Patient History Form


POTH HOLISTIC CHIROPRACTIC

Last Name______________________ First Name_______________ Date____________

Birth Date_____________________________ Age______   Height __________ Weight____________
Address_________________________________ City _________________ State______ Zip_________  

Home Phone _________________Work Phone __________________ Cell Phone__________________
Email address_________________________________ Primary Care Physician____________________
Employer _____________________________ Occupation ___________________________Years____ 

Marital Status ________________ No. of Children______ Spouse’s Name _______________________
Spouse Employer________________________________
How did you hear about our clinic? ______________________________________________________
Section A  Describe your complaints in order of severity (1st complaint, 2nd complaint, etc…) 

1st Complaint ___________________________________________Date Started____________

What is the history of this injury or symptom?

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What makes your problem worse? ________________________________________________________

What makes your problem better? ________________________________________________________

How would you describe your pain? ______________________________________________________

What is the location or radiation of your pain? ______________________________________________

How bad is your pain on a scale of 0 to 10?  (0=no pain and 10=unbearable pain)


Now:  ___/10

Average:  ___/10

Best:  ___/10

Worst:  ___/10

What time of the day or week are your symptoms worse?______________________________________

How often are your symptoms present?    □ Intermittently   □ Occasionally   □ Frequently    □ Constant
Your symptoms usually last for _____
 □ minutes 
□ hour(s) 
□ days 
□ week(s)
What daily activities have been affected?___________________________________________________

Have you received any treatment for this condition and if so what? ______________________________

If no more complaints please proceed to section B and C on page 2. 

2nd Complaint __________________________________________Date Started_____________

What is the history of this injury or symptom?

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What makes your problem worse? ________________________________________________________

What makes your problem better? ________________________________________________________

How would you describe your pain? ______________________________________________________

What is the location or radiation of your pain? ______________________________________________

How bad is your pain on a scale of 0 to 10?  (0=no pain and 10=unbearable pain)


Now:  ___/10

Average:  ___/10

Best:  ___/10

Worst:  ___/10

What time of the day or week are your symptoms worse? _____________________________________

How often are your symptoms present?    □ Intermittently   □ Occasionally   □ Frequently    □ Constant
Your symptoms usually last for     _____
 □ minutes 
□ hour(s) 
□ days 
□ week(s)
What daily activities have been affected?___________________________________________________

Have you received any treatment for this condition and if so, what?______________________________

If no more complaints please proceed to section B and C.
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3rd Complaint _________________________________________Date Started____________________

What is the history of this injury or symptom?

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

What makes your problem worse?________________________________________________________________

What makes your problem better?________________________________________________________________

How would you describe your pain?  ______________________________________________________________

What is the location or radiation of your pain? __________________________________________________________

How bad is your pain on a scale of 0 to 10?  (0=no pain and 10=unbearable pain)


Now:  ___/10

Average:  ___/10

Best:  ___/10

Worst:  ___/10

What time of the day or week are your symptoms worse? _________________________________________________

How often are your symptoms present?    □ Intermittently   □ Occasionally   □ Frequently    □ Constant

Your symptoms usually last for _____
 □ minutes 
□ hour(s) 
□ days 
□ week(s)

What daily activities have been affected?____________________________________________________________

Have you received any treatment for this condition and if so, what?________________________________________



Section B Please use a yes or no when answering any of the following.  If you are not sure leave a ? . 
___ Do you have a past history of cancer? 

___ Have you had any unexplained weight loss? 

___ Does your pain not improve with rest?

___ Are you over 50 years old?

___ No response to 4-6 weeks of conservative care?

___ Have you had spinal pain greater than 4 weeks?

___ Recent trouble starting or stopping urination?
 

___ Trouble starting or stopping bowel movements?

___ Numbness in the groin region?

___ Increasing muscle weakness in the legs?
___ History of significant trauma?

___ Minor trauma in person >50 years old?

___ Do you have osteoporosis (weak bones)?

___ Are you over 70 years old?

___ Any history of prolonged use of corticosteroids? 

___ Intravenous drug use?
___ Current or recent infection (urinary,respiratory,etc)?
___ Immunosuppression medication &/or condition?



