NEW PATIENT HISTORY FORM

Name: __________________________
Date:___/____/_____

Chief Complaint/Reason for this appointment:

___________________________________________________________

___________________________________________________________

Additional problems or concerns you would like addressed:

___________________________________________________________

___________________________________________________________

What treatment have you already had for these conditions?

___________________________________________________________

______________________________________________________
MARK AREAS OF COMPLAINT
______________________________________________________
(= CIRCLE PAIN


X= NUMBNESS/TINGLING

Is this condition due to:  ( Auto Accident  ( Work Injury  ( Other Accident  ( Illness  ( Unknown Cause

Other: _____________________________________________________________________________

How long have you had this complaint? ___________________________________________

Circle the intensity of your pain:  (0=no pain, 10=worst pain)

1    2    3    4    5    6    7    8    9    10

Are symptoms generally:  ( Improving  ( Getting worse  ( About the same  ( Intermittent (comes & goes)

Does this pain radiate to other areas?
( Yes
 ( No
Describe: ____________________________________

Have you had similar symptoms before?
( Yes  
( No
If so, when? __________________________________

Have you lost time from work?

( Yes
 ( No
Dates lost: ____________________________________

Date returned to work: _____________

Dr. ordered?   ( Yes  ( No
Self-Determined?   ( Yes
  ( No

Effect on daily activites: ( No Effect  ( Extra Effort Required  ( Occasional Limitation  ( Frequent/Severe Limitation

Past Medical History:________________________________________________________________________

___________________________________________________________________________________________
Family History of Diseases & Relationship:______________________________________________________

___________________________________________________________________________________________

Any known Allergies:________________________________________________________________________

Current Medications being Taken:_____________________________________________________________

