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Patient History Questionnaire

Do you have MEDICARE health coverage? 0 YES (red chart) o NO receptionist initials

Patient Name

Date

Chief Complaint Do you have allergies? Yes No

Referring Doctor Do you have a latex/tape allergy? Yes No
Known adverse and allergic drug reactions? Please List.

History of Present Illness or Injury

Onset Date/Date Symptoms Began

How did your symptoms start?

What activities increase your symptoms? What Medications are you currently taking? Please list
long-term medications, including current medications,
What activities decrease your symptoms? over-the-counter drugs, and herbal preparations.

Medical History

Prior Hospitalization if Applicable
Do you have any of the following conditions?

Stomach Problems Yes No Pace Maker Yes No Health Status

Diabetes Yes No Heart Disease Yes No

Arthritis Yes No Seizures Yes No What is your current daily level of activity VERSUS
Cancer Yes No Pregnant Yes No previous level of activity.
Other Increase Same Decreased

What is your average daily pain level?

Please list past significant medical diagnoses and conditions o Related to this Injury.
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Please list past significant operative & invasive procedures Social History
Marital Status Single Married Widowed
Are you working? Yes No
If not, is this due to injury? Yes No
Did your injury occur at work? Yes  No
Last day of work
Surgery date for this injury if applicable Do you smoke? Yes No How Much

Current Equipment List

Do you use any of the following? Please Circle

Clinical Tests

Have You Had Any of the Following Tests? Walker Sling Cane Wheelchair
Diagnostic X-Ray Yes No Crutches Brace Other
CT Scan Yes No
Arthrogram Yes No Activities of Daily Living/Functional Deficits
Electromyogram Yes No
MRI Yes No What Daily functioning problems are you having?

Injections Yes No (driving, sleeping, walking, etc.)




