
Name_____________________Date___________

MEDICAL HISTORY

Instructions:  Please circle the correct response.  Sign and date when completed.

1. HISTORICAL INFORMATION

Have you ever been diagnosed or told you

Had any of the following?

1.  High Blood Pressure (hypertension)




YES
NO

2.  Hardening of the arteries (arteriosclerosis)



YES
NO

3.  Diabetes








YES
NO

4.  Heart or blood vessel diseases





YES
NO

5.  Bone spurs on the neck bones (cervical spondylosis)


YES
NO

6.  Whiplash injury (flexion-extension injury-cervical sprain)

YES
NO

7.  Have any of your relatives ever suffered a stroke?


YES
NO

8.  Were you ever a smoker?  From___To___



YES
NO

9.  Do you take any medication on a regular basis? What?


(Cumidin, Heparin, Aspirin, Antihypertensive, etc.)

YES
NO

10. (Women only) Have you ever taken oral contraceptives?

YES
NO


From____To____

Have you ever experienced any of the following,

Even short temporary attacks?

11.  Blurred vision?







YES
NO

12.  Double vision?







YES
NO

13.  Diminished or partial loss of vision in one or both eyes?

YES
NO

14. Complete loss of vision in one or both eyes?



YES
NO

15.  Ringing, buzzing or any noise in the ears?



YES
NO

16.  Hearing loss in one or both ears?




YES
NO

17.  Slurred speech or other speech problems?



YES
NO

18.  Difficulty swallowing?






YES
NO

19.  Dizziness?







YES
NO

20.  Temporary lack of understanding?




YES
NO

21.  Loss of consciousness, even momentary blackouts?


YES
NO

22.  Numbness or loss of sensation in the face, fingers,

 
hands, arms, legs or other parts of your body?


YES
NO

23.  Any other abnormal sensations in any part of your body?

YES 
NO

24.  Weakness, clumsiness or loss of strength in the face,


fingers, hands, arms or legs?




YES
NO

25.  Sudden collapse without loss of consciousness?


YES
NO

Age____Sex____


Signature______________________Date______
Patient Name_____________________

Please mark current or frequent symptoms with a check


MUSCLES & JOINTS


FOR WOMEN ONLY

___
Tremors 



___
Painful Periods 

___
Muscle Atrophy 


___
Excessive Flow 

___
Muscle Cramps 


___
Irregular Cycles 

___
Stiff Neck 



___
Hot Flashes 

___
Swollen Joints 


___
Miscarriage 

___
Stiff Joints 



___
Vaginal Discharge 

___
Painful Joints 


___
Other (what)__________________

___
Foot Trouble



Age when period started______________

___
Pain betw Shoulders 

Menstrual Flow:__light;__moderate;__heavy

___
Backache 



Menstrual period:___regular;__irregular

___
Spinal Curvature 


Days in cycle:___Duration of flow: _____

___
Other (what)___________

Date of last PAP test:_________________







First day of last menstrual period:______


BREASTS



Previous Pregnancies:

___
Lumps/masses/growths 

DELIVERY DATE   TYPE  DIFFICULTIES

___
Pain/tenderness 


____________________________________

___
Dimples in breasts


____________________________________

___
Change in color/size


____________________________________

___
Nipple Discharge 


Are you currently pregnant?___________

___
Other (what)_____________
Signature________________Date______

HAVE YOU HAD ANY OF THE FOLLOWING DISEASES? (If yes, please give the dates)

___Appendicitis

___Measles


___Influenza

___Pneumonia


___Mumps


___Alcoholism

___Rheumatic Fever

___Chicken Pox

___Venereal Disease

___Polio


___Anemia


___Arthritis

___Tuberculosis

___Cancer


___Epilepsy

___Whooping Cough

___Mental Disorder



Family History (If a close relative of yours has or has had any of the following diseases, please indicate the nature of the disease, relationship of person to you, and the date of the disease.)

