Name: _______________________________________
Date: ________________

Reason for visit: _______________________________________________________________________________

Are you recovering from a cold or flu? Y  N   Are you pregnant?   Y   N

When did your symptoms begin?____________________
Have you previously had similar symptoms? Y   N

Have your symptoms changed in any way? Y   N   If so, how? __________________________________________

Does anything make your symptoms better? _________________________________________________________

Does anything make your symptoms worse? ________________________________________________________

Do they interfere with:
work
sleep
daily routine
recreation
other: ____________________________

What is your opinion about the cause? _____________________________________________________________
Have you seen any other providers for this condition?


Provider
Treatment Given
Helpful?
Treatment dates


____________________
_____________________________
  Y  N
___________________


____________________
_____________________________
  Y  N
___________________
What types of therapy have you tried for this problem(s)?

( diet modification       ( fasting       ( vitamin/mineral        ( herbs     ( homeopathy    ( chiropractic         ( acupuncture
    ( conventional drugs

( other__________________________________________________________________________________________________________________________

List current health problems for which you are being treated______________________________________________________

Current medications______________________________________________________________________________________ 

Circle the level of stress you are experiencing on a scale of  0 to 10 (0 being the lowest):  1    2    3    4    5    6   7    8    9    10 

Major causes of stress: (job change, work, home, finance, legal issues, etc.) ______________________________________________________________________________________ ______________________________________________________________________________________

Are you in pain?  Y N

Describe the location: _____________________________________________________________________ 

[image: image1.wmf]Mark an X on the picture to show where you feel pain.

What does the pain feel like? (circle all that apply)



      Sharp           burning             stabbing     dull          achy           sore

weak
throbbing         tender         numb
    tingling
  shooting
tight      cramping

pulling

surface
        deep

 constant    comes and goes

Rate your pain intensity (0=No pain, 10=Excruciating pain)<0-----1-----2-----3-----4-----5-----6-----7-----8-----9-----10>

Activities that are painful to perform:     sitting      walking      bending      lying down      other: _________

Recent Health History

Have you had any recent weight change (loss or gain)? Y  N
       Have you been trying to lose weight? Y  N

Are you feeling unusually tired or fatigued? Y  N                                        Have you had a recent abnormal temperature? Y  N

Are you having difficulty with urination or bowel movements?  Y  N        Do you have night sweats?  Y  N

Have you had long-term steroid use?  Y  N


      Have you had any recent infections?  Y  N

Have you been diagnosed with cancer or any other illnesses?  Y  N

Past Health History:

Date of last physical exam:________

Discuss important results of these tests: ____________________________________________________________________

Do you have any allergies? Y  N
If so, list ______________________________________________________________
	GENERAL

( Chills

( Confusion 

( Convulsions

( Dental Problems

( Depression

( Dizziness

( Fainting

( Fever

( Forgetfulness

( Headache

( Loss of Sleep

( Muscle Jerking

( Nervousness

( Numbness or Tingling

( Paralysis

( Sweats


	EYE,EAR,NOSE,THROAT

( Bleeding Gums

( Blurred Vision

( Crossed Eyes

( Difficulty Swallowing

( Double Vision

( Earache or Discharge

 ( Hay Fever

( Hoarseness

( Loss of Hearing

( Nosebleeds

( Persistent Cough

( Ringing in Ears

( Sinus Problems

( Vision - Flashes

( Vision - Halos


	CARDIOVASCULAR

( Chest Pain

( High Blood Pressure

( Irregular Heart Beat

( Low Blood Pressure

( Poor Circulation

( Rapid Heart Beat

( Swelling of Ankles

( Varicose Veins

SKIN

( Bruise Easily

( Hives

( Itching

( Change in Moles

( Rash

( Scars

( Sores That Won’t Heal

	GENITO-URINARY

( Blood in Urine

( Frequent Urination

( Lack of Bladder Control

( Painful Urination
 GASTROINTESTINAL 

( Appetite Poor

( Bloating

( Bowel Changes

( Constipation

( Diarrhea

( Excessive Hunger

( Excessive Thirst

( Gas

( Hemorrhoids

( Indigestion or Heart Burn

( Nausea

( Rectal Bleeding

( Stomach Pain

( Vomiting



Major Hospitalizations, Surgeries, Injuries:

Year
Operation, illness, injury






Outcome

______
______________________________________________________________________
________________________________________________

______
______________________________________________________________________
___________________________________________

______
______________________________________________________________________
________________________________________________

Have you been involved in a moving vehicle collision? Y  N

Please list approximate dates and severity: mild, moderate or extreme.

Automobile: _________________________________________________________________________________

Bus, Motorcycle: _____________________________________________________________________________

Bicycle, Rollerblades, etc: ______________________________________________________________________
Sports and Leisure

Were you previously active in any particular sports that you are now no longer able to do? Y  N

Please list: ___________________________________________________________________________________

Are there activities in which you spend any length of time in a particular position (TV, reading, musicians, etc.)? 

Describe: ___________________________________________________________________________________

During the day I: (circle all that apply)

Sit
Stand
Walk
Do phone work
Drive
Do mechanical work
Do repetitive work
Do heavy lifting

Do you use safety equipment like bike helmets, wrist guards and seat belts? Y  N

Do you wear
arch supports
orthotics
heel lifts?

