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Case History 
Name:_______________________________________________________________________ 
Date:________________________________________________________________________ 
 
Chief complaint/Reason for visit_________________________________________________ 
 
Duration of Present illness:_____________________________________________________ 
 
Past Medical History: (Please Circle) 
 
High Blood Pressure-Diabetes Mellitus-Bleeding Problems-Hepatitis-Skin Cancer 
 
Any Surgeries you’ve had: (and Dates) 
_____________________________________________________________________________
_____________________________________________________________________________ 
 
Medications or Supplements you take regularly including Asprin, Aleve, Motrin  (Dosage 
if available) or None__________ 
_____________________________________________________________________________ 
 
 
Allergies to Medications:_____________________Reaction is:________________________ 
None________ 
 
Social History:  Do you smoke?_________If so, how many cigarettes per day? __________ 
 
Family History:______________________________________________________________ 
 
Review of Systems:  (Please Circle) 
 
Eyes:   Visual Problem Blurry Vision  Red Eyes 

Other       None 
 
Ears:   Hearing Problem Ringing in the Ears Discharge 

Other       None 
 
Throat:  Swallowing Difficulty Frequent Sore Throats Speech Problems 

Other       None 
 
Mouth:  Dental Problems Tongue Problems Canker Sores 

Other        None 
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Neck:   Swollen Glands Thyroid Problems 

Other       None 
 
 
Chest:                   Asthma Shortness of Breath Cough  TB    Emphysema 

Other       None 
 
Heart:                    Murmurs Pace Maker  Palpitations Valve Problems Heart Failure 

Heart Attack   Angina 
Other       None 

 
Intestinal:  Colitis Ulcer Gastritis Barrett’s Esophagus  Polyps   Constipation 

Other       None 
 
Urinary:  Urinary Problems Frequency Burning Kidney Stones 

Other       None 
 
GYN   Last menstrual period_______Pregnant_____Breastfeeding 
 
Upper Extremity: Pain in arm Carpal Tunnel  Shoulder Pain  Elbow Pain Wrist Pain 

Other       None 
 
Lower Extremity: Pain in Legs  Knee Pain  Hip Pain  Ankle Pain   Tingling 

Other       None 
 
Spine:  Low Back Pain   Neck Pain   Mid Back Pain   Scoliosis  Herniated Disc  

Sciatica 
Other       None 

 
Systemic: Weight Loss  Fever  Night Sweats  Trouble Sleeping  Loss of Energy   

Arthritis 
Other       None 

 
Neuro:  Headache    Convulsions     Seizures Fainting ADD  Stroke Other 

Other       None 
 
Psychiatric:  Depression  Anxiety Stress/Excess Worry  Drug/Alcohol Issues  

Other        None      
   
 
 
 


