NEW PATIENT INFORMATION FORM

. Document at least 3
Date SittingBP__/ Height
Patient: Standing BP / Weight

Supine BP / Temp.
Referred by: Heart rate Resp. rate

HISTORY

CHIEF COMPLAINT/ HISTORY OF PRESENT ILLNESS

For an "extended" history, document 4+ elements

- Location (Where is the pain/problem?)

- Severity (How severe is the pain/problem?)

- Timing (Does the pain/problem occur at a specific time?)
- Associated signs/symptoms

- Quality (Example: color of sputum)

- Duration (How long have you had this pain/problem? Or When did it start?)
- Context (Where were you at the onset of this pain/problem?)

- Modifying factors (What makesit worse or better? Or Any previous episodes?)

MEDICAL HISTORY

For a"pertinent”
for ANY ONE of the 3 histories

history, at least 1 specificitem | For a"complete” history, at least 1 specific

item for EACH ONE of the 3 histories

Patient MEDICAL history

Diabetes ........c.ccovviiiiiiine No Yes PreviousHospitalizations/Surgeries/SeriousInjuries When?
Hypertenson ...... No Yes
Cancer ............. No Yes
Stroke .......cc.... No Yes
Heart trouble ... No Yes
Arthritis/gout ... ... No Yes
CONVUISIONS ....cveeeieiierenerereene No Yes FAMILY medical history
Bleeding tendency ..........c.ccccevunene No Yes
Acute infections No Yes
Venerea disease No Yes
Hereditary defects No Yes
Patient SOCIAL history
Marital status: __ single __ married __ separated _ divorced __ widowed
Useof alcohol: __ _never __ rarely __ moderate __ daily
Use of tobacco: __ never __ previously, but quit Current packs/day
Useof drugs: __ never Type/Frequency
Excessive exposure at home or work to:  _ fumes _ dust _ solvents __ air-borne particles __ noise
Medications
1 7)
2) 8)
3) 9)
4) 10)
5) 11)
6) 12)




| REVIEW OF SYSTEMS

CONSTITUTIONAL SYMPTOMS
Good general health ..
Recent weight change

Fatigue.......coovevveeiiiiiicie

EYES

Eyedisease or injury..........cc.ooeviiiininiinieeee
Wear glasses/contact lenses..........
Blurred or double vision...............
GlaUCOMAL .. et

EARS/NOSE/MOUTH/THROAT
Hearing loss or ri nging
Earaches or drainage...

Bleeding gums...

Bad breath or bad taste
Sore throat or voice change
Swollen glandsin neck................cuveinnneene.

CARDIOVASCULAR
Heart trouble...

Chest pain or angl na pectorls
Pdpitation...

Shortness of breath W|th Wal klng or Iylng flat ........
Swelling of feet, ankles or hands... .

RESPIRATORY

Chronic or frequent coughs............coeveiiiieeinnene
Spitting up blood. ...........viiiiii
Shortness of breath......................
Asthma or Wheezing............oocoeviiiiieeiiineee

GASTROINTESTINAL

Loss Of appetite........covvveiiii i
Change in bowel movements
Nausea or vomiting.....................

Frequent Diarrhea. .. ........cooeviviiiiiii e
Painful bowel movements or

[0 S 1] 2 1[0 PP
Rectal bleeding or blood in stool....
Abdominal pain or heartburn...............
Peptic ulcer (stomach or duodend)...............c......

GENITOURINARY
Frequent urination.................veuiemmnnn e

Burning or painful urination.............cccceeeee e
Blood iNUMNE........cuviiiii e

Change in force of strain when urinating...............

Incontinence or dribbling.............cccoiviiiiiinnne
Kidney StoNnes.......c.ovviiviiiiiniiiieee
Sexual difficulty..........coooviiiii
Male - testicle pain...........cccooeeiiiiiiin e
Female - irregular periods..............cccveeenviennes.
Female - vagina discharge...
Female - #pregnancies #mlscarrl ag%
Female - date of last pap smear / /

Female - age of menarche
Female - age of first pregnancy
Female - last menstrual period / /
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MUSCUL OSKELETAL

INTEGUMENTARY (skin, breast)

Rash or itching. ......ccuvvuiiiii e,
Changein Kincolor..........ocuveuiiieieiceeen,
Changeinharornails.............cooeiiiiiinininenn,
VaICOSBVENS. ....eviiiieiiiiiieie e

NEUROLOGICAL

Frequent or recurring headaches.........................
Light headed or dizzy...........cocveiiiiiiiiiiee
ConNVUISIONS OF SBIZUMES. ......oevvveciiieeeii e

PSYCHIATRIC
Memory 10ss or confuSION. .........cuvvviviiiiiiiieenes
Nervousness.

ENDOCRINE

Glandular or hormone problem.......................c...
Thyroid disease. ........ccovvviieiiiii
DIGEES. ...t
Excessive thirst or urination.................ccevevvennen.
Hest or cold intolerance.............ccoovevieiinenennnnn,
SKiN becomiNg Aryer........vvuveiiiiiieeeeeeens
Changeinhat or glovesize.............cccoiiininennen.

HEMATOLOGIC/LYMPHATIC
Sow to hed after CUES. ..t e et e e e eeaea

ALLERGIC/IMMUNOLOGIC

History of skin reaction or other adverse reaction to:
Penicillin or other antibiotics......................oooee
Morphine, Demeroal, or other narcotics..................
Novocaine or other anesthetics...........................
Aspirin or other pain remedies...........................
Tetanus antitoxin or other serums........................
lodine, methiolate or other antiseptic....................

Other drugg/medications

Known food alergies
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ADDITIONAL COMMENTS:

PHY SICIAN:

DATE:




