Patient Health History

Please complete all areas that are in BOLD

Name Date
Date of Birth Age: Sex: Male Female
ALLERGIES:

Who referred you today:

Why are you here today?:

Duration of pain/symptoms:

Have you ever had prior problems/injuries with this body part? If yes, please

explain?

Which pharmacy do you use?

PAST MEDICAL HISTORY: Are you currently or have you been treated for any of the
following conditions.

Yes | No Yes | No
Asthma Ulcer/Acid Reflux/GERD
Tuberculosis Osteoporosis/Osteopenia
COPD Hypo/Hyperthyroidism
Heart Disease/Pacemaker Diabetes Type UType 11
Heart Attack/ Angina Renal Failure/Kidney Disease
High Blood Pressure Cancer:
Anemia Sexually Transmitted Disease/HIV/AIDS
Peripheral Vascular Disease Lyme Disease
History of Blood Transfusion Rheumatoid Arthritis/Lupus
Psoriasis Gout
Blood Clot/ DVT History of Prednisone or Steroid Medication
Stroke Other:
PAST SURGICAL HISTORY

Please list any previous hospitalizations or surgeries you have had, the dates, and
surgeons.

MEDICATIONS: Please list any prescription or over-the-counter you currently
take:

Can you take anti-inflammatory medications like aspirin, Motrin (ibuprofen), Aleve
(naproxen)? Yes No Unsure




any of the following:
Father
Problem with anesthesia J
Cancer ]
Leukemia [
Heart Disease |
High Blood Pressure []
Arthritis |
Stroke 0
Diabetes []
Bleeding/Clotting Problem [

Indicate family members who have been diagnosed with
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SOCIAL HISTORY
Which is your dominant hand;

Right

Left

Are you employed?
Exercise Level | [No Exercise |

Occupation:
1-2 times weekly

|3+ times weekly

Do you currently use any of the following?
Tobacco Products None

Give the closest amount of cigarettes you smoke in

Cigarettes

12 pack

an average day.|:|'/z pack 1 pack

Smokeless Tobacco

2 packs

Cigars

3 packs

Alcoholic Beverages — A drink is 1 shot of liquor or 1 glass of wine or 1 bottle/can of beer.

[ Abstainer (less than 12 drinks/yr)
] Heavy (more than 2 drinks/day)

Light (1 - 13 drinks/mo)

|:| Moderate (4 — 14 drinks/wk)

REVIEW OF SYSTEMS: Do you experience any of the following?

00 Weight loss/gain
OOFatigue/weakness

O Fever/chills

0 Night sweats

[0 Migraine headaches
0 Visual changes

O Glasses/contact lenses
[0 Hearing Loss

0 Vertigo

0 Painful Joints

O Stiftness in joints

(0 Stiffness in neck
[OSwelling of joints

0 Hoarseness
OO0 Sore throat

O Cough
[0 Wheezing
0 Palpitations

O Pacemaker

Patient Signature:

0 Dental pain/cavities

00 Shortness of breath

O Coughing of blood
(0 Angina/ chest pain

O Heart murmur

00 Heartburn/reflux
T Diarrhea/constipation

[0 Abdominal Pain

[0 Nausea/vomiting
[J Bloody stool

0 Frequent urination
(0 Pain with urination
(0 Kidney stones

0 Blood clots/ DVT
[J Varicose veins

0 Easy bruising

(1 Joint replacement
0 Seizures

O Paralysis

O Depression/anxiety

I have reviewed this form. All pertinent positives and negatives in the patient’s medical
history and review of systems are noncontributory, unless otherwise indicated, as noted

from the patient questionnaire.

MD Date
Scott A. Bissell M.D. / Vipul Dua M.D.
Date/Int. | Date/Int. | Date/Int. | Date/Int. | Date/Int. | Date/Int. | Date/Int. | Date/Int.
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For Office Use Only

Age:

Vitals: Height Weight Pulse Respiration

HPI: (by patient report)
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