CONFIDENTIAL PATIENT CASE HISTORY

ire. This confidential history will be part of your permanent records.

Please complete this questionna

THANK YOU.
Birthday Sex OMOF

Name
City Zip
Cell E-Mail

Address - .
Soc. Sec. # ‘ Home Phone ' Work

Spouse’s Name

Marital Status: 1M O0S OD COW Children, Ages

Occupation Employer

How else did you hear about us?

Who referred you to us?

What is your major complaint?

How long have you had this condition?

Have you had this or similar conditions in the past?

Do any positions make it feel worse?

Do any positions make it feel better?.
Is this condition: [ Improved »,0 Unchanged [ Getting Worse
Is this condition interfering with your: 0 Work [ Sleep [ Daily Routine Other

Other doctors or therapist who have treated THIS condition

What do you think caused this condition?

List surgical operations and years:

Do you have a family physician? Name

Medications, dosage and frequency:

Have you been in an auto accident or had any other personal injury? O0Y [DON Describe

Date

Signature
Date

Parent/Guardian

Patient Name. Number Date
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REVIEW OF SYSTEMS Check only the ones you now have or have had in the past.

GENERAL NOW PAST THROAT NOW PAST GASTROINTESTINAL NOW PAST
Weakness O O Soreness O O Abdominal Pain O O
Fatigue o O Bad Tonsils o 0O Nausea o O
Fever O (] Hoarseness O O Bloated O O
Chills O O Pain O O Belching O |
Night Sweats o O Trouble Swallowing O O Heartburn o O
Fainting o 0O Recurrent Infections O O Indigestion o O
SKIN NECK Irregular Bowel Habits o 0O
ColorChanges 0O 0O Neck Enlargement [ O Constipation o 0O
Nail Changes o O Stiff Neck o O Diarrhea o O
Hair Changes o 0O Soreness o O Gas o O
Moles o O Lumps o 0O Hemorrhoids o a4
Rashes o ad Masses o O Poor Appetite o 0O
Sores o O BREASTS Food Intolerance o 0O
Weakness o 0O Discharge o 0O Bloody Stools o O
HEAD Lumps o O Black Stools o O
Headaches o O Pain o 0O GENITOURINARY
Injuries | O Bleeding 0 ] Urgency O (]
Bumps O O Nipple Changes O O Incontinence (] O
Last Eye Exam Skin Changes O O Straining o 0
Glasses o 0O Bloated o 0O Back Pain o O
Contacts O O LUNGS Frequent Voiding (] O
Cataracts o 0O Cough o 04 Stones o O
EARS Phlegm o O Burning o O
HardofHearing 0O 0O Blood o O Bed Wetting o O
Deafness o O Short of Breath o 0O Small Stream o O
Ringing o 0O Wheezing o 0O Discharge o 4
Discharge o O Pain o 0O Impotence o 0O
Earache o 0O Congestion o 0O Dribbling o 0
ltching O (] Inhalant Exposure 0O O Cloudy Urine O O
Dizziness O O HEART Urine Color
Room Spins o 0O Murmur i | O Spotting Between
NOSE Palpitations O 1B Periods (m] (]
Decreased Smell O O Rapid Heartbeat O O Menstrual Cramps O O
Bleeding o 0ad Swollen Extremities O O Discharge o 0O
Pain O O Cold Extremities O O ltching O O
Discharge O O Chest Pain/Pressure [ O Painful Intercourse O O
Obstruction O (] Varicose Veins O O Irregular Periods O (]
Post Nasal Drip O O Blood Clots O O Hot Flashes O O
Deviated Septum O O Blue Extremities a O Contraception Type
Runny Nose o O BLOOD Age at First Period
Sinus Congestion O 0O Anemia o 0O Duration of Cycle
OUTH Low Blood Iron o O Duration of Flow

BleedingGums 0O O Easy Bruising O O No. of Pregnancies
Sores .o O Easy Bleeding O O -No. of Births
Dental Problems 0O O Swolien Nodes o O No. of Miscarriages
Bad Breath o o Painful Nodes a O No. of Abortions
Loss of Taste o 0O Sugar in Blood O O Menstrual Flow O Heavy OO Mod I Light
Dry Mouth o O Red Spots o 0O Last Period
Ulcers O O Last Pap Smear
Blisters' o 0ad Last Vaginal Exam

Last Mammogram

Last Prostate Exam

NAME
Patient Name Number Date
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1 5. Relieving

CASE HISTORY

NAME

LAST

FIRST PATIENTS NO.

MIDDLE ] DOCTOR DATE

HOME ADDRESS

PHONE

SEX
M F

|

STATUS
SMWD

AGE

DATE OF BIRTH [

Date of onset, Mode of onset, Location of complaint, Type of pain

1. Chief
Complaint

Other systems involved, Other treatments sought and effects.

[

l
F

condition:

(onset, course
and treatment)

2. History of |

I

3. Pain (or
presenting
symptom)

Position
Character
Frequency
Duration

Please mark areas of pain on ﬂw figures

l
l

|

l

l

4. Aggravating
Factors

g,

Factors

6. Associated

Symptoms

©Breakthrough Coaching, LLC 2003 UNAUTHORIZED DUPLICATION IS ILLEGAL FORM 101DC



