PATIENT HISTORY
Date ____________________________


Patient ________________________________________








Interviewer ____________________________________


Chief Symptoms

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
Work Description__________________________________________________________________________________

________________________________________________________________________________________________

Recent Falls/Injuries________________________________________________________________________________

________________________________________________Recreation/Hobbies_________________________________

Symptoms Occurred _________________Same or Similar _____________Illness or Injury_______________________

Disability From______________To_______________Hospitalized___________________________________________





SYMPTOMS/SYSTEMS REVIEW



                         FEMALE HISTORY

_______Neurological

     _______Genitourinary

               _______Possible Pregnancy

_______Eye/Ear/Nose/Throat
     _______Endocrine/Integumentary
_______Date of Last Period

_______Cardiovascular/Hist/Lymph    _______Allergies/Immunological
_______Birth Control

_______Respiratory

     _______Musculoskeletal

_______Intermenstrual _______Gastrointestinal
                    _______Constitutional/Psychiatric
_______Discharge/Color_____

________________________________________________________________ ________Menstrual Flow Length

________________________________________________________________ ________Other

________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________


FAMILY HISTORY

Nearest Relative___________________________________________________________________________________

Parents:  Father (age)_______________ Mother (age)________________ Children (B)____________ (G)___________

Family Diseases: TB_______ Cancer__________ Mental Illness_________ Diabetes___________ Asthma__________

Heart Disease_______ Stroke______ Kidney Disease______ Lung Disease______ Arthritis______ Liver Disease_____


PERSONAL HISTORY

Childhood Diseases:  Measles_______ Mumps_______ Chickenpox________ Other____________________________

Unusual Childhood Diseases_________________________________________________________________________

Adult Illnesses, Conditions or Injuries/Hospitalizations____________________________________________________

Surgeries_________________________________________________________________________________________

Fractures_________________________________________________________________________________________

Prescrip. Medications ______________________________Medication Allergies________________________________

Drugs/OTC Meds___________________ Smoke____________ Drink____________ Supplements_________________

Last Physician (MD/DO) (Date)___________ Who/Findings________________________________________________

Last DC (Date)_______________ Who/Results___________________________________________________________