Diabetes_______________________________________________________________________

Heart Disease__________________________________________________________________

Hypertension__________________________________________________________________

Kidney Disease_________________________________________________________________

Cancer________________________________________________________________________

Back Problems_________________________________________________________________

Please mark current or frequent symptoms with a check

GENERAL SYMPTOMS


RESPIRATORY

___Headache




___
Chronic Cough 

___Fever
 



___
Spitting Blood 

___Chills 




___
Spitting Phlegm 

___Night Sweats 



___
Chest Pain 

___Convulsions 



___
Difficulty Breathing 

___Loss of Sleep 



___
Asthma/Wheezing

___Fatigue 




___
Other (what)__________________

___Nervousness 


___Loss of Weight




EYE, EAR, NOSE & THROAT

___Numbness or pain in


___
Crossed Eyes 


arms/legs/hands 


___
Pain in Eyes 

___Allergy (what)___________

___
Earache 

___Other (what)____________

___
Ear Discharges 







___
Nose Bleeds 


GASTRO-INTESTINAL

___
Sore Throat

___
Poor Appetite 


___
Hoarseness 

___
Poor Digestion 


___
Hay Fever 

___
Excessive Hunger 


___
Frequent Colds 

___
Belching or Gas 


___
Goiter/Enlarged Thyroid 

___
Nausea 



___
Tonsilitis

___
Vomiting 



___
Sinus Trouble 

___
Vomiting Blood 


___
Other (what)__________________

___
Pain over stomach 




___
Constipation 




SKIN OR ALLERGIES

___
Diarrhea 



___
Skin Eruptions

___
Abdominal Pain 


___
Itching 

___
Hemorrhoids 



___
Bruising Easily

___
Liver Trouble


___
Dryness 

___
Jaundice 



___
Boils 

___
Gall Bladder Trouble

___
Sensitive Skin 

___
Hiatal Hernia



___
Hives or Allergy 

___
Other Hernia________

___
Eczema 

___
Other (what)________

___
Skin Cancer







___
Other (what)__________________


CARDIO-VASCULAR
___
Rapid Heart 




GENITO-URINARY

___
Slow Heart 



___
Frequent Urination 

___
High Blood Pressure 

___
Painful Urination 

___
Low Blood Pressure 


___
Blood in Urine 

___
Pain Over Heart 


___
Kidney Infection/Stones 

___
Swelling of Ankles 


___
Prostrate Trouble 

___
Poor Circulation 


___
Bed Wetting 

___
Varicose Veins 


___
Inability to control Urine

PHYSICAL ACTIVITIES (Include sports, exercise and active entertainment)



TYPE



FREQUENCY

AMOUNT

1.______________________________________________________________________

2.______________________________________________________________________

3.______________________________________________________________________

Other hobbies/leisure activities:____________________________________________

Number of hours sleep per night:________________Quality of sleep______________

Are you currently taking any medication(Prescription or over-the-counter)?_______

Kind/Reason:____________________________________________________________

Environmental inhalant exposure:  Kind________________Amount Daily_________

Number of Years___________________________

Are you currently taking supplements?________Kind?_________________________

Do you eat meals regularly?________Is your appetite good?_____________________

Do you often skip breakfast?_____Eat dairy products?____Types________________

Late night snacks?_________________Junk food frequently____________________

Are you a vegetarian?_____How long?_______________________________________

Have you ever been hospitalized?_______


DATE

DESCRIPTION


TREATMENT

Any other surgeries?____Date/Describe:_____________________________________

List any accidents or falls:  CAR____________________________________________

MOTORCYLE__________________________SPORTS________________________

OTHERS_______________________________________________________________

Have you ever suffered any head traumas? ____Date/Describe:__________________

Have you ever been knocked unconscious?____Date/Describe:___________________

Have you ever had any spinal taps or spinal injections?____Date/Description:_____






Signature_____________________Date________
