NEW PATIENT HISTORY
	DATE:          
	NAME:      


	DOB:      
         
	SS#:      

	

	

	

	INTRODUCTION:

	

	Referred to this office BY:       

	

	Patient desires:  FORMCHECKBOX 
Consultation,  FORMCHECKBOX 
Examination,  FORMCHECKBOX 
Diagnosis,  FORMCHECKBOX 
Recommendation,  FORMCHECKBOX 
Treatment, Other:      


	Patient is a:

	      yr. old     
	 FORMCHECKBOX 
 Left or 

 FORMCHECKBOX 
 Right handed   
	race      
 
	marital status

 FORMCHECKBOX 
S   FORMCHECKBOX 
M   FORMCHECKBOX 
D   FORMCHECKBOX 
W
	 FORMCHECKBOX 
 male or
 FORMCHECKBOX 
 female 


	Presently employed at:            
	Job Title      
	for        yrs.

	

	Presently Not Employed due to:  FORMCHECKBOX 
fired,  FORMCHECKBOX 
quit,  FORMCHECKBOX 
retired,  FORMCHECKBOX 
work injury 

	

	Source of Income:  FORMCHECKBOX 
present employment,  FORMCHECKBOX 
retirement,  FORMCHECKBOX 
investments,  FORMCHECKBOX 
Soc Sec disability,  FORMCHECKBOX 
Medicare, 

 FORMCHECKBOX 
TX Workers Comp., Other:      

	

	

	

	PRESENT TREATING DOCTOR:


	Name:      
	Specialty:      


	Address:       
	Tel #:      

	

	


	PRESENT COMPLAINTS:
	  Pain Scale  0-10

 0 No Pain, 10 Worst Pain


	1.      
	

	

	         


	2.      
	     

	

	         


	3.      
	

	

	         


	4.      
	     

	

	         


	5. 
	     

	

	         

	

	

	

	HISTORY OF COMPLAINTS: 

	

	ONSET of COMPLAINTS (date started):      

	

	CAUSE of Complaints?      

	

	Explain how the complaints started:  FORMCHECKBOX 
Don’t Know,  FORMCHECKBOX 
Fell,  FORMCHECKBOX 
Lifted,  FORMCHECKBOX 
Twisted,  FORMCHECKBOX 
Work,  FORMCHECKBOX 
Auto,  FORMCHECKBOX 
Personal.

	

	Pain is increased by?      

	

	Pain is decreased by?      

	

	

	

	TREATMENT RECEIVED:

	

	A.  PHYSICIANS FROM 1st TO LAST:


	1st Dr/place:      
	Treatment      


	
	


	2nd Dr/place:                  
	Treatment      


	
	


	3rd Dr/place:      
	Treatment      


	
	


	4th Dr/place:      
	Treatment      


	
	


	5th Dr/place:      
	Treatment      


	
	


	6th Dr/place:      
	Treatment      

	

	

	

	

	Name:      
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	B.  Diagnostic Studies? WHAT?  FORMCHECKBOX 
X-Rays,  FORMCHECKBOX 
EMG Nerve Conduction,  FORMCHECKBOX 
CAT Scan,  FORMCHECKBOX 
MRI   

                                                        FORMCHECKBOX 
Discogram/Myelogram, List other:      

	

	


	C.  Physical therapy:  # Weeks      
	Body Area      
	Facility      

	

	                                     Exercises      

	

	


	D.  INJECTIONS?  Body area                      
	# of injections      
	by Dr.      


	                               Body area      
	   # of injections      
	 by Dr.      

	


	E.  MEDICATIONS:

 (PAST)      

	

	 

	

	 

	

	 (PRESENT)      

	

	 

	

	 

	

	

	



	1)  Body area 
	When 
	 Dr. 


	2)  Body area      
	When      
	 Dr.      


	3)  Body area      
	When      
	 Dr.      


	4)  Body area 
	When 
	 Dr. 


	5)  Body area 
	When 
	 Dr. 


	6)  Body area 
	When 
	 Dr. 


	7)  Body area 
	When 
	 Dr. 


	8)  Body area 
	When 
	 Dr. 


	9)  Body area 
	When 
	 Dr. 


	10) Body area 
	When 
	 Dr. 

	

	

	

	G.  Other treatment?   FORMCHECKBOX 
TENS?   FORMCHECKBOX 
Braces?   FORMCHECKBOX 
Splints?  List other:      

	

	


	PROGRESS: 
	What Areas are Improved?      
	Same?          


	                                                      

	

	

	

	EFFECT OF COMPLAINTS: 
 

	

	Pain Interferes with doing?                 

	



	Caused being “off work” from 
	to      


	Returned to “light duty” on             
	Returned to “regular duty” on      

	

	

	

	MEDICAL HISTORY:


	ALLERGIES:   
	Drugs? (what)       


	
	 FORMCHECKBOX 
Latex,  FORMCHECKBOX 
Iodine,  FORMCHECKBOX 
Lidocaine,  FORMCHECKBOX 
Food,  FORMCHECKBOX 
Pollens,  Others:      


	ACCIDENTS:
	 FORMCHECKBOX 
NONE. Name All:      


	
	


	FRACTURES?

	 FORMCHECKBOX 
NONE. List where:       


	HABITS?
	 FORMCHECKBOX 
NONE. Smoked       ppd. X       yrs.,   Drinks       alcohol/day.


	MEDICAL PROBLEMS?
	 FORMCHECKBOX 
NONE. List ALL:       


	
	     

	

	

	

	

	Name: 
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	REVIEW OF SYSTEMS:  (CIRCLE/CHECK IF HAVE ANY OF THE FOLLOWING)


	GENERAL:                             
	 FORMCHECKBOX 
fatigue,  FORMCHECKBOX 
fever,  FORMCHECKBOX 
malaise,  FORMCHECKBOX 
weight gain/loss,  FORMCHECKBOX 
low resistance to infections.


	CARDIOVASCULAR:
	 FORMCHECKBOX 
angina,  FORMCHECKBOX 
CAD,  FORMCHECKBOX 
poor circulation,  FORMCHECKBOX 
high blood pressure,  FORMCHECKBOX 
heart attack,
 FORMCHECKBOX 
murmur,  FORMCHECKBOX 
irregular heart rate.


	ENDOCRINE:
	 FORMCHECKBOX 
coldness,  FORMCHECKBOX 
diabetes,  FORMCHECKBOX 
dry skin,  FORMCHECKBOX 
hair loss,  FORMCHECKBOX 
low blood sugar,
 FORMCHECKBOX 
menopause,  FORMCHECKBOX 
excessive thirst,  FORMCHECKBOX 
thyroid problem,  FORMCHECKBOX 
sexual dysfunction.


	ENT/MOUTH:
	 FORMCHECKBOX 
deafness,  FORMCHECKBOX 
dentures,  FORMCHECKBOX 
nosebleed,  FORMCHECKBOX 
hoarseness,  FORMCHECKBOX 
lot of cavities, 

 FORMCHECKBOX 
hearing aide,  FORMCHECKBOX 
ringing in ears.


	EYES:

	 FORMCHECKBOX 
vision changes,  FORMCHECKBOX 
wears glasses,  FORMCHECKBOX 
blurred vision,  FORMCHECKBOX 
cataract,  FORMCHECKBOX 
glaucoma.


	GI: 

	 FORMCHECKBOX 
abdominal pain,  FORMCHECKBOX 
constipation,  FORMCHECKBOX 
diarrhea,  FORMCHECKBOX 
nausea,  FORMCHECKBOX 
ulcer, 
 FORMCHECKBOX 
vomiting,  FORMCHECKBOX 
loss of appetite,  FORMCHECKBOX 
gastric reflux,  FORMCHECKBOX 
dark stool.


	GYNECOLOGY/ URINARY:


	 FORMCHECKBOX 
dysuria,  FORMCHECKBOX 
frequency,  FORMCHECKBOX 
hesitancy,  FORMCHECKBOX 
incontinence,  FORMCHECKBOX 
nocturia,
 FORMCHECKBOX 
urgency,  FORMCHECKBOX 
urinary burning,  FORMCHECKBOX 
loss of stream,


	
	# children     ; # pregnancies     ; # miscarriages     ; # abortions     ,

 FORMCHECKBOX 
decreased desire for sex,  FORMCHECKBOX 
impotence,  FORMCHECKBOX 
sexual dysfunction.


	HEAD:
	 FORMCHECKBOX 
headaches,  FORMCHECKBOX 
TMJ syndrome.


	HEMATOLOGY:
	 FORMCHECKBOX 
anemia,  FORMCHECKBOX 
bleeding disorders,  FORMCHECKBOX 
Sickle cell disease.


	MUSCLES: 

	 FORMCHECKBOX 
soreness,  FORMCHECKBOX 
weakness,  FORMCHECKBOX 
cramps,  FORMCHECKBOX 
spasms,  FORMCHECKBOX 
Fibromyalgia.


	NEUROLOGICAL:
	 FORMCHECKBOX 
stroke,  FORMCHECKBOX 
dizziness,  FORMCHECKBOX 
dec. balance or coordination,  FORMCHECKBOX 
memory loss,
 FORMCHECKBOX 
numbness or abnormal sensation,  FORMCHECKBOX 
paralysis,  FORMCHECKBOX 
seizures,  FORMCHECKBOX 
TIA,
 FORMCHECKBOX 
speech/swallowing difficulty,  FORMCHECKBOX 
MS,  FORMCHECKBOX 
polio,  FORMCHECKBOX 
weakness.


