
HEALTH HISTORY

Date:__________________ Were you referred by a Physician? Yes ___ No ___ If yes, physician’s name ______________________________________________

Name: _________________________________________________________________________________ Age __________ Height __________ Weight _________

Family Physician ____________________________________________________________________________________________________________________________

Reason for seeking medical attention ________________________________________________________ Right Left Both

Date of injury or duration of symptoms ________________________________________ Work related? Yes ___ No ___ Are you right or left handed?_________

Have you had any diagnostic studies for this condition, such as MRI, Bone Scan, etc? Please list ____________________________________________________

Have you seen anyone else regarding this condition? Yes___ No___ If yes, list names and dates __________________________________________________

Are you allergic to: (check if you are)
Latex ____ Penicillin ____ Cephalosporin ____ Mycins ____ Sulfa ____ Tetanus ____ Iodine ____ Metal ____
Dyes ____ Aspirin ____ Codeine ____ Morphine ____ Adhesive Tape ____ Arthritis Medicine ____
Foods (please list): __________________________________________________________________________________________________________________________
Others: ____________________________________________________________________________________________________________________________________
Please explain allergic reaction: ______________________________________________________________________________________________________________

Do you currently use tobacco:________________Cigarettes ____ Pipe ____ Smokeless ____ Amount per day: __________ Quit when? ___________
Do you drink alcohol: __________________________________Beer ____ Liquor ____ Wine ____ Amount per day: _________ or per week:__________
What is your current occupation? ____________________________________________________________________________________________________________

Have you ever been diagnosed with any of the following medical conditions:

Has anyone in your family had:
High Blood Pressure____ Heart Disease____ Cancer* ____ Diabetes____ Bleeding Problems____ Lung Disease____ DVT (Blood Clot)____

* If yes, what type of Cancer: ________________________________________________________________

Other Medical Conditions:____________________________________________________________________________________________________________________
Are there law suits pending on your orthopaedic condition? ______________________________________________________________________________________
______________________________________________________________________________________________________________________________________________

Please list any orthopaedic surgeries and date: Please list any other surgeries and dates:
________________________________________________________________________________ ________________________________________________________________________________
________________________________________________________________________________ ________________________________________________________________________________
________________________________________________________________________________ ________________________________________________________________________________

Please list all current medications and dosages:
____________________________________________ __________________________________________ ____________________________________________
____________________________________________ __________________________________________ ____________________________________________
____________________________________________ __________________________________________ ____________________________________________
____________________________________________ __________________________________________ ____________________________________________
____________________________________________ __________________________________________ ____________________________________________
____________________________________________ __________________________________________ ____________________________________________
____________________________________________ __________________________________________ ____________________________________________
____________________________________________ __________________________________________ ____________________________________________
____________________________________________ __________________________________________ ____________________________________________
____________________________________________ __________________________________________ ____________________________________________
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Yes No
Asthma . . . . . . . . . . . . . . . . . . . . ______ ______
Kidney Disease. . . . . . . . . . . . . . ______ ______
Lupus . . . . . . . . . . . . . . . . . . . . . ______ ______
Bleeding Tendencies . . . . . . . . . ______ ______
Heart Disease . . . . . . . . . . . . . . . ______ ______
Epilepsy . . . . . . . . . . . . . . . . . . . ______ ______
High Blood Pressure. . . . . . . . . . ______ ______
Polio . . . . . . . . . . . . . . . . . . . . . . ______ ______
Hepatitis . . . . . . . . . . . . . . . . . . . ______ ______
DVT (Blood Clot). . . . . . . . . . . . . ______ ______

Yes No
Rheumatoid Arthritis. . . . . . . . . . ______ ______
Anemia . . . . . . . . . . . . . . . . . . . . ______ ______
Migraines . . . . . . . . . . . . . . . . . . ______ ______
Cancer . . . . . . . . . . . . . . . . . . . . ______ ______
Diabetes . . . . . . . . . . . . . . . . . . . ______ ______
Goiter . . . . . . . . . . . . . . . . . . . . . ______ ______
Lung Disease . . . . . . . . . . . . . . . ______ ______
Nervous System Disorder. . . . . . ______ ______
Tuberculosis . . . . . . . . . . . . . . . . ______ ______
Sleep Apnea . . . . . . . . . . . . . . . . ______ ______

Yes No
Osteoarthritis . . . . . . . . . . . . . . . ______ ______
Alcoholism . . . . . . . . . . . . . . . . . ______ ______
Sickle Cell Disease . . . . . . . . . . . ______ ______
Colitis . . . . . . . . . . . . . . . . . . . . . ______ ______
Stroke . . . . . . . . . . . . . . . . . . . . . ______ ______
Stomach Ulcers . . . . . . . . . . . . . ______ ______
Depression/Anxiety. . . . . . . . . . . ______ ______
Pelvic Radiation . . . . . . . . . . . . . ______ ______
COPD . . . . . . . . . . . . . . . . . . . . . ______ ______

(Chronic Obstructive Pulmonary Disease)

Patient Signature_______________________________________ Physician’s Signature___________________________________ Date_______________
(I have reviewed this information with the patient)
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Patient Signature __________________________________________________________________

Provider Signature ________________________________________________________________

Have you experienced any of the following in the last 6 months? PLEASE ANSWER ALL QUESTIONS.

