HISTORY OF PRESENT ILLNESS

To help us meet your healthcare needs, please fill out this form completeiy.
Date

Patient Name DOB Age
Gender UM arF

Reason For Visit

Location Of Problem/Pain (Please place X's on Figure At Below)

Circle Pain Level Today: (0 =none 10 = worst)
01 2 3 45 6 7 8 910
How Many Days You Have Pain In The Week?
1 2 3 45 6 7
Level Of Pain On Worst Day: (0 =none 10 = worst)
01 2 3 45 6 7 8 910

Right  Left Left _ Right

Date Problem First Started Place Of Injury (If Applicable)

Is Condition Related To [ Iliness Q Employment 1 Auto U No Accident [ Other Accident

Was Onset Of Symptoms U Sudden U Gradual Pain Has Been Present For: Days ___Weeks __ Months ___VYears

How Problem Started

What Symptoms Do You Have Today? dPain U Swelling U Tenderness [ Numbness U Tingling  Q Stiffness
U Weakness [ Mass or Lump [ Popping U Locking U Burning (.

Where Is The Pain Located? Please be specific.

What Does The Pain Feel Like? (Check All That Apply)  Sharp U Dull O Aching O Stinging 1 Throbbing 1 Burning

When Are Symptoms Present? (1 All The Time U During Activity U After Activity U Occasionally O Rarely
U Comes & Goes [ With Weather Changes 1 In Morning W InEvening (At Night

What Makes The Symptoms Worse? O Sitting [ Standing [ Walking O Bending Q Lifting O Twisting Q Climbing Stairs
U Going Down Stairs [ Lying Down [ Activity [ Reaching U Pulling O Carrying 0 Any Movement

What Makes The Pain Better? [ Rest Ice U Heat U Medication U Brace O
Does The Pain Wake You Up At Night? Yes U No

Treatment You Have Received For This Problem: (1 Went To The Emergency Room
O MRI Qct Q X-Rays U Physical Therapy 1 Nerve Conduction Study QO Epidural Steroid Injection

U Injections U Surgery - Date Performed Q Other
U Medicine: Please List:

Has Your Condition Changed With The Prior Treatment: (1 Unchanged O Slightly Better 0 Improved U Worse




Health History

Weight: Height: Handedness: U Right QO Left

Other Doctors Seen For This Problem:

Legal Counsel Consulted For This Problem:

List All Current Medications Patient Medical History Family Medical History Social History
Have you ever been diagnosed | Have any family members | Have You Ever Smoked?
with: been diagnosed with: OYes O No

Packs Per Day:
HIV/AIDS Qves UNo | Cancer Qves 0ONo How Many Years: ______
Cancer QYes UNo | Type:

i Diab Qy N Do You Currently Smoke?
Type: iabetes es o 0 Yes Q No
Diabetes QYes UNo [ Heart Disease UYes UNo
Heart Disease OYes [ONo | Type: Do You Have A History Of
Type: Kidney Disease (Yes ([No | Substance Abuse?

Kidney Disease QYes UNo | Hypertension  QYes ONo QYes U No
Hypertension QYes UNo | Ulcers QYes UNo Do You Exercise Regularhy?
Ulcers QYes [UNo [ HepatitisB, ¢ Yes UNo QYes O No
Hepatitis B, € QYes ONo | Arthritis QOyYes ONo
Arthritis QYes ONo | Chest Pain QYes ONo | Do You Drink Alcohol?
Chest Pain QYes ONo | Stroke Oves QNo | HYes U No

List Drug Allergies Stroke OYes UNo | Epilepsy UYes [ONo T¥ Yes, How Ofter:
Epilepsy QYes UNo | Migraines OYes No
Migraines QYes ONo

Have you ever QYes 0ONo

suffered a heart Women:
attack?

Past Surgeries : Could you be pregnant?
List Other OYes O No
Known Medical
Problems:

Do you have any of the following symptoms today:
U Nausea or Abdominal Pain U Lightheadness, Dizziness [ Excessive Thirst or Hunger [ Fever, Chills Or Sweats
1 Open Sores, Wounds (O Shortness Of Breath U Chest Pain, Palpitations U Blurred Vision, Hearing Loss

Occupational History

Occupation

U Not Working [ Disabled Due To Another Health Problem U Retired [ Unemployed UHomemaker

Signature of Patient or Legal Guardian:




