
History and Physical Examination 
Patient Questionnaire 

 
Name:     Date of Birth    Date:     
Referred By:         
Chief Complaint:  Briefly explain the reason for your appointment and Doctor’s Notes 
          How long this has been a problem.  
          
          
Result of an accident?  If so, work related?  
Is employer aware?  Date of injury?   
Previous treatment and result: 
          
          
Past Medical History/System Review: (circle those that apply) 
Sinus Problems      Liver/Gallbladder Disease       Neuropathy/tingling 
Eyes/Vision Disorder      Hepatitis         Cancer 
Glaucoma       Kidney Disease        Psychiatric Disorder 
Dentures       Bladder Infection/Disorder      Skin Disorder 
High Blood Pressure      Diabetes year’s        Large Scar/Keloid 
Heart Disease       Thyroid Disease        Skin Ulceration 
Rheumatic Fever      Bleeding/Clotting Disorder      Pregnancies#  
Stroke        Sickle Cell         Births#   
Poor Circulation      Transfusions        Post Menopause 
HIV        Asthma/Bronchitis        Lungs/Breathing Disorder 
Bone/Joint Disorder      Tuberculosis        Neck/Spine Disorder 
Hiatal Hernia       Arthritis (rheumatic)       Stomach Ulcer/Gastritis 
Gout        Constipation/Diarrhea       Neurological Disorder  
Pancreas Disorder       Epilepsy/