General Medical History
Name _______________

Please check those that apply to you

__ Heart problems

__ Hypertension (high blood pressure)

__ Chest pain or pressure

__ Stroke

__ Fainting or dizziness

__ Lung disease

__ Shortness of breath

__ Cancer

__ Diabetes

__ Epilepsy/seizures/convulsions

__ Joint dislocations

__ Swollen or painful joints

__ Broken or fractured bones

__ Back or neck injuries

__ Severe headaches

__ Recent accident

__ Head trauma/concussion

__ Muscular weakness

__ Balance problems

__ Frequent falls

__ Recent weight loss/gain

__ Weakness/fatigue

__ Blurred vision

__ Difficulty sleeping

__ Bowel/bladder problems

__ Difficulty swallowing

__ Allergies (latex, medication, food)

__ Tingling, numbness or loss of feeling

Are you now or could you possibly be pregnant?
Y / N

Do you smoke? Y / N


Packs per day 



Do you drink alcohol? Y / N

Drinks per week 


Do you exercise regularly? Y / N
Times per week 



Current Medications


































Surgeries or Hospitalizations

































Name 





Please use the diagrams below to indicate where you feel symptoms.
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Please rate your pain where 0 = no pain and 10 = extreme pain

Average pain
0
1
2
3
4
5
6
7
8
9
10

Least pain

0
1
2
3
4
5
6
7
8
9
10

Worst pain

0
1
2
3
4
5
6
7
8
9
10

What makes your pain worse?






What makes your pain better?







Is the pain better in the morning?






Is the pain better in the evening?





How did you hear about us?
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