Section C Please circle your ability to perform the following work or home activities

Routine/Activity           ABLE     RESTRICTED    UNABLE
Routine/Activity  
ABLE   
      RESTRICTED       UNABLE

	Sit in office chair
	1
	2
	3
	4
	5
	Carry 100 feet
	1
	2
	3
	4
	5

	Stand concrete
	1
	2
	3
	4
	5
	Push
	1
	2
	3
	4
	5

	Climb steps / stairs
	1
	2
	3
	4
	5
	Pull
	1
	2
	3
	4
	5

	Stoop to retrieve
	1
	2
	3
	4
	5
	Balance
	1
	2
	3
	4
	5

	Crouch to retrieve
	1
	2
	3
	4
	5
	Crawl
	1
	2
	3
	4
	5

	Kneel to retrieve
	1
	2
	3
	4
	5
	Reach 
	1
	2
	3
	4
	5

	Reach overhead
	1
	2
	3
	4
	5
	Handling
	1
	2
	3
	4
	5

	Lift waist to shoulder
	1
	2
	3
	4
	5
	Fingering
	1
	2
	3
	4
	5


Doctor notes:____________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I certify that I have read and understand the above information to the best of my knowledge.  The above questions have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.  
X__________________________________________________________________________Date_____________________
Signature of patient (or parent of minor)
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PAST HISTORY

PREVIOUS INJURIES (Please give dates, describe injury and care received)
AUTO: _____________________________________________________________________________________________


_____________________________________________________________________________________________
WORK RELATED: __________________________________________________________________________________


_____________________________________________________________________________________________

PERSONAL: ________________________________________________________________________________________


_____________________________________________________________________________________________

SPORTS INJURY: ___________________________________________________________________________________


_____________________________________________________________________________________________
OTHER: ____________________________________________________________________________________________
MEDICAL HISTORY  
GENERAL STATE OF HEALTH (Circle) Excellent, Good, Fair, Poor, Very poor
MEDICAL CONDITIONS: ____________________________________________________________________________

PAST HOSPITALIZATIONS: _________________________________________________________________________

FRACTURES: ______________________________________________________________________________________

SURGICAL HISTORY: _______________________________________________________________________________

MEDICATIONS/VITAMINS: __________________________________________________________________________

ALLERGIES (food, airborne, medicine):__________________________________________________________________

Vaccinations  FORMCHECKBOX 
 Current  FORMCHECKBOX 
 Select exemptions  FORMCHECKBOX 
Full exemption based on religious, medical or philosophical reasons
FAMILY HISTORY (Please place the number of the family member and letter if applicable next to condition)

 [1. FATHER, 2. MOTHER,  3. SISTER (a, b, etc),  4. BROTHER (a, b, etc.)]

CANCER_____________________________________

DIABETES____________________________________

HEART DISEASE______________________________

STROKE______________________________________

HIGH BLOOD PRESSURE______________________

EPELEPSY____________________________________

MENTAL DISORDERS_________________________

TUBERCULOSIS_______________________________

THYROID DIESASE____________________________

KIDNEY DISEASE_____________________________

MUSCLE, BONE, OR NERVE

 DISEASE_____________________________________

RHEUMATOID ARTHRITIS____________________

ANEMIA/BLOOD DISORDERS__________________

RHEUMATIC FEVER__________________________

OTHER_______________________________________

PSYCHO-SOCIAL HISTORY

OCCUPATION (Circle): Professional/Technical, Tradesman, Clerical, Homemaker, Production, Service/Retail, Retired




Other_______________________________________________________________________

OCCUPATIONS (Please list your last 3 jobs with your current occupation listed first and circle responses)
	DATE
	OCCUPATION
	HOURS
	WC CLAIMS
	DISABILITIES
	ENJOYED

	
	
	FT/PT
	Yes/No
	Yes/No
	Yes/No

	
	
	FT/PT
	Yes/No
	Yes/No
	Yes/No

	
	
