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PATIENT HISTORY FORM 

TODAY'S DATE_____/_____/_____                 DATE OF LAST EXAM_____/_____/_____ 

NAME: LAST ____________________FIRST____________________MIDDLE____________ 

SOCIAL SECURITY #: _______________________ DATE OF BIRTH_____/_____/_____ 

CHIEF COMPLAINT What is the main reason for your visit today? (Describe your problem in 

detail) 

____________________________________________________________________________

____________________________________________________________________________ 

____________________________________________________________________________

____________________________________________________________________________ 

HAS ANYTHING CHANGED SINCE YOUR LAST VISIT?   YES  NO 
 

History of Present Illness 
 
Location of the problem When did you first notice the problem? 
  
      Abdomen                     Back                       Leg                         2 days ago          2 weeks ago           1 month ago 
  
Other:______________________________________ Other:____________________________________ 
  
Picture: How Long Does the problem last 
  
 30 minutes                    1 hour             It is always there 
  
 Other:_______________________________________ 
  
 Is anything else occurring at the same time? 
       
               _______Yes             _______No 
  
 If yes please explain: 
  
              Nausea                   Rash                Headaches 
  
 Other:_______________________________________ 
  
On a scale of 1-10, with 10 being the most severe, Is the problem constant or variable? 
Circle the number that best describes the problem  
               Dull then Sharp       Very sharp then leaves           Always there 
  

1     2     3     4     5     6     7     8     9     10 Other______________________________________________ 
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Past Medical & Social History 
 

List all serious illnesses in your immediate family For the following questions circle yes (Y) or no (N) 
  
 Are you on any medications?                    Y              N 
 If yes, list all___________________________________ 
 _____________________________________________ 
 _____________________________________________ 
  
 Are you on a special diet?                         Y              N 
 If yes, please explain:____________________________ 
 ______________________________________________ 
List any personal past illnesses and /or surgeries 
and when they occurred 

______________________________________________ 

Illness/ Surgery                                          Date  
 Do you have any allergies?                       Y              N 
 If yes, please explain:____________________________ 
 ______________________________________________ 
 ______________________________________________ 
  
 Do you Smoke?                                         Y              N 
 If yes, how much:________________________________ 
 ______________________________________________ 
  
 Do you drink?                                            Y              N 
 If yes, how much:________________________________ 
 ______________________________________________ 
  

 
 

Review of Systems  
 

Integumentary Endocrine Neurological 
   
Skin Rash                       Y             N Excessive Thirst               Y            N Tremors                           Y            N 
Boils                                Y             N  Too Hot/Cold                    Y            N Dizzy Spells                     Y            N 
Persistent Itch                 Y             N Tired/Sluggish                  Y            N Numbness/Tingling          Y            N 
Other________________________ Other________________________ Other________________________ 
   
Muskuloskeletal Gastrointestinal Eyes 
   
Joint Pain                        Y            N Abdominal Pain                Y            N Blurred Vision                  Y            N 
Neck Pain                       Y            N Nausea/Vomiting             Y             N  Double Vision                  Y            N 
Back Pain                        Y            N Indigestion/Heartburn       Y            N Pain                            Y            N 
Other________________________ Other_________________________ Other_________________________ 
   
Ear/Nose/Throat/Mouth Cardiovascular Hematologic/lymphatic 
   
Ear Infection                    Y           N Chest Pain                        Y           N Swollen Glands                Y           N 
Sore Throat                     Y           N Varicose Veins                  Y           N Blood Clotting Problem    Y           N 
Sinus Problems               Y           N High Blood Pressure         Y           N Other________________________ 
Other_________________________ Other_________________________  
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Genitourinary Constitutional Symptoms Psychologic 
   
Urine Retention                Y          N  Fever                               Y          N Are you generally satisfied with your  
Painful Urination               Y          N Chills                                Y          N life? 
Urinary Frequency            Y          N Headache                        Y          N                             Y          N 
Other________________________ Other________________________  
   Do you feel severely depressed? 
Allergic/ Immunologic Respiratory  
                               Y          N 
 Wheezing  
Hay Fever Frequent Cough Have you considered suicide? 
Drug Allergies Shortness of Breath  
Other_________________________ Other________________________                               Y          N 
   

 
 
 
 

PATIENT SIGNATURE______________________________________       DATE__________________ 


