Location:

(Where is the pain/problem?)

Severity

(How severe is the pain/problem on a scale of 1-5 with 5 being

the most severe?)

Timing

(Does the pain/problem occur at a specific time?)

Associated signs/symptoms

(What other associated problems have you been having?

Past Medical History

Quality

(Example: normal versus abnormal color, activity, etc.)

Duration
(How long have you had this pain/problem?, or, When
did it start?)

Contexi

(Where were you at the onset of this pain/problem?)

Modifying factors

(What makes the paip/problem worse or better?, or,
Have you had previous episodes?)

Have you ever had the following:  (Circle 'no" or "yes', leave blank if uncertain)

Measles ............. no yes Anemia.............. no yes Backtrouble.......... no yes Hepatitis ............. no  yes
Mumps ............ . rio yes Bladder Infections ... .. no yes HighBlood Pressure ... no yes Ulcer................ no yes
Chickenpox .......... no vyes ' Epilepsy ... ... .. ... no yes Low Blood Pressure .... no vyes Kidney Disease........ no  yes
Whooping Cough ..... no vyes Migraine Headaches ... no yes Hemorrhoids ......... no vyes Thyroid Disease ....... no  yes
Scarlet Fever ......... no vyes Tuberculosis.......... no yes Date of last chest x-ray Bleeding Tendency .... no yes
Diphtheria ........... no vyes Diabetes............. no yes Asthma ........... ... no yes Anyotherdisease...... no  yes
Smallpox ............ no yes Cancer .............. no yes Hivesorkczema ...... no yes (please list):
Pneumonia .......... no vyes Polio................ no yes AIDSorHIV+ ........ no  yes
Rheumatic Fever ...... no vyes GClaucoma ........... no yes Infectious Mono....... no  yes
Heart Disease ........ no yes Hemia ........ e no yes Bronchitis ............ no  yes
Arthritis ........ ... no vyes Blood or Plasma Mitral Valve Prolapse .. no  yes
Venereal Disease .. ... no yes  Transfusions......... no yes Stroke ............... no  vyes
Previous Hospitalizations/Surgeries/Serious liinesses When? Hospital, City, State
Medications: (Include nonprescription)
Have you ever taken Phen-Fen/Redux? ............. no yes
Patient social history:

Marital status Single: Married: Separaten Divorced: Widowed:

Use of alcohol: Mever: Rarely: Moderate Daily:

Use of tobacco: Never: Previously, but quit: Current packs / day:

Use of drugs: Never: Type/Frequency:

Excessive exposure Air-borne

at home or work to:  Fumes: Dust: Solvents: . Particles: Noisa:

Family medi
Age [riseases

Father

Mather

Siblings

Spouse

Children
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Fever. ... ... ...
Fatigue
Headaches .. .. ...... ... ...

1 Fesan
I

Eye giszase or injury
Wear glasses/contact lenses . . . .

Blurred or double vision

ko
Mo
....... o

[ Ezre/Mose/hMouth/Throat
Hearing loss or ringing. .. ... .. MNo

Earaches or drainage . . .. ... .. No
Chronic sinus problem or thinitis. No
Mossbleads ............... No
Mouthsores . ......... ... .. No
Bleedinggums. .. ...... ... .. No
Bad breath orbad teste . . . .. .. No
Sore throat or voice change . . . . No
Swollen glands inneck. ... .. .. No
[ Cardiovascular
Hearttrouble. . .. ........... No
Chest pain or angina pectoris. . . No
Palpitation. .. .............. No
Shortness of breath w/walking
orlvingflat ................ No
Swelling of feet, ankles or hands No
[] Respiratory
Persistent cough or throat dearing

not associated with a known iliness
(fasting more than 3 weeks)? . .. No

Spitingup blood. . .. ... ... .. No
Shorinessof breath ... ..... .. No
Wheezing . ................ No
[ Gastrointestinal

lossofappetite. .. .......... No
Change in bowel movements. . . No
Nausea orvomiting . . ... ... .. No
Frequentdiammhea .. ......... No
Painful bowel movements

or constipation ............. No

Redal bleeding or blood in stool No
Abdominal pain. .. .......... No

any

Yes
Yes

Yes
Yes
Yes
Yes

Yes
Yes

TS

Sh
LU

naf history belo

(1 Genitourinary
Frequenturinaion ... ..... .. No
Burning or painful urinzdon ... No
Bloodimurine. ... ... ... .. fNo
Change in force of strain
when utdneting. .. ... ... .. o
tncontinence or dribbling . . . .. No
Kidneysiones. . ............ o
Sexual difficadty ... No
kale -testiclepain. .. ..... .. No
Female - pain with periods . ... Mo
Female - irregular periods. .. .. No
Female - vaginal discharga .. .. No
Female - # of pregnandies . . ..
Fernale - # of miscarmiages . . ..
Female - date of lest pap smear

] Muscufoskeletal
Jointpain ................. No
Joint stiffness or swelling . . . . .. No
Weakness of musdles or joints. . No
Muscle pain or cramps . . ... .. No
Backpain................. No
Cold extremities. . . ......... No
Difficulty in walking . . .. ... .. No

[] integumentary (skin, breast)
Rashoritching............. No
Changeinskincolor....... .. No
Change in hairornails .. ... .. No
Varicoseveins. . ............ No
Breastpain................ No

reastlump ............... No

Breast discharge .. ... ....... No

[] Neurclogical

Frequent or recurring headaches No

Light headed or dizzy . . .. .. .. No
Convulsions or seizures. . . . . .. No
Numbness or tingling sensations No
Tremors.................. Mo
Paralysis. ................. No
Head injury ............ ... No

" Yes

Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

Yes
Yes
Yes
Yes
Yes
Yes
Yes

]

td

ughi

Viotent of Unusuat Thioughts Mo
Emciocrine

Glandular ot hormone problem . No
Excesstve thirst or urinaion .- .. Mo
Heat or coid intolerance ... ... No
Skin becomingdder. . . .... ... Mo
Change in hat or glove size . ... Neo
Hematolegic/Lymphatic

Stow to heal aftercuts ... ... .. No
Bleeding or bruising tendency . . No

Anemia

- Phiebitis
Pastrdnsfision ... ... ... .. "N&~
Enlarged glands . .. ..... ... .. No
Aliergic/immunologic

|

Yes
Yes
Yes
Yes

s

Yes

History of skin reaction or other adverse

reaction to:

Penicillin or other antibiofics. . No  Yes
Morphine, Demerdl,
or other narcotics . .. .. ..... No Yes
Novocain or other anesthetics. No  Yes
Aspirin or other pain remedies No  Yes
Tetanus antitoxin
orotherserums. . .......... No Yes
lodine, Merthiolate or
other antiseptic. . . ......... No Yes
Cther drugs/medications:

Known food allergies:

Environmental allergies:

To the best of my knowledge, the questions on this form have been accurately answered. | understand that providing incorrect
information can be dangerous to my health. It is my responsibility to inform the doctor’s office of any changes in my medical status. |
also authorize the healthcare staff to perform the necessary services | may need.

Signature of Parent or Guardian
Doctor’s Review

Date

Signature of Doctor

Date




