Medical History Form

Date: / /
Name: TOPO
Date of Birth: / / Age: yrs. Sexx: M/ F

How did you hear about our clinic? Circle Answer:
Referring Physician/Clinic Internet Phone book Family/Friend

Name of Physician or Referral Source

Who is your primary care physician/clinic?

When did your pain begin?

What started your pain?

Accident at work Following an illness or medical treatment
Exposure at work Just began spontaneously
Auto accident Other

Accident someplace else

In the space below, describe how the pain began (datzilst the injury or pain onset):

Use the following scale to answer the next 3 questions.

0 = no pain

2 = mild pain which does not interfere with activities

4 = moderate pain which interferes with some activities

6 = moderate/severe pain which interferes with mostiaes

8 = severe pain which limits all activities

10 = severe pain to the degree that some people would nathiee alive.

What is your painatitsworst? 0 1 2 3 54 6 7 8 9 10
What is your pain at its best? 0O 124 5 6 7 8 9 10

What is your pain mostoften? 0 1 2 8 5 6 7 8 9 10
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What makes the pain worse?

What makes the pain better?

Mark the drawings where you hurt, using the letterslibat describe the pain in that

particular area (for example, put an “A” over the lback if you have aching pain in the
low back):

A=Aching B=Burning S =Stabbing N =Numbness Mns and needles

Treatments you have tried: Was this helpful?

Medications: Yes No
P.T. Or Chiropractic: Yes No
Injections: Yes No

What types of treatments are you interested in?
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Past Medical History:

() Frequent Infections () Asthma ( ) Hearia&k

( ) Circulatory Disease () Thyroid Problems ) Stroke

( ) Respiratory Problems () Liver Disease ) Hepatitis

( ) Kidney Disease ( ) Stomach Ulcers (eig6re Disorders

( ) Bleeding Disorders () Anemia () Arthritis

() Skin Problems ( ) Diabetes () High Chtdeol

() Depression () Anxiety Disorder () Hypesien (High B/P)
() Immune Disorder () Osteoporosis ( )edth

Past Surgical History:

Surgery Date Surgery Date

List all allergies you have, including medications,dptatex, or other substances.
Describe what kind of reaction you had to each (for examash, short of breath, etc.)

List the names of all the medications you are taking: now

Drug Dose When taken
Example: Tylenol 500mg 2 tablets twice a day

The following questions are to help us understand your siition better so we can
help you deal with any social or work stresses that this rdecal problem may be
causing you.
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Marital status: single, never married single, divorced single, widowed
married living with significant other

Number of children and their ages:

Last school level you attended:

Are you currently working? Yes No; if “yes”, answer the next 3 questions:
What is your current type of work?

Are you currently working:  Full time Part time
Are you working: Without restrictions
With restrictions written by a physician

Are you receiving any financial compensation now for insbme due to disability?
Yes No
Are you involved in any litigation regarding your pain caiwh? Yes No

Some of the medications we prescribe could be addictive abused. Please answer
the following questions honestly so that we can help you assgesir potential risk if
these medications become necessary.

Do you smoke? Yes No; If yes, how many packs per day do you smoke?

How many alcoholic drinks do you normally consume?
per day / week / year (circle).

Do you have any history of drug or alcohol abuse? Yes No
If yes, did you undergo treatment for this? Yes No
If yes, please describe, including the year and whatrent was for:

Have you ever had any traffic violations related to drugdamhol? Yes No
If yes, please describe.

Is there a history of any back pain or other chronic payour family? Yes No
If yes, please describe.

Check any of the following problems you are_currentlyor recently suffering from:

() Weight Loss () Immune system disorder
() Difficulty sleeping () Depression

( ) Diabetes ( ) Fever

( ) Decreased hearing () Swelling of ankles

() Chest Pain ( ) Cough

() Shortness of breath ( ) Diarrhea

() Constipation () Bladder incontinence
() Difficulty urinating

() Bleeding disorders (even if due to a medicatioe Coumadin)
() Visual impairment requiring glasses or contacts
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