	PSYCHIATRIC:

	 FORMCHECKBOX 
 FORMCHECKBOX 
anxiety,  FORMCHECKBOX 
 FORMCHECKBOX 
bipolar,  FORMCHECKBOX 
 FORMCHECKBOX 
depression,  FORMCHECKBOX 
 FORMCHECKBOX 
hallucinations,  FORMCHECKBOX 
 FORMCHECKBOX 
alcoholism, 

 FORMCHECKBOX 
 FORMCHECKBOX 
mental illness,  FORMCHECKBOX 
 FORMCHECKBOX 
mood swings,  FORMCHECKBOX 
 FORMCHECKBOX 
mental hospital,  FORMCHECKBOX 
 FORMCHECKBOX 
sleep disorder,

 FORMCHECKBOX 
 FORMCHECKBOX 
illicit drug use.


	RESPIRATORY: 

	 FORMCHECKBOX 
 FORMCHECKBOX 
asthma,  FORMCHECKBOX 


 FORMCHECKBOX 
COPD,  FORMCHECKBOX 


 FORMCHECKBOX 
cough,  FORMCHECKBOX 
 FORMCHECKBOX 
cough up blood,  FORMCHECKBOX 


 FORMCHECKBOX 
SOB,  FORMCHECKBOX 


 FORMCHECKBOX 
wheezing.


	SKELETAL:
	 FORMCHECKBOX 
 FORMCHECKBOX 
arthritis,  FORMCHECKBOX 


 FORMCHECKBOX 
deformities,  FORMCHECKBOX 


 FORMCHECKBOX 
fractures,  FORMCHECKBOX 


 FORMCHECKBOX 
joint pain,  FORMCHECKBOX 


 FORMCHECKBOX 
stiffness,  FORMCHECKBOX 


 FORMCHECKBOX 
swelling.


	SKIN:
	 FORMCHECKBOX 
 FORMCHECKBOX 
abnormal color,  FORMCHECKBOX 


 FORMCHECKBOX 
cysts,  FORMCHECKBOX 


 FORMCHECKBOX 
lesions,  FORMCHECKBOX 


 FORMCHECKBOX 
masses,  FORMCHECKBOX 


 FORMCHECKBOX 
rashes,  FORMCHECKBOX 


 FORMCHECKBOX 
scars,  FORMCHECKBOX 


 FORMCHECKBOX 
ulcers.



	SOCIAL HISTORY:

	


	MARITAL LIFE:
	 FORMCHECKBOX 
single,   FORMCHECKBOX 
married,   FORMCHECKBOX 
divorced,   FORMCHECKBOX 
separated,   FORMCHECKBOX 
widow/widower.


	FAMILY:
	# brothers      ,  #Sisters      ,  age of Father      , age of Mother      .


	CHILDREN:
	Children ages:      


	ACTIVITIES:
	Hobbies / favorite pastime activities      


	SOCIAL LIFE:
	 FORMCHECKBOX 
lot of friends,   FORMCHECKBOX 
church,   FORMCHECKBOX 
family,  Other:      


	RESIDENCE:
	 FORMCHECKBOX 
own home,   FORMCHECKBOX 
rent house,   FORMCHECKBOX 
apartment,   FORMCHECKBOX 
live with relatives,  Other:      

	

	


	EDUCATION/SKILLS: 

	     yrs public school,   FORMCHECKBOX 
GED,       yrs. College,       Degree, 
 FORMCHECKBOX 
Trade School,  What Training:      

	

	


	EMPLOYMENT HISTORY: 
	


	1. Worked at      
	As a      
	From      
	To       


	2. Worked at      
	As a      
	From      
	To       


	3. Worked at      
	As a      
	From      
	To       


	4. Worked at      
	As a      
	From      
	To       

	

	

	

	

	Name: 
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	FAMILY HISTORY:

	

	 FORMCHECKBOX 
diabetes,   FORMCHECKBOX 
heart disease,   FORMCHECKBOX 
stroke,   FORMCHECKBOX 
cancer,   FORMCHECKBOX 
birth defects,   FORMCHECKBOX 
nervous disorder,   FORMCHECKBOX 
sickle cell disease, 
 FORMCHECKBOX 
obesity,   FORMCHECKBOX 
low thyroid,  List other:      

	

	


	

	WHAT DO YOU WANT THE DOCTOR TO ASSIST YOU IN ACCOMPLISHING?
     

	

	COMMENTS: 

     


	

	Name:      
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1

