Name

Follow Up Medical History Intake Form

Age

Date of Birth / /

Today’s Date / /
Referred By:

What problem/issue brings you here today?

Since your last physician visit, are your symptoms:

Better

Worse

Same

If better, by how much on a scale of 0-100?
(if 0 was the way you were and 100 was completely normal)

What makes it worse?

What makes it better?

What do you want to accomplish from today’s visit?

Please make a mark on the line below to indicate the level of discomfort you have today.

No Pain
1 2 3 4 5

Please describe what the pain feels like:

6

7

9

Worst Pain Ever

Dull, Achy, Burning, Stabbing, Numbness, Tingling, Pulling, Cramping, Tightness

Please describe the time course of your pain: Constant, Comes and goes, Getting worse, Getting better, Staying about the same

Medications (Current) With

Doses: ALL medications
including Prescription, Over-the-
Counter (ie: Advil, Vitamins)

Any NEW medical problems
or surgeries since your last
visit?

New Allergies to medicines:

What are you doing for
exercise now?

Please draw where you have
pain or discomfort
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Tobacco use (cigarette, cigar, pipe, chew & Current | Quit Never
amount):
Ilicit drug use (cocaine, marijuana, heroin, etc): Current | Quit Never
Opioid use (hydro/oxycodone, morphine, etc): Current | Past Never
History of substance abuse/addiction? Current | Past Never
Number of alcoholic beverages per week?
Occupation:
Employment status: Full-time { Part-time | Light Duty ; Off Duty due to injury i Full-time Parent | Not working | Retired

IF YES TO ANY OF BELOW CURRENTLY, PLEASE CIRCLE SYMPTOM

e Night pain Fevers Unintentional weight loss | How many falls have you had in the last 12
e Vision change Double vision mc?nf;ths'-’

e Difficulty swallowing Headaches 1 with / without injury

e Chest pain Palpitations 2+ with / without injury

e Shortness of breath Wheezing Coughing | over 65 - Have you ever had a pneumonia shot?
e Nausea Vomiting Black stools Loss of control of stools | When?

e Loss of control of urine Urinary frequency Urinary urgency | For office use only:

e New rashes Psoriasis Height: Weight:

e Dizziness Weakness Numbness Tingling | BP:

e Depressed mood Suicidal thoughts Sleep problems  Anxiety | Pulse:

e Low back pain Joint pain Joint swelling Muscle pain | Respirations:




	  Night pain                            Fevers                         Unintentional weight loss

