
Shortness of breath with walking or lying flat................ No
Swelling of feet, ankles or hands............ccccccoviiniiniis No

RESPIRAORY
Chronic or frequent coughs.........ccccoovviieeeeeiiiiece e, No
Spitting UP BloOd........eeiiiii e No

Shortness of breath...........cccoeeeeiiiiiiiiice e, No

Asthma or Wheezing.........cccoooiiiiiiiiiieee e No

GASTROINTESTINAL

Loss of appetite.......cccceevvveeeeennnns
Change in bowel movements
Nausea Or VOMItING........ueerieiiiiieiae e No
Frequent diarrh@a..........ccueeeiiiiiiiiiieie e No
Painful bowel movements or constipation...................... No
Rectal bleeding or blood in stool
Abdominal pain or heartburn............ccccccceeeivciiene e,
Peptic ulcer (stomach or duodenal)...........ccceoeiuiieeeennes No

GENITOURINARY
Frequent urination..........ccccoovvvieee i No
Burning or painful urination.............cccccooevvviee e, No
Blood iNUMNE......cooiiiiiiiiiie e
Change in force of strain when urinating
Incontinence or dribbling............ccooiii
KidNey STONES........viiiieiiiieiee e
Sexual difficulty........ccoociiiiiiiii e,
Male - testicle pain........c.cccoccveveeeiiinnnn.

Female - pain with periods...................

Female - irregular periods.....................

Female - vaginal discharge
Female - # pregnancies
Female - date of last pap smear

# miscarriages
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MUSCULOSKELETAL
JOINE PAIN.....ciiiiie e
Joint stiffness or swelling
Weakness of muscles or Joints.........cccoooeeeeeeniciieneennnns No
Muscle pain Or CrampPs. ........cooueeereeriiiiee e No
BacK Pain........oouueiiiii e
Cold EXITEIMES. ....ccviiiiiiiieie e
Difficulty in walking

INTEGUMENTARY (skin, breast)

Rash or itching.........c..coooiiii e No
Change in skin Color...........oooiiiiiiiie e No
Change in hair or nailS.........ccccvveeeeiiiiiiee e, No
VariCOSE VEINS.....ccviiiiiiiiiiie sttt
Breast pain..............

Breast lump.............

Breast discharge

NEUROLOGICAL
Frequent or recurring headaches...........ccccceeeevviiieneenn. No
Light headed or dizzy.........ccccovviiviiee i,
Convulsions or seizures
Numbness or tingling sensations............cccccocceeeeeiinnene. No
Tremors

PSYCHIATRIC
Memory 10SS Or CONfUSION..........uveiieiiiiiee e No
NEIVOUSNESS. ......eeiiiiieitii ettt No
DEPIESSION. ...viiiiiiiiieie ettt e e No
INSOMNIAL...ceiviiiiieiee e No

ENDOCRINE
Glandular or hormone problem.............ccccooiiiieiniiinen. No
Thyroid diSEASE.........cccceiiiiiiiee e No
Diabetes.......cooiiiiiii No
Excessive thirst or urination.............ccccoceeeiieiiiiieenenn, No
Heat or cold intolerance..........ccccoveiieiiiiiiiieeee e No
Skin becoming dryer...........ccoooiiiiieiiiiee e No
Change in hat or glove Size........ccceeeeiiiiiiiieieieeee s No

HEMATOLOGIC/LYMPHATIC

Slow to heal after CUtS..........ccceeiiieiiiiiiece e, No
Bleeding or bruising tendency..........ccccccoeivevieieeeeiiiiee.n. No
ANEMIA.......ci i e e e e e e e e e s No
PhIEDILIS. ..ceveieeeeeeece e No
Past transfuSioN..........cooeviiiiieni e No
Enlarged glands..........c.ccovvvieiiiiiiiee e No
ALLERGIC/IMMUNOLOGIC
History of skin reaction or other adverse reaction to:
Penicillin or other antibiotics..............cccceeeeviiiiiiiinns No
Morphine, Demerol, or other narcotics....................... No
Novocaine or other anesthetics............ccccovveeeviiiennen. No
Aspirin or other pain remedies............ccocvveeiiiiiiieeeenns No
Tetanus antitoxin or other serums..............ccccccvvvvinnns No

lodine, methiolate or other antiseptic............c.cccccec... No
Other drugs/medications
Known food allergies
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