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Who referred you to this office   

Who is your primary care doctor   Date 

Name 

Date of Birth (M/D/Y)   Age   Sex 

Height   Weight   Marital Status 

Home Address   

City   State   Zip 

Phone #   Work #   

Cell # 

Employer  

Social Security # 

   Medical Insurance 	 Primary    ID # 

		  Secondary   ID # 

Medicare # 

Spouse name  

Spouse employer 

Person to notify in case of emergency   

Phone #  

Do you take any medication? 	  Yes	  No

Please list your medications, dosage and schedule 

Do you take: 

	 Aspirin 		   Yes	  No

	 Birth control pills 	  Yes	  No

	 Herbal supplements 	  Yes	  No

Patient Information

Medical History

Do you have any allergies or adverse reaction to medication or anesthesia? Please list 

Please list prior hospitalizations or surgery including reason for hospitalization and dates. 

 

 

If patient is a minor, list responsible relative or guardian  

Phone #   Work #   

Cell # 

Is this visit related to an accident or a work injury?  

MVA   Worker’s comp 

Is there litigation related to this injury?  

Attorney’s Name/Phone # 

Insurance company   

Claim #    Adjuster 

Insurance address   

City   State   Zip 

Phone # 

Do you have an advanced directive (living will)? 	  Yes	  No

Name of surrogate 
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Your health

Bad reaction to anesthesia       Thyroid disease       

Stroke       Elevated cholesterol       

TIA (mini stroke)       Ulcers       

Bleeding in brain       Diverticulosis/diverticulities       

Seizures       Hepatitis       

Heart attack       Aortic aneurysm       

Angina       Peripheral vascular disease       

Heart disease       AIDS/HIV       

Heart failure       Muscle disease       

Mitral Valve Prolapse       Rheumatoid arthritis       

High blood pressure       Osteoarthritis       

Asthma       Osteopenia/osteoporosis       

Emphysema       Urinary infection       

Tuberculosis       Kidney insufficiency/failure       

Cancer (type )       Bleeding tendency       

Diabetes       Depression       

Anemia       Psychiatric illness       

Sickle cell anemia       Migraines       

Memory Loss Blood in bowel movement

Visual change or loss Constipation

Ringing in ears Diarrhea

Hearing loss Blood in urine

Headaches Difficulty urinating

Dizziness Painful urination

Chest pain Erectile dysfunction

Palpitations Memory loss

Shortness of breath at rest Claustrophobia

Shortness of breath with activity Rash or skin lesions

Chronic cough Jaundice

Coughing blood Depression

Abnormal bruising or bleeding Anxiety/stress

Fever or chills Heat/cold intolerance

Abnormal weight loss Abnormal thirst

Heartburn Abdominal pain

Persistent nausea/vomiting

Do you or your family members (children, siblings, parents or grandparents) have the 

following medical conditions:

Do you have any of the following symptoms? Check all that apply.

Has a family member ever had an adverse reaction to anesthesia or medication? If yes, 

please explain. Yes      No    

Do you smoke? Yes      No    How long?   How much?   

Did you ever smoke? Yes      No 

If you used to smoke, when did you quit  

How long?   How much? 

Do you drink alcoholic beverages?  Regularly       Occassionally       Never 

Daily intake of alcohol: Wine   Beer   Liquor   

Do you use any recreational drugs now?  Yes      No   In the past?  Yes      No 

Any intravenous drugs  Yes      No 

Please list any other medical problems you have that are not listed above.

You     Your Family You     Your Family
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Draw your pain on the diagrams shown. Use the corresponding symbols to show the type of pain you feel.

					     FRONT					     BACK

Your pain

Circle your pain level on a scale of 1 to 10, with 10 being unbearable pain.

1          2          3          4          5          6          7          8          9          10
 no pain					     extreme pain

Stabbing pain	 ////

Burning pain	 OOO

Aching pain	 XXX

Pins & needles	 VVV

Numbness	 ===
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