
New Patient         Name 
 
Reason for visit       Date  
 
Who sent you here  

MEDICAL HISTORY 
Yes DO YOU HAVE Yes DO YOU HAVE 

 headaches/migraines  history of blood clot/phlebitis  
 dizziness or vertigo   blood disorder/anemia  
 history of TIA/stroke/brain bleed  history of cancer or tumor  
 history of seizure  history of radiation  
 multiple sclerosis  history of chemotherapy 
 memory loss/dementia/Alzheimer’s  emphysema/COPD/asthma 
 Parkinson’s Disease  history of tuberculosis 
 nerve (neuropathy) or muscle disease   history of ulcer/intestinal bleeding 
 spine pain/injury/surgery  liver disease/hepatitis 
 sleep disorder  kidney disease/prostate/gynecological 
 history of loss of consciousness/blackouts  thyroid disease 
 other neurologic history  eye disease 
 emotional/psychiatric disorder  skin disease  
 diabetes  arthritis 
 high cholesterol  lupus/rheumatoid arthritis 
 high blood pressure  joint surgery  
 angina/chest pain/heart attack  Lyme disease 
 peripheral arterial disease  HIV or AIDS 
 history of carotid artery disease/surgery  history of other major surgery  
 irregular heart beat  metal fragments in body 
 heart murmur/valve disease  implanted medical devices  
 heart surgery/stents/pacemaker   ARE YOU CURRENTLY PREGNANT? 
 congestive heart failure   

If yes to above, please provide additional information: 
 

Please list all medications that you are taking: 
 
  
 
  
Allergies: 
 
 

SOCIAL AND FAMILY HISTORY 
Primary Language spoken:________________  At home: _____________________ 
Race/Ethnicity: __________________ 
Hand Dominance: ___________________ 
Marital Status :  Married  /  Single  /  Widowed  /  Divorced 
Housing Status:  Stable  /  Temporary  /  Unknown  /  Unstable 
Education Level: Grade School  /  High School  /  College  /  Other 
Children: ___ yes ___ no   If yes, how many? _____ 
Military Experience: ___ yes ___ no 
Smoking History:   Currently: ___ yes ___ no      In the past? : ___ yes ___ no  If yes, when? ______ / Packs per day _____ 
Alcohol: ___ yes ___ no  If yes, type __________ Frequency _________ Amount __________ Last drink __________ 
Substance Abuse: ___ yes ___ no 
 
Family Medical History: 
Mother: Alive and Well ___ yes ___ no    Siblings: Alive and Well ___ yes ___ no 
Age and cause of death: _____________    Age and cause of death: ________________________  
Father: Alive and Well ___ yes ___ no    Has anyone in your family had the similar symptoms or  
Age and cause of death: _____________                                             been treated for the same problem? ___ yes ___ no 



REVIEW OF SYSTEMS 
1. Constitutional:  change in appetite, chills/rigors, decreased activity, decreased     appetite, fatigue, fever, increased appetite, insomnia, 

irritability, lethargy, malaise, night sweats, pallor, weakness, weight gain, weight loss. 
2. HEENT:   

a. Head:  headache 
b. Eyes:  burning, diplopia, discharge, dry, foreign body sensation, photophobia, redness, itchy, nystagmus, pain, scotoma, 

floaters, tearing, visual loss 
c. Ears:  discharge, excessive cerumen, fullness in ears, hearing loss, infections, otalgia, tinnitus 
d. Nose & Sinus:  olfactory disturbance, nasal drainage, epistaxis, facial pain, nasal congestion, nasal obstruction, rhinorrhea, 

sinusitis, sneezing 
e. Throat & Mouth:  change in taste, voice change, cold sores, dysphasia, hoarseness, lump in throat, mouth sores, 

odynophasia, post nasal drainage, sore tongue, pharyngitis, snoring, tooth pain 
3. Respiratory:  accelerated respirations, cough, cyanosis, dyspnea, frequent upper  respiratory infections, hemoptysis, painful 

