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Date of Visit: __/__/. Date of Last Physical Bxam__/__J.

Last Name: First Name Middle Nam e

Social Security Num ber: pos

Reason for your visit:

History of Present Iiness

Location of the problem

0n 3 scale of 1-10, 10 3s most severe, describe your problem: 1234567 89 10

When did you nofice the problem

Does anything help or make the problem worse? (sitting, standing, running, etc)

Is there anything else that occurs at the same time?.

Is the problem constant or variable?.

Does the problem interfere with your norm al activities? Yes No. Explain,

How?,

Howlong does the problem last?

LIST ANY PAST ILLNESSES AND LIST ANY PAST SURGERIES AND THE DATES THEY OCCURRED: DATES THEY OCCURRED:

pate [Disease [Please answer: __[ves [No [How often

[Po you smoke?
[Po you drink?
[Po you excerdise?

LIST ANY MEDICATIONS YOU ARE ON: PLEASE LIST ANY ALLERGIES YOU CURRENTLY HAVE

[Medications [All=rgies

LIST ALL SERIOUS ILLNESSES IN YOUR IMMEDIATE FAMILY: (EXAMPLE DIABETES, CANCER, HEART DISEASE, ETC.)

iness Relationship of person diagnosed with
jisease

PHYSICIAN USE ONLY: (COMMENTS/NOTES)