	FT/PT
	Yes/No
	Yes/No
	Yes/No


SOCIAL HISTORY

MARITAL STATUS (Circle):  Single, Married, Divorced, Widowed, Separated   CHILDREN  # _____
EDUCATIONAL LEVEL:   FORMCHECKBOX 
 < 12 years  FORMCHECKBOX 
 H.S. Grad.  FORMCHECKBOX 
 College (yrs:___) Degree: ____; Tech. (yrs___) Dipl.: ______
SOCIAL HABITS (Please circle and check the appropriate responses and fill in the blanks)
TOBACCO: ___ pack per  FORMCHECKBOX 
day  FORMCHECKBOX 
 week for ___ years; Chew ___ years; Pipe___ years  
CAFFEINE (SODA, COFFEE, TEA) ______per  FORMCHECKBOX 
day FORMCHECKBOX 
week FORMCHECKBOX 
 month
ALCOHOL ____ glasses of  FORMCHECKBOX 
 wine  FORMCHECKBOX 
beer  FORMCHECKBOX 
mixed drinks per  FORMCHECKBOX 
day  FORMCHECKBOX 
 week  FORMCHECKBOX 
 month. 
EXERCISE:  Type: __________________ Freq. ____per week; Duration _____  FORMCHECKBOX 
minutes  FORMCHECKBOX 
 hours
SLEEP INTERRUPTED? ____times per night for ____  FORMCHECKBOX 
days  FORMCHECKBOX 
months  FORMCHECKBOX 
years
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REVIEW OF SYSTEMS

Please use the numbers below when answering.  If you have never had the condition please leave blank. 

1. Current

2. Past

3. Related to accident

GENERAL SYMPTOMS

___784.0    Headache

___780.6    Fever

___780.99  Chills

___780.8    Night Sweats

___780.2    Fainting

___780.4    Dizziness

___780.3    Convulsions

___780.52  Loss of Sleep

___780.7    Fatigue

___799.2    Nervousness

___783.0    Loss of Weight

___782.0    Numbness or pain                           in arms/legs/hands

___995.3    Allergy (What)

___786.07  Wheezing

___729.2    Neuralgia

MUSCLE & JOINTS

___728.9  Weakness

___781.0  Twitching

___723.5  Stiff Neck

___724.5  Backache

___719.0  Swollen Joints

___781.0  Tremors

___729.5  Foot Trouble

___724.79Painful Tailbone

___724.5  Pain Between

                 Shoulders

___737.3  Spinal Curvature

GASTRO-INTESTINAL

___783.0  Poor Appetite

___536.8  Poor Digestion

___994.2  Starvation

___787.3  Belching or Gas

___787.0  Nausea

___787.0  Vomiting

___578.0  Vomiting Blood

___536.8   Pain over Stomach

___564.0   Constipation

___787.91 Diarrhea

___562.1  Colon Trouble

___455.6  Hemorrhoids

___776.7   Fluid Retention

___873.9   Liver Trouble

___274.0   Gout

___782.4   Jaundice

___575.9  Gall - Bladder Trouble

CARDIO VASCULAR

___785.0  Rapid Heart

___427.89 Slow Heart

___401.9  High Blood Pressure

___458.9  Low Blood Pressure

___786.51 Pain Over Heart

___429.9  Heart Trouble

___719.07 Swelling Ankles

___459.9  Poor Circulation

___454.9  Varicose Veins

___436.0  Strokes

___785.1  Palpitations

EYE/EAR/NOSE/THROAT

___368.9  Poor Vision

___378.0  Crossed Eyes

___379.91 Pain in Eyes

___389.9  Deafness

___388.70 Earache

___388.30 Ear Noises

___388.60 Ear Discharges

___478.1  Nasal Obstruction

___784.7  Nose Bleeds

___462.0  Sore Throats

___784.49 Hoarsness

___477.9  Hay Fever

___493.9  Asthma

___460.0  Frequent Colds

___240.9  Enlarged Thyroid

___465.0  Tonsillitis

___473.0  Sinus Trouble

SKIN/ALLERGIES

___680.0  Skin Eruptions

___698.9  Itching

___924.9  Bruising Easily

___701.1  Dryness

___680.9  Boils

___782.0  Sensitive Skin

___708.9  Hives or Allergies

___692.9  Eczema

RESPIRATORY

___786.2  Chronic Cough

___786.2  Spitting Blood

___786.4  Spitting Phlegm

___786.5  Chest Pain

___786.09 Difficult Breathing

GENITO-URINARY

___788.4  Frequent Urination

___788.1  Painful Urination

___599.7  Blood in Urine

___590.0  Kidney Infection

___788.3  Bed Wetting

___788.3  Inability to control

                 Urine

___601.9  Prostate Trouble

FOR WOMEN ONLY

___625.3  Painful Periods

___626.2  Excessive Flow

___626.4  Irregular Cycle

___627.2  Hot Flashes

___625.3  Cramps or Backaches

___623.5  Vaginal Discharge

_______   Last Pap Exam
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Other conditions not listed above: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

I certify that I have read and understand the above information to the best of my knowledge.  The above questions have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.  

_________________________________________________Date___________________

Signature of patient (or parent of minor)
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