
      PATIENT MEDICAL HISTORY 
PATIENT NAME TODAY’S DATE PATIENT #     OFFICE USE ONLY    

DATE OF BIRTH AGE GENDER:        MALE         FEMALE                       
HEIGHT  _____________    WEIGHT ____________ 

CC:          L                  R 

PRIMARY CARE PHYSICIAN REFERRING PHYSICIAN  

CHIEF COMPLAINT:  Why are you seeing the doctor today? 

 

HPI: 

WHEN DID THIS PROBLEM BEGIN? (DATE)  
IF INJURY, HOW DID IT HAPPEN?  
 

 
PLACE OF INJURY 

 ON THE JOB       HOME       MOTOR VEHICLE ACCIDENT       OTHER ________________________________ 
 

SPORTS OR ACTIVITIES WHAT IS YOUR DOMINANT HAND? 
             LEFT                   RIGHT 

 
ANY PRIOR TREATMENT?   YES                  NO 

 DOCTOR’S OFFICE (Who treated you?)  ______________________________ 
 EMERGENCY ROOM          HOSPITAL   

DATES:  

MEDICATIONS (LIST CURRENT MEDICATIONS INCLUDING OTC AND HERBALS OR ATTACH COPY)  
DRUG DOSE FREQUENCY  
   REVIEW OF SYSTEMS: 
    
    
   PE: 
    
    
    
ALLERGIES (LIST ALL)  
  
  
  
SURGERIES (LIST ALL TYPES OF OPERATIONS) DATE  
   
  IMAGING STUDIES: 
  LABS: 
   
WHAT TYPE OF WORK/JOB DO YOU DO?  HOW LONG? ASSESSMENT: 
MARITAL STATUS    M         S         D         SEP         W       PARTNER  
DO YOU SMOKE?         YES        NO     HOW MANY PACKS PER DAY?  ____________________ 

 PLAN: 

DO YOU DRINK?           YES        NO     HOW MANY DRINKS PER DAY?  ____________________ 
  

FAMILY HISTORY (Health status of immediate family. List hereditary diseases or illness):   

___________________________________________________________________________________________________ 

 

___________________________________________________________________________________________________  

COMPLETE MEDICAL HISTORY ON BACK SHEET
 

 



ORTHOPEDIC PROBLEMS: 
Please check any problems that apply to you now or in the past  

OTHER MEDICAL PROBLEMS: 
Please check any problems that apply to you now or in the past 

*If you check a box please provide more information  *If you check a box please provide more information 
  Arthritic Condition (diagnosed)   Anemia 

  Back Pain 
 

  Asthma 

  Bone Infection 
 

  Bladder 

  Bone Spurs   Blood or Bleeding Disorder, what type? _________________________ 

  Brittle or Soft Bones (Osteoporosis)   Cancer or Tumor, what type? __________________________________ 

  Bursitis   Cardiac Disease (coronary) 

  Curvature or Spine Abnormality   Colitis 

  Dislocated Joint   Diabetes 

  Fractures (list date and type) _________________________________ 
 

  Dizziness 

_____________________________________________________________   Drug Addiction or Alcohol Abuse 

_____________________________________________________________ 
 

  DVT or Phlebitis 

_____________________________________________________________ 
 

  Epilepsy 
 

  Gout   Esophageal Reflux 
 

  Joint Pain / Joint Swelling   Eye Disease 

  Loose Body in Joint   Fainting Spells  

  Neck Pain   Frequent or Constant Numbness or Tingling of Body Parts, where?     
_________________________________________________________ 

  Rheumatism   Gall Bladder Disease 

  Ruptured Disc   Genital or Gynecological Conditions 

  Sciatica   Heart Murmur 

  Tendinitis   Hernia 

  Torn Cartilage or Ligaments   High Blood Pressure 

  Torn Muscles or Tendons   Kidney Disease 

  Other Serious Injuries (List) __________________________________ 
 

  Liver Disease 

_____________________________________________________________   Mental Disorder, what type? ___________________________________ 

_____________________________________________________________   Migraine Headaches 

_____________________________________________________________   Neurological Disease, what type? ______________________________ 

_____________________________________________________________   Pancreatitis 

   Paralysis of Limbs 

   Pneumonia 

   Poliomyelitis 

   Respiratory Illness 

   Rheumatic Fever 

   Seizures 

   Skin Disease/Disorder, what type? _____________________________ 

   Thyroid Disorder 

   Tropical Disease 

   Tuberculosis 

   Ulcer Disease 

   Other Problems not listed.  Specify:  ____________________________ 
 
______________________________________________________________ 

 


