PATIENT PAST HISTORY FORM

Name: Date:
Please check the appropriate box for any of the following symptoms which you now have or have had previously.

C = Constant F = Frequent O = Occasional

C F O C F O C FO
NEUROLOGICAL SKIN
O QO Q alergy 0O O 0O sinus infections O O O boils
3 O Q chills 3 O O enlargedglands O O O bruise easily
Q@ O O convulsions O O QO enlarged thyroid O O O dryness
0O O 0O dizziness QO O [ sorethroat O QO O hivesoratlergy
O O O fainting i1 0 £ tonsilitis O O QO itching
0O Qg g fevers 0 O QO eyepain O O O skinrash
O O O headaches O QO O failing vision O O QO varicose veins
O O O lossof sleep O O Q farsighted
O O Q nervousness Q O O gumtrouble GENITO-URINARY
O 0O O depression O O Q hayfever O O O betwetting
0O O O neuraigia O O Q hoarseness a QO QO bleodinurine
QO 0.0 numbness O O [ nasalobstruction O O O frequenturination
O O Q sweats a QA O nearsighted O O O losscontrolurine
O O QO loss of weight O O O nosebleeds O O O kidneyinfection
O Qg OQ tremors d O [ painful urination

CARDIO-VASCULAR 0 QO 0 prostate trouble
MUSCLE & JOINT O O [ rapid heartbeats Q O Q pusinurine
0O O O arthritis Q O O slowheartbeat Q Q QO smellof urine
0 OO bursitis O O Q swelling of ankies
QO O foottrouble (3 O (O hardening of arteries PAIN OR NUMBNESS IN:
30O Q hemia O O O highbicod pressure A O L shoulders
O O O lowbackpain Q O QO lowblood pressure OO QO ams
O O O neckpain L O QO painoverheart O A Q hands
O O QO neck stifiness U O L) poorcirculation O QO O3 hips
O O O painbetween shoulders O 3a 4 legs

GASTRO INTESTINAL OO O knees
RESPIRATORY 0O O O excessive hunger O O O ankles
O O L) chestpain O O O burpingorgas O g 0 feet
O O QO chroniccough 0O O O fivertrouble d O QO painfultail bone
O O [Q difficulty breathing O QA 3O colitis O O (O sciatica
O O O spittingblood 1 £ O colontrouble 2 O O swollenjoints
O O O throatphlegm J @ O constipation
O 4 O wheezing O Q QO danhea FOR WOMEN ONLY

4 0O O dificult digestion 3 O O cramps
EYES, EARS, O O [ distensionof abdomen 2 O O heavyflow
NOSE & THROAT O O O stomachpain 0O O QO lightflow
O QO Q colds @ O O galibladdertrouble QO O Q imregularcycle
O O O crossedeyes O O O hemorrhoids O O O painful cycle
O O [ deafness 0 O O intestinal worms O O (O discharge
@ O QO dentaldecay O O Q4 jaundice O 2 O sorebreasts
0 Q Q asthma Q O O poorappetite
0 O O earaches d 00 O nausea Menopausal: ({J Yes (0 No
O O O eardischarges 3 O O vomiting Last menstration date:
0 Q O earncises 0 QO QO vomitblood

Pregnant: O Yes O No
due date:
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Reason for consulling this office:

Expectations:

Draw in your face
Show area(s) of pain or unusual feeling

Mark the areas on this body where you feel the
described sensations. Use the appropriate
symbols. Mark areas of radiation. Include all
affected areas. '
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Stabbing
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Have you ever had any of the following:

aneurysm osteoporosis diabetes arthritis
respiratory conditions epilepsy cancer
strokes allergies heart condifions

hepatitis “nerves” __ fafigue polio
sleeping difficulty pneumonia pleurisy
asthma VD, psoriasis MV

sinus conditions

Childheod conditions had, please check:

O measles ) mumps Q chicken pox [ whooping cough
O scarlet fever Qdiphtheria 3 rheumatic fever L typhoid fever
O earinfections (Jtubes in ears O chronicill
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