CONSTITUTIONAL Date
Good general health lately . . . . . . . . . . .No Yes
Recent weight change . . . . . . . . . . . . . .No Yes
Fever . . . . . . . . . . . . . . . . . . . . . . . . . . . .No Yes
Fatigue . . . . . . . . . . . . . . . . . . . . . . . . . .No Yes
Headaches . . . . . . . . . . . . . . . . . . . . . . .No Yes

EYES Date
Eye disease or injury . . . . . . . . . . . . . . . .No Yes
Wear glasses / contact lenses . . . . . . . .No Yes
Blurred or double vision . . . . . . . . . . . . .No Yes
Glaucoma . . . . . . . . . . . . . . . . . . . . . . . .No Yes

ENT Date
Hearing loss . . . . . . . . . . . . . . . . . . . . . .No Yes
Ringing in the ears . . . . . . . . . . . . . . . . .No Yes
Earaches or drainage . . . . . . . . . . . . . . .No Yes
Sinus problems . . . . . . . . . . . . . . . . . . . .No Yes
Nose bleeds . . . . . . . . . . . . . . . . . . . . . .No Yes
Mouth sores . . . . . . . . . . . . . . . . . . . . . .No Yes
Bleeding gums . . . . . . . . . . . . . . . . . . . .No Yes
Bad breath or bad taste . . . . . . . . . . . . .No Yes
Sore throat or voice change . . . . . . . . . .No Yes
Swollen glands in neck . . . . . . . . . . . . . .No Yes

CARDIOVASCULAR Date
Heart trouble . . . . . . . . . . . . . . . . . . . . . .No Yes
Chest pains . . . . . . . . . . . . . . . . . . . . . . .No Yes
Sudden heart beat changes . . . . . . . . . .No Yes
Swelling of feet, ankles or hands . . . . . .No Yes

RESPIRATORY Date
Frequent coughing . . . . . . . . . . . . . . . . .No Yes
Spitting up blood . . . . . . . . . . . . . . . . . .No Yes
Shortness of breath . . . . . . . . . . . . . . . .No Yes
Asthma or wheezing . . . . . . . . . . . . . . . .No Yes

GASTROINTESTINAL Date
Loss of appetite . . . . . . . . . . . . . . . . . . .No Yes
Change of bowel movements . . . . . . . . .No Yes
Nausea or vomiting . . . . . . . . . . . . . . . . .No Yes
Frequent diarrhea . . . . . . . . . . . . . . . . . .No Yes
Painful bowel movements or constipation .No Yes
Blood in stool . . . . . . . . . . . . . . . . . . . . .No Yes
Stomach pain . . . . . . . . . . . . . . . . . . . . .No Yes

GENITOURINARY Date
Frequent urination . . . . . . . . . . . . . . . . . .No Yes
Burning or painful urination . . . . . . . . . .No Yes
Blood in urine . . . . . . . . . . . . . . . . . . . . .No Yes
Change of force of strain when urinating No Yes
Incontinence or dribbling . . . . . . . . . . . .No Yes
Kidney stones . . . . . . . . . . . . . . . . . . . . .No Yes

MUSCULOSKELETAL Date
Joint pain . . . . . . . . . . . . . . . . . . . . . . . .No Yes
Joint stiffness or swelling . . . . . . . . . . . .No Yes
Weakness of muscles or joints . . . . . . . .No Yes
Muscle pain or cramps . . . . . . . . . . . . . .No Yes
Back pain . . . . . . . . . . . . . . . . . . . . . . . .No Yes
Cold extremities . . . . . . . . . . . . . . . . . . .No Yes
Difficulty in walking . . . . . . . . . . . . . . . . .No Yes

SKIN Date
Rash or itching . . . . . . . . . . . . . . . . . . . .No Yes
Change in skin color . . . . . . . . . . . . . . . .No Yes
Change in hair or nails . . . . . . . . . . . . . .No Yes
Varicose veins . . . . . . . . . . . . . . . . . . . . .No Yes
Breast pain . . . . . . . . . . . . . . . . . . . . . . .No Yes
Breast lump . . . . . . . . . . . . . . . . . . . . . . .No Yes
Breast discharge . . . . . . . . . . . . . . . . . . .No Yes

NEUROLOGICAL Date
Frequent or recurring headaches . . . . . .No Yes
Light headed or dizzy . . . . . . . . . . . . . . .No Yes
Convulsions or seizures . . . . . . . . . . . . .No Yes
Numbness or tingling sensations . . . . . .No Yes
Tremors . . . . . . . . . . . . . . . . . . . . . . . . . .No Yes
Paralysis . . . . . . . . . . . . . . . . . . . . . . . . .No Yes
Stroke . . . . . . . . . . . . . . . . . . . . . . . . . . .No Yes

PSYCHIATRIC Date
Memory loss or confusion . . . . . . . . . . .No Yes
Nervousness . . . . . . . . . . . . . . . . . . . . . .No Yes
Depressions . . . . . . . . . . . . . . . . . . . . . .No Yes
Sleep problems . . . . . . . . . . . . . . . . . . . .No Yes

ENDOCRINE Date
Glandular or hormone problem . . . . . . .No Yes
Thyroid disease . . . . . . . . . . . . . . . . . . . .No Yes
Excessive thirst or urination . . . . . . . . . .No Yes
Heat or cold intolerance . . . . . . . . . . . . .No Yes
Dry skin . . . . . . . . . . . . . . . . . . . . . . . . . .No Yes
Change in hat or glove size . . . . . . . . . .No Yes

HEMATOLOGIC / LYMPHATIC Date
Slow to heal after cuts . . . . . . . . . . . . . .No Yes
Easily bruise or bleed . . . . . . . . . . . . . . .No Yes
Anemia . . . . . . . . . . . . . . . . . . . . . . . . . .No Yes
Phlebitis . . . . . . . . . . . . . . . . . . . . . . . . .No Yes
Past transfusion . . . . . . . . . . . . . . . . . . .No Yes
Enlarged glands . . . . . . . . . . . . . . . . . . .No Yes


