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GENERALHEALTHAND SOCIAL HISTORY

Current Fealth Status: oo U Kight handed 0] eft handed
OccuPation: ................................................................... Marital Status: 5 M D W Number of C}ﬁilc{ren .........
Fami!g F}ﬁgsician: ................................................................................................. Tc!cphonc: .............................................................
Other Hﬁgsicians: ............................................................................................... L ast L ab: oo
.............................................................................................. Last ><~rag:

| ist serious illnesses, fractures, surgeries or hospitalization (date and cxP|ain):

Circle and describe Problcms you have or have had in any of the Fo”owing areas:

1. Skin 4. [ ungs 7. Nerves 10. Blood i13. ar/Nose,/ T hroat

2. Head 5. Stomach/Bowel 8. Muscles 11.Hormones 14. Respiration

3. Heart 6. (Urinary 9. Pores 12. Growth 15 [mmunity

ExpL’anation: ..................................................................................................................................................................................................................
Do you have blood relatives with a historg of any Fersonal habits: yes no

of the Fo”owing conditions? Relation? /\gc? Recent wcight c}ﬁangc ..............
AAFthritis,/(TOUE oo Alcoholuse L L

Cancer e Recreational drug USE e e

Hcart AEEACK e Tobacco use e e

rOke e Flease AESCMDE: oo

Other ...............................................................................................................................................................................

|nformation we need for thsiothcrapg:
Are you Pregnant’? ch No Datc of last MENSEs: oo,

Do you have implants’? ch No (Joint rcplaccmcnt, Pins/screws/wires/roc{s/Platcs) IUD, Paccmakcr}
Canccr? ch No Dcscribc: ................................................................................................................................

Faticnt Signaturc: ............................................................................... Doctor Signaturc: .......................................................................
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CURRENT COMFLAINT

Faticnt Namc: ................................................................. Agc: .......... Toclag’s Datc: ..........................

Check and describe area(s) of complaint: Jt clevelopecl from:

O Head 0 Shoulcler 0 Hip 0 Work-related activity

0 Neck 0 Arm 0 Leg 0 Activitﬁ other than work

0 UPPer Back O | lbow 0 Knee 0 Auto accident (Date: v, )

0 Mid Pack O Wrist 0 Ankle O An ]rjury (Date: v, )

O] ow Back OHand O oot L RO e
Describe the complaint: ..........................................................................................................................................................................................................................
How did it happen? ...................................................................................................................................................................................................................................
[Have you had this Problem before? OVYes ONo H:yes, WHENT e
[Have you seen other doctors for this comp]aint’? OYes ONo

Name and telephone of cloctor(s): ......................................................................................................................................................................................................
Can you Perf:orm the Following activities? U= unable P= Painf:ul D = difficult | =limited N = normal

........ couglﬁing or sneezing, bencling over forward sleeping

........ getting in and out of a car wweees turning over in bed <. StOOPING

........ bencling forward to brush teeth e sitting at a table PUS]’Iiﬂg

........ walking a short distance dressing yourseH: Pu”ing

........ stancling more than 1 hour <o sexual activities climbing stairs

........ lging on side with knees bent balancing reaching

........ lging flat on your back kneeling ,.......gripping

........ lging flat on yourstomach bruslﬁingyour hair cee FURNING

Are you able to PerForm your emp]oyment duties? OYes ONo

Flease indicate areas of Pain or discomfort: Check other symptoms:
F= Pain O Blurring vision
X = deep ache 0 Dizziness
—= tingling, Pins and needles 0 f:ainting
/= Sl’]al"P or burning 0 Confusion
S= spasm 1 Convulsions

O] ossof sleep
0 Musclejerking
O Numbness

O Tingling

0 Weakness

O Buzzir\g orringing in the ears

0 Depression or crying spells
[ Headaches How often? oo,
Continued on other side



