Patient Name: Date:
MEDICAL HISTORY
GENERAL: YES NO NEUROLOGECAL YES NO
Are you currently pregnant? Headaches :
Diabetes Dizziness
Stroke Fainting
Kidney Disease Memory loss
Ulcers ' Loss of consciousness
Asthma or Lung Disease Muscle spasms
Cancer -~ TYPE: Numbness or tingling of hands/feet
Fatigue Blindness or trouble seeing
Weakness Deafness or trouble hearing
Fevers
Skin problems/disorders ~ TYPE: HEMATOQLOGIC:
Gout Anemia
Phlebitis Blood clots
Rheumatic fever Bleeding tendency
Tuberculosis Easily bruised
) Circulatory problems
CARDIOVASCULAR: Blood thinners (currently on)
Chest pain, Angina If yes, type:
Heart Atiack, Myocardial Infarction
Palpitations MUSKULOSKELETAL:
High Blood Pressure, Hypertension Joint pain
Shormess of Breath Joint swelling
Ankle Swelling Muscle weakness
Morning stiffness
Arthritis / Osteoarthritis
Rheumatoid Arthritis
Bunions
Qsteoporosis
Bone / Joint infections
Other illness or diseases that are not listed? Please describe,
MEDICATION FREQUENCY | MEDICATION FREQUENCY
1. 5.
2. 6.
3. 7.
4 8.
FAMILY HISTORY
Please check if any of vour family (parents, brothers, sisters, grandparents) have a history of the following:
YES NO YES NO
Diabetes {sugar) Abnormal bleeding
Heart disease Rheumatoid Arthritis
Anesthetic complications Osteoarthritis
Cancer ~ TYPE: Gout
: SOCIAL HISTORY
What is your approximate weight: Height:
Qccupation: No. of years? Job Duties:
Do you smoke: Yes No In the past? Yes No | If yes, amount:
Are youw Right handed  Left handed Do you regularly wear your seat belt? Yes No
Have vou ever had a problem with alcohol? Yes No | Have you ever had a problem with drugs?  Yes No
Please st all sports and hobbies you are involved in:
Therapxst Slguature - wi S - Date "
(I have reviewed this information wzﬂz tlus patzent. ) -