respiration, pleuritic pain, snoring, sputum, stridor, use of accessory muscles for respirations, wheezing 
4. Cardiovascular:   chest pain, dyspnea, edema, nocturia, nocturnal dyspnea, orthopnea, irregular heart beat/palpitations, syncope 
5. Vascular:  claudication, cool extremity, cyanosis, edema, erythema,  pain (vascular), raynaud’s, thrombophlebitis, ulcer, varicose 

veins, parasthesias 
6. Gastrointestinal:  abdominal mass, abdominal pain, bloating, blood in stool, change in appetite, change in bowel habits, constipation, 

decreased appetite, diarrhea, dysphagia, fecal incontinence, flatulence, heartburn, hematemesis, hemorrhoids, increased appetite, 
jaundice, melena, nausea, odynophagia, rectal bleeding, reflux, vomiting, weight loss 

7. Genitourinary:  back pain, change in urine color, cloudy urine, decreased stream, decreased urine output, dysuria, flank pain, foul 
urine odor, frequent urination, groin mass, hematuria, hesitancy, nocturia, passage stone/gravel, polyuria, suprapubic pain, urgency, 
urinary incontinence 

8. Reproductive (Male):  circumcised, decreased libido, erectile pain, hematospermia, herpes genitalis, infertility, penile discharge, 
scrotum/testicular pain, scrotum/testicular mass, sexual dysfunction,  hydrocele, VDRL 

9. Reproductive (Female):   
a. Menses:  premenopausal, perimenopausal, postmenopausal, regular, irregular, amenorrhea, dysmenorrheal, menorrhagia 
b. Breasts:  discharge, lumps, pain 
c. General:  dyspareunia, fibroids, history abnormal pap smear, history of infertility, nonoral contraception, oral contraception, 

ovarian cysts, sexual dysfunction 
10. Metabolic/Endocrine:  abnormal habitus, abnormal hair distribution, abnormal sleep pattern, change in sleep/wake pattern, 

chronically overweight, chronically underweight, clitoral enlargement, coarse hair, cold intolerance, decreased activity, excessive 
diaphoresis, generalized weakness, goiter, gynecomastia, hair loss, heat intolerance, hyperpigmentation, hypoglycemia, increase in 
size, increased activity, infertility, insulin reactions, jaundice, numbness, polydipsia, polyphagia, polyuria, tremors, voice change, 
weight loss 

11. Neuro/Psychiatric:   
a. Neurological:  aphasia, dizziness, dysarthria, focal weakness, gait disturbance, headache, incontinence, incoordination, light 

headedness, loss of consciousness, memory impairment, near syncope, paresthesias, seizures, speech changes, tremors, 
vertigo, visual changes 

b. Psychiatric:  appropriate interaction, consolability, difficulty concentrating, psychiatric/emotional 
12. Dermatologic:  acne, contact allergy, excessive diaphoresis, excessive sun exposure, frequent skin infections/location, hair loss, rash, 

change in mole, skin lesion, hirsutism, nail changes, photosensitivity, pigment change, pruritis 
13. Musculoskeletal:   back pain, bone/joint symptoms, myalgia, muscle weakness, neck stiffness, rheumatologic manifestations 
14. Hematologic:  cytopenias, easy bleeding, easy bruising, lymphadenopathy, petechiae, thromboembolic events 
15. Immunological: hay fever, urticaria/hives, angioneurotic edema, animals at home, animals in workplace, asthma, “bee” sting 

allergies, chemicals in work place, chemicals in home, contact dermatitis, environmental allergies, food allergies 
 
Please list your primary physician and all physicians,     Pharmacy 
(including their specialty), chiropractors or therapists who 
are treating you for this condition:      I prefer:   30 day supply    90 day supply 
 
Name ______________________ Telephone ________________            (Local) Name: __________________________ 
 
Name ______________________ Telephone ________________            Address: _______________________________ 
 
Name ______________________ Telephone ________________            Telephone: _____________________________ 
 
Name ______________________ Telephone ________________            (Mail Order) Name: ______________________ 
 
Name ______________________ Telephone ________________             Address: _______________________________  
 
         Telephone: _____________________________ 
 
THIS MEDICAL, SOCIAL & FAMILY HISTORY, IN ADDITION TO THE REVIEW SYSTEMS HAS BEEN 
COMPLETED TO THE BEST OF MY ABILITY. 
 
Signature:         Date: 
 


