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PATIENT NAME: DATE:

What Problems Are You Seeing The Doctor For Today?

When Did This Problem Begin?

Have You Had Any Tests Done For This Problem? (please circle all that apply)
MRI EMG CT-SCAN XRAYS  IFSOWHERE?
List all current medications you are taking

Other medical problems (please circle all thet apply) 0 YES O NO
HIGH BLOOD PRESSURE HEART PROBLEMS DIABETES ULCER
ARTHRITIS OTHER B

Have you had any surgeries and where? _ .

Are you allergic to any medications? [ YES o No I yes, what?

Doyousmoke? O YES oo #of Packs per day:

Do you use alcohol? O YES oo If yes, how often

Do youuse drugs? O YES oo If yes, which drugs

Do you have any history of drug addiction? T YES 0 NO

If yes, which drugs: and how long

Any family history of medical problems? (please circle all that apply) 0 YES 0 NO
HIGH BLOOD PRESSURE HEART PROBLEMS DIABETES ULCER
ARTHRITIS OTHER B o
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