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Patient Name: ____________________________________________
Date: ________________
Chart # ___________

1. Have you ever had any of the tests listed below?

Lab Work
__ Yes
__ No

Date: ___________________
Location: __________________________

MRI
__ Yes
__ No

Date: ___________________
Location: __________________________

CT

__ Yes
__ No

Date: ___________________
Location: __________________________

EMG
__ Yes
__ No

Date: ___________________
Location: __________________________

EEG
__ Yes
__ No

Date: ___________________
Location: __________________________

2. Please describe your current medical problem:

3. Please list and describe your past medical illnesses:

Have you had any of these?  Please check.

__ High blood pressure

__ Diabetes Mellitus (sugar diabetes)
__ Mental Illness

__ Heart disease


__ Stroke



__ Dementia/ Alzheimer’s

__ Cancer



__ Epilepsy/Seizures


__ Migraine

4. Have you had any operation/surgeries?  Please list.

5. Please list any medications that you may be currently taking or any that were recently discontinued.

6. Are you allergic to any medications? Please list._________________________________________________________________

7. Family History: 
Father age _____

illnesses_________________________ cause of death_____________________

Mother age _____
illnesses_________________________ cause of death_____________________

Brother age _____
illnesses_________________________ cause of death_____________________

Sister age _____

illnesses_________________________ cause of death_____________________

Other Siblings __________________________________________________________________________

8. Has anyone in your immediate family had:

High blood pressure
__ yes
__ no


Strokes

__ yes
__ no

Heart disease

__ yes
__ no


Mental illness
__ yes
__ no

Cancer

__ yes
__ no


Epilepsy

__ yes
__ no

Diabetes

__ yes
__ no


Migraine
__ yes
__ no

9. Weight history:

__________ lbs  Present weight


__________ lbs Usual Weight

__________ lbs  Weight gained in the past year

__________ lbs Weight lost is the past year








__________ How many meals  do you eat per day?

10. Habit History:

Cigarettes
____ Packs per day
____ # of years
__________ Date started

Cigars

____ # per day

____ # of years
__________ Date started

Pipe:

____ # per day

____ # of years
__________ Date started

Alcohol:

__ Never
__ Occasional
__ Moderate
__ Heavy

Coffee:

__ Cups per day
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Patient Name: ______________________

Neurology








Difficulty making decisions
__ yes
__ no

Date:______________________________

Memory Problems

__ yes
__ no









Tingling numbness

__ yes
__ no









Falling/poor balance

__ yes
__ no

Please check the appropriate blank


Tremors



__ yes
__ no









Seizure



__ yes
__ no









Headache


__ yes
__ no
General

Frequent headaches

__ yes
__ no

Psychology




Lethargy/weakness

__ yes
__ no

Depression


__ yes
__ no

Weight loss


__ yes
__ no

Tension/stress


__ yes
__ no

Dizzy spells


__ yes
__ no

Attention deficit


__ yes
__ no

Fainting spells


__ yes
__ no

Anxiety



__ yes
__ no

Fever



__ yes
__ no

Loss of energy


__ yes
__ no

Poor appetite


__ yes
__ no

Thoughts of suicide

__ yes
__ no

Ophthalmology




Hematology
Wears glasses


__ yes
__ no

Bleed/bruise easily

__ yes
__ no

Blurring of vision


__ yes
__ no

Anemia/low blood

__ yes
__ no

Diminished vision

__ yes
__ no

Blood disease


__ yes
__ no

Double vision


__ yes
__ no

Enlarged glands/nodes

__ yes
__ no

Eye pains


__ yes
__ no









Endocrinology

ENT/Respiratory




Fatigue



__ yes
__ no


Hearing loss


__ yes
__ no

Excessive thirst


__ yes
__ no

Change in voice


__ yes
__ no

Diabetes



__ yes
__ no

Ringing in ears


__ yes
__ no



Sinus problems


__ yes
__ no

Dermatology
Congestion/sneezing

__ yes
__ no

Rash



__ yes
__ no



Coughing up phlegm

__ yes
__ no

Sores



__ yes
__ no



Wheezing/coughing spells

__ yes
__ no

Itching



__ yes
__ no


Cardiology





Genitourinary female (females only)

Chest pain


__ yes
__ no

Difficulty urinating

__ yes
__ no

Heart attack


__ yes
__ no

Lumps in breast


__ yes
__ no

Heart murmur


__ yes
__ no

Menstrual irregularity

__ yes
__ no

Leg swelling


__ yes
__ no

Difficulty starting urine

__ yes
__ no

Palpitations


__ yes
__ no









Genitourinary male (males only)
Gastroenterology




Difficulty urinating

__ yes
__ no

Difficulty swallowing

__ yes
__ no

Urinary incontinence

__ yes
__ no

Ulcers



__ yes
__ no

Vomiting


__ yes
__ no

Sleep

Constipation


__ yes
__ no

Fatigue



__ yes
__ no

Recent changes in bowel habits
__ yes
__ no

Snoring



__ yes
__ no

Diarrhea



__ yes
__ no

Daytime drowsiness

__ yes
__ no

Blood in stool


__ yes
__ no

Leg movements


__ yes
__ no









Frequent naps


__ yes
__ no









Trouble sleeping


__ yes
__ no
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