HISTORY OF PRESENT ILLNESS:

1. What is the reason for your visit today?

2. How long have you had the problem?

3. How severe is the problem?

4. What type of symptoms are you experiencing?

5. How often do the symptoms occur?

6. How long do the symptoms last?

7. Does anything make the problem better?

8. Does anything make the problem worse?

9. Have you ever had treatment or surgery for this problem?

10. Please rate your pain on a scale from 0 (no pain) to 10 (worst imaginable).

REVIEW OF SYSTEMS:
Please circle and provide brief detail for the medical conditions below that apply to you now.

GENERAL EYE CARDIOVASCULAR
Weight loss or gain Blurred vision Chest pain

Change in appetite Double vision Chest pressure
Altered taste or smell Glaucoma Angina

Excessive sleepiness Cataracts Fainting

Unable to sleep Leg swelling

Fatigue High blood pressure

Low blood pressure
Heart Murmur
Heart Failure

EARS, NOSE, MOUTH, THROAT RESPIRATORY Shortness of breath
Balance problems Emphysema

Trouble breathing COPD

Sinus disease Tuberculosis

Mouth sores Chronic cough

Trouble swallowing Bronchitis

Sore Throat Pneumonia

Ringing in ears

Dizziness

Hearing loss



FAMILY HISTORY:
Please list all medical problems and current age of the following family members. If they are deceased, please
list the cause and approximate age of death.

Grandparents: Aunts:

Uncles:

Father: Mother:

Brothers:

Sisters:

Children:

Grandchildren:

SOCIAL HISTORY:
What is your highest level of education?

What is your occupation?

Are you disabled?

Was the injury due to a work-related accident?

Was the injury due to a non-work-related injury?

Was the illness/injury caused by an automobile accident?

Was another party responsible for this accident?

Is there any litigation involved? If yes, please explain.

Do you smoke? If yes, how much and for how long?

If you quit, when did you quit?

Do you drink alcohol? If yes, approximately how many drinks per week?







