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Occupational Information:


What is your present occupation? _________________  Shift Worked:  □ 1  □ 2  □ 3  □ Varies


How many years have you been in this position? _____ Do you enjoy your present position? □ yes □ no


Does your position require any of the following? 


□ sitting most of day   □ computer/desk work    □ lifting   □ driving for more than 2 hr   □ bending at waist often


Has an attorney been retained due to your present complaint? □ no  □ yes: if yes who? _______________








Social History, Family History and Previous Care


Live with: □ family  □ spouse  □ significant other


                  □ friend  □ alone


Educational Level: □ grade school  □ high school


                               □ college   □ other ____________


Coffee Use: □ no □ yes  amount_________________


Smoking History: □ currently  □ in past  □ never


	                 Years smoked _____ amount _____


Alcohol Use: □ no □ yes   amount________________


Substance Abuse: □ no □ yes  type_______________


If you exercise, how many days a week do you do so?


____________________________________________ 


Exercise Habits:  □ aerobic □ weight lifting □ yoga 


                            □ other ________________________


Stress Level: □ high  □ moderate □ manageable


                      □ low  □ no stress


How do you cope with stress/techniques for relaxation?   □ meditation □ exercise  □ medications □ drugs/alcoh.


□ nothing  □ other _____________________________


What types of treatment have you had and by whom?


____________________________________________


____________________________________________





List any surgeries: _____________________________


________________________________________________________________________________________





Medical History and Review of Systems:


No	Yes	When	Do You Have?


	□	□	________	Headache


	□	□	________	Loss bowel/bladder control


	□	□	________	Constipation


	□	□	________	Fever


	□	□	________	Nausea/Vomiting


	□	□	________	Night sweats


	□	□	________	Dizziness


	□	□	________	Seeing double/double vision


	□	□	________	Difficulty Speaking


	□	□	________	Difficulty Swallowing


	□	□	________	Lost balance/unsteady walking


	□	□	________	Numbness-hands, face, legs, etc


	□	□	________	Ringing/buzzing sound in ears


	□	□	________	Sudden weight loss


	□	□	________	Weakness (arms, legs, body)


	□	□	________	Difficulty breathing


	□	□	________	Pain in chest, jaw or left arm


	□	□	________	Swelling in legs or feet


	□	□	________	Pain with urination


	□	□	________	Blood in your stools


	□	□	________	Abdominal pain


	□	□	________	Acid reflux/GERDS


	□	□	________	History of cancer or tumors


	□	□	________	Osteoporosis


	□	□	________	Diabetes


	□	□	________	Thyroid disease/problems


	□	□	________	Collagen vascular disease


	□	□	________	Blood clotting problems


	□	□	________	Marfan’s Syndrome


	□	□	________	Lyme Disease


	□	□	________	History of stroke


	□	□	________	History of Tuberculosis


	□	□	________	HIV or AIDS


	□	□	________	Heart murmur/heart attacks


	□	□	________	Glaucoma


	□	□	________	Prostate cancer or disease (men)


	□	□	________	Ovary or Uterus pain (women)


	□	□	________	History of depression/anxiety


	□	□	________	Allergies/Eczema


	□	□	________	Frequent Colds


	□ 	□	________	Asthma





Family History:  Back pain	Cancer     Stroke    Other


Mother			□	     □	         □		□


Father			□	     □	         □		□


Brothers		□	     □	         □		□


Sisters			□	     □	         □		□


Other health problems:_________________________


___________________________________________








