

Name:____________________________________ Last 4 SSN: xxx-xx-____                 Date:____________

Occupation:____________________________________   Age:
______
 Height:_______  Weight: ________
   

Do you smoke?  Yes/No   Packs per day:___   How many years: ___   Are you latex sensitive?  Yes / No   

For Women:  Are you currently pregnant or think you might be pregnant?  Yes    No

Allergies:  List any medication(s) you are allergic to: _______________________________________
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Have you RECENTLY noted any of the following (check all that apply)?
 fatigue



 numbness or tingling 


 constipation 

 fever/chills/sweats


 muscle weakness



 diarrhea

 nausea/vomiting


 dizziness/lightheadedness


 shortness of breath

 weight loss/gain


 heartburn/indigestion


 fainting


 difficulty maintaining balance 
 difficulty swallowing


 cough

 falls
(how often ____)

 changes in bowel or bladder function  
 headaches
Have you EVER been diagnosed with any of the following conditions (check all that apply)?
 cancer




 depression



 thyroid problems

 heart problems



 lung problems


 diabetes
          

 chest pain/angina



 tuberculosis



 osteoporosis

 high blood pressure


 asthma



 multiple sclerosis

 circulation problems


 rheumatoid arthritis

 epilepsy / seizures

 blood clots




 other arthritic condition

 eye problem/infect

 stroke




 bladder/urinary tract infection
 ulcers

 anemia




 kidney problem/infection

 liver problems

 bone or joint infection


 sexually transmitted disease/HIV
 hepatitis

 chemical dependency (i.e., alcoholism)
 pelvic inflammatory disease
 pneumonia

 cervical or lumbar degeneration

 fibromyalgia


 anxiety 

 fractures / torn ligaments


 hernia



 gout

 other: __________________________________

Has anyone in your immediate family (parents, brothers, sisters) EVER been diagnosed with any of the following conditions (check all that apply)?  

 cancer



 
 diabetes



 tuberculosis


 heart problems



 stroke



 thyroid problems 

 high blood pressure 


 depression



 blood clots


 significant neck / back pain

 fibromyalgia


 migraines 

 recent illness / surgery / disability

 arthritis / osteoporosis

 aneurysm














Please list any surgeries or other conditions for which you have been hospitalized, including dates:
_____________________________________________________________________________________

_____________________________________________________________________________________

Please list any medications you are currently taking (pills, injections, creams and/or skin patches):
__________________________________________________________________________________________________________________________________________________________________________

Print your Name:__________________________________________

Have you ever taken steroid medications or hormone replacement?  Yes     No
Have you ever taken blood thinning or anticoagulant medications?   Yes     No
During the past month have you been feeling down, depressed or hopeless?   Yes     No

During the past month have you had little interest or pleasure in doing things?   Yes    No

Is this something with which you would like help?   Yes     Yes, but not today
   No

Do you ever feel unsafe at home or has anyone tried to injure you in any way?   Yes    No

What are your current complaints/symptoms: _____________________________________________

What date (roughly) did your present symptoms start?_________________________________________

What do you think caused your symptoms? __________________________________ _______________

My symptoms are currently:
 Getting Better
 Getting Worse
 Staying about the same
I should not do physical activities that might make my pain worse:    Disagree      Unsure      Agree

Treatment received so far for this problem: therapy, chiropractic, injections, other:___________________

Please list all special tests performed: x-ray, MRI, cat scan, labs, nerve test, other: ___________________
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Please mark the areas where you feel symptoms on the chart to the right with the following symbols to describe your symptoms: 
////     Shooting/sharp pain/stabbing 

= =    Dull/aching pain

ooo    Pins & Needles / Numbness

xxx    Burning

ppp    Other: ____________
Pain Scale       1     2    3     4     5     6     7     8     9    10

[image: image3.wmf]       No pain 0

   ___    


           Worse pain imaginable


               Mild        Moderate       Severe    

Please rate your pain level:  Now: _____ Lowest it has been in last 2-3 days ______  Worse in last 2-3 Days:_____

What aggravates your symptoms: __________________________________________________________  

What makes you feel better:______________________________________________________________________

How is your sleeping:  No problems    Disturbed   Sleep only with medication   How many hours per night:_  

When are your symptoms worst?     Morning   Afternoon    Evening   Night   After exercise / work

When are your symptoms the best?  Morning   Afternoon    Evening   Night   After exercise / work
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I acknowledge that the above information is true and correct to the best of my knowledge.

____________________________
_____________________________
_____________________

Print Patient/Guardian Name

Signature



Date
\Forms\Performance Medical History
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