Patient’s Name: ______________________________ 



Date of Birth: ___/___/______
Do You Now or Have You Ever Had Any of the Following Conditions?

	
	YES
	NO
	
	
	YES
	NO

	1.
	Frequent or Severe Headaches
	
	
	34.
	Hemorrhoids or Rectal Disease
	
	

	2.
	Disturbance of Vision
	
	
	35.
	Arthritis (Rheumatism or Bursitis)
	
	

	3.
	Wear Glasses or Contact Lenses
	
	
	36.
	Leg Cramps
	
	

	4.
	Eye Injuries or Abnormalities
	
	
	37.
	Painful or Swollen Joint
	
	

	5.
	Loss of Hearing
	
	
	38.
	Foot Trouble or Flat Feet
	
	

	6.
	Ear Abnormalities
	
	
	39.
	Bone Fracture
	
	

	7.
	Chronic Sinus Trouble
	
	
	40.
	Limb disorder
	
	

	8.
	Hoarseness
	
	
	41.
	Amputation (Where?)
	
	

	9.
	Goiter or Thyroid Disease
	
	
	42.
	Back Surgery
	
	

	10.
	Enlarged Glands in the Neck or other Area
	
	
	43.
	Back Injury or Abnormality
	
	

	11
	Stiffness of Neck
	
	
	44.
	Paralysis
	
	

	12.
	Chronic Cough (Check if blood present  FORMCHECKBOX 
)
	
	
	45.
	Cancerous Tumor or Cyst
	
	

	13.
	Frequent Cold
	
	
	46.
	Numbness, Weakness, Tremors, or Dizziness
	
	

	14.
	Wheezing or Asthma
	
	
	47.
	Skin Condition
	
	

	15.
	Lung Disease (Other than Asthma)
	
	
	48.
	Eczema, Hives, Fungus or Rash
	
	

	16.
	Pain or Pressure in Chest
	
	
	49.
	Pilonidal or other Cysts
	
	

	17.
	Shortness of breath
	
	
	50.
	Discoloration, Birthmarks
	
	

	18.
	Heart Abnormalities
	
	
	51.
	Scars
	
	

	19.
	Heart Attack (When?)___/____/_____
	
	
	52.
	Diabetes
	
	

	20.
	Heart Murmur
	
	
	53.
	Gout
	
	

	21.
	High Blood Pressure
	
	
	54.
	Stroke
	
	

	22.
	Unexplained Weight Change
	
	
	55.
	Epilepsy, Seizure, or Blackouts
	
	

	23.
	Digestive Abnormalities
	
	
	56.
	Rheumatic Fever
	
	

	24.
	Recurring Abdominal Pain
	
	
	57.
	Tuberculosis
	
	

	25.
	Frequent Constipation
	
	
	58.
	Hepatitis
	
	

	26.
	Jaundice Disease
	
	
	59.
	For Females: Female Disorders
	
	

	27.
	Kidney or Bladder Disease
	
	
	60.
	For Males: Abnormalities of Genitals
	
	

	28.
	Frequent Diarrhea (Check if Blood Present  FORMCHECKBOX 
)
	
	
	61.
	Have you ever had any illness/injury other than those listed above?
	
	

	29.
	Kidney or Bladder Stones
	
	
	62.
	Have you ever been hospitalized?
	
	

	30.
	Bloody Urine
	
	
	63.
	Have you had any operations? (Surgeries)
	
	

	31.
	Trouble Passing Urine (Pain or Frequency)
	
	
	64.
	Are you taking prescribed medications?
	
	

	32.
	Hernia
	
	
	65.
	Are you allergic to any medications?
	
	

	33.
	Venereal Disease (Chlamydia, Gonorrhea, Syphilis, etc.)
	
	
	
	
	
	


Explanation:
(Explain “yes” answers – use back if necessary)
SIGNATURE: _____________________________
Date: _____/_____/________







