CONFIDENTIAL PATIENT CASE HISTORY

*Please complete this questionnaire. This confidential history will be part of your permanent records. THANK YOU
Full Name ________________________________________________________ Birthday __________________  Sex: (M (F

Address:_____________________________________________ City __________________ State_____ Zip________________

Home Phone:_______________________ Cell Phone: ___________________Work Phone:__________________ Ext._______

Marital Status: (M (S (D (W       
EMAIL ADDRESS: ________________________________________ (THIS IS CAN BE USED FOR CONTACT WITH THE OFFICE, APPOINTMENT VERIFICATION, TREATMENT UPDATES, ETC.  PLEASE PROVIDE.)
Occupation ________________________________________   Employer ____________________________________________

Emergency Contact Name: _________________________________________Phone#__________________________________

Who referred you to us? ___________________________________________________________________________________



What is your major complaint? 













Is this condition:
  Job related Auto Accident Home injury   Other:_________________ Date of accident ___/___/___

Date of Onset/Condition? ______________What caused this condition? ____________________________________________

Does anything make this condition feel worse? ________________________________________________________________

Does anything make this condition feel better? ________________________________________________________________

Is this condition interfering with your:  (Work/School (Sleep (Daily Routine Other:_____________________________

Is this condition:     (Improved 
(Unchanged  
(Getting Worse   
Other Doctors or Therapist who have treated THIS Condition (Please Provide Names):__________________________________

List surgical operations and years: ___________________________________________________________________________ 

Do you have a primary doctor?  (Yes (No     If Yes, Name: ____________________________________________________

Medications, dosage and frequency: _________________________________________________________________________

________________________________________________________________________________________________________

Have you had this or similar conditions in the past?  (Yes (No   If Yes, Why?_____________________________________

Have you previously been in an auto accident or had any other personal injury?  (Yes (No   

Describe: _______________________________________________________________________________________________

PAST MEDICAL HISTORY

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
FAMILY HISTORY






                Father’s 
        Mother’s





              Father
         Mother
      parents
         parents
          Siblings
       Children

High blood pressure











      
Epilepsy










                                  

Cancer










       



Eczema/Psoriasis












Heart attack/Stroke












Diabetes












Asthma












Hay fever

















                                
 



                                     
 


                                    





SOCIAL HISTORY:  Check the boxes and fill in:

Current Weight___________________


Current Height


   

Females only: Are you pregnant, planning a pregnancy or nursing a child?    Yes    No 

[image: image1.jpg]



MARK THE AREAS OF YOUR SYMPTOMS 

ON THE FIGURE TO THE RIGHT( 

Mark an X on the lines: 

How bad are your symptoms now?






None                                                    Most Severe

How bad have they been in the past?

None                                                      Most Severe

Primary Insurance 




Secondary Insurance

Insurance:






Insurance:





ID#


Group#



ID#


Group#



DOB:
  /      /
    /       




            DOB:
  /      /
    /       
  

Card Holder’s Name:





Card Holder’s Name:

   



Relationship to patient:  Self     Spouse     Child     
Relationship to patient:  Self     Spouse     Child     

Social Security Number:




Social Security Number:





Patient Signature_________________________________________________________________
Date ____________________

