Personal Information

First Name Last Name
Addmés City

State Z','P Code

Date of Birth 33N

Phoné Ntxmber 2!;::‘ 'I:l::;:e

Driver!s License # State Issued

Emall Address 7
General Health Information Clrcle Yes or No
[T.—Do you have any allergles? Yeos ] No | Comment Section:
2. What Medicatlons are you currently taking (include dosage & For any YES answers,
. ) . please record the item
frequency) Please answer in comment section. .
.. : — number and list details.
3. Do you smokgf? Yes No Include any surgeries,
4. Have you had any surgerios? (Plea=e list dates & Yes No physicians seen, dates,
procedurae) durations. Please Include
List in any. physl¢ian's seen phone
5. What medications are you requesting? commants number and address,
6. Have you taken this medication bafore? Yes No !
7. If yes, when did you take it & was it affoctiva? Yes | No i ‘
8. Have you taken other medicatlons for this condition, Yes | No
if so please list.

section,

9. What Is your chief Medical complaint, please answer in commsnts

10. Do you have history of:

a. Anxiety, Depresgion, or other mental problems? Yes No
b. Kidney Stones Yes | No |
¢. Arthritis, Fibromyaigia, or Joint Pain Yes No
d. Nausea ’ Yes No_
:,r g;?é:'lna?ch ulcers, Intastine, or other digestive Yes No i
f. Blood disorders? Yes | No .
@. Neurological disorders? Yes No ‘
h, Cancer? ‘ Yos No
I. Respiratory disorder? . Yeos No |
J. Glaucoma or aye problsms? Yes No
H&Sleeplng problems? . Yes Ne
. Heart problems Including“angina, blood pressure, Yos | No
heart disease, failure, or heart attack? .
m. HIV/AIDS? Yes No
n. Stroke Yes No
o. Thyroid, diabetes, or endocrine disorder? Yes No
?
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i
11, Where Is the Pain, circle one or morae: 12. Please indicate whe}e pain Is located.

Neck Shoulders Head Legs
Arms Lower Back  Upper Back
Joints Hernlated Digsc Other

13. Describe the Pain:

Sharp Shooting Duli Localized Electric |
Diffuse Burning Throbbing Steady

L Intermittent Cramping Deep _Stabbing

14. Physical Examination:

Height (In Weight Chest (full Chest (forced i Abdomen (at umbilitus,
shoaes) ingplration, male | expiration, male | male only}
only) only) : ;
. n ibs. In. in. f In.
15. Blood Pressure { Right arm whils seated. Take 2 Sys Sys
readings and record, do not disregard any.) If systolic Dia : Dla
is over 140 or dlastolic over 90 take 3" and 4* reading 8ys : Sys ]
after 10 min. est. Dia . Dia
16. Pulse Rate (at reat), Record for 1 full minute “Irragularities /min
17. Did you measure? Yes No 18. Did you weigh?  Yes No

To the best of my knowledge and belief, the answars recorder hereln are true and complete

i

Slgnatura of Patient Date
Proferred doctor consultation contact time? Circle One:

8am-11am 11am-2pm 2pm-5pm Spm-8pm

1
|
Signature of Examinar Date
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