How much sleep do you get? __________hours/night
Do you sleep on your:
side
back
stomach?

Chemical Exposure

Is your job associated with potentially harmful chemicals (e.g. pesticides, radioactivity, solvents) or health and/or life threatening (e.g. fireman, farmer, miner) activities? Y  N

Describe: __________________________________________________________________________________________

Please indicate any medications or drugs you have taken in the past by circling P, or if you are currently taking it circle C.  

Allergy/Cold/Flu
P
C
Aspirin/Tylenol/Ibuprofen
P
C
Laxatives
P
C

Antacids
P
C
Birth Control Pills
P
C
Lithium
P
C

Anti-anxiety
P
C
Blood pressure meds
P
C
Pain medications
P
C

Antibiotic
P
C
Cortisone
P
C
Pep pills/Stimulants
P
C

Antidepressant
P
C
Diabetic medications
P
C
Recreational
P
C

Antifungal
P
C
Heart medications
P
C
Relaxant/Sleeping pills
P
C

Anti-inflamatory
P
C
Hormones
P
C
Thyroid medications
P
C

Antiparasitic(worms)
P
C
Insulin
P
C
Ulcer medications
P
C

Other
P
C
List:__________________________________________________________________


What immunizations have you received? _________________________________________________________________

	( AIDS

( Alcoholism

( Allergies

( Anemia

( Anorexia

( Appendicitis

( Arthritis

( Asthma

( Autoimmune disease

( Bleeding Disorders

( Breast Lump

( Bronchitis

( Bulimia

( Cancer

( Carpal Tunnel

( Cataracts

( Chemical Dependency

( Chicken Pox  

( Chronic Fatigue

( Herpes


	( High Cholesterol

( Circulatory Problems

( Colitis

( Dental Problems

( Depression

( Diabetes

( Eating Disorder

( Emphysema

( Epilepsy

( Eye, ear, nose, throat, prob

( Fibromyalgia

( Food intolerance

( Genetic disorder

( Glaucoma

( Goiter

( Gonorrhea

( Gout

( Heart Disease

( Hepatitis

( Hernia


	( HIV Positive

( Infection, chronic

( Inflammatory bowel 

( Irritable bowel

( Kidney Disease

( Learning disabilities 

( Liver Disease

( Measles

( Mental illness

( Migraine Headaches

( Miscarriage

( Mononucleosis

( Multiple Sclerosis

( Mumps

( Neurological Disorder

( Obesity

( Osteoporosis

( Pacemaker

( Pneumonia

( Polio

( Prostate Problem
	( Prosthesis

( Rheumatoid Arthritis

( Rheumatic Fever

( Scarlet Fever

( Seasonal Affective Disorder

( Sexually transmitted disease
( Sinus issues

( Skin problems

( Stroke

( Thyroid Problems

( Tonsillitis

( Tuberculosis

( Tumors, Growths

( Typhoid Fever

( Ulcers

( Vaginal Infections

( Varicose veins

( Venereal Disease

( Whooping Cough

( Other _____________




Medical History: CHECK ALL THAT APPLY



MEN 


( BPH	


( Prostate Cancer 


( Decreased Sex Drive


( Infertility	


( Other______________





WOMEN


( Breast Cancer		( Infertility 


( Decreased sex drive 	( Menstrual irregularities


( Endometriosis 		( Pelvic inflammatory disease


( Fibrocystic breasts 	( PMS


( Fibroids/ovarian cysts 	( Vaginal infections


( Hot Flashes 		( Other ____________








GENERAL SYMPTOMS: Check Symptoms you have had in the past year





( Corrective Lenses     ( Dentures     ( Hearing Aid      ( Medical Devices/prosthetics/implants, describe: __________________


______________________________________________________________________________________________________





Recent changes in your ability to:   ( see   ( hear   ( taste   ( smell   ( feel hot/cold sensations   ( move


Strong like for ay of the following flavors:        ( sour    ( bitter    ( sweet    ( rich/fatty    ( spicy/pungent    ( salty


Strong dislike for ay of the following flavors:   ( sour    ( bitter    ( sweet    ( rich/fatty    ( spicy/pungent    ( salty


Do you:   ( prefer warmth (i.e.food, drink, weather)   ( prefer cold (i.e.food, drink, weather)     (  No preference 


Is your sleep disturbed at the same time every night?  Y   N   if yes, what time? ����������������______________


Time of day you have the most energy or least symptoms:	Time of day you have the least energy or most symptoms:





( 7a.m-9a.m.	( 9am – 11am	( 11am – 1pm	( 7a.m-9a.m.	( 9am – 11am	( 11am – 1pm


( 1pm – 3pm	( 3pm – 5pm	( 5pm – 7pm	( 1pm – 3pm	( 3pm – 5pm	( 5pm – 7pm


( 7pm – 9pm	( 9pm – 11pm	( 11pm – 1am	( 7pm – 9pm	( 9pm – 11pm	( 11pm – 1am


( 1am - 3am	( 3am – 5am 	( 5am – 7am	( 1am - 3am	( 3am – 5am 	( 5am – 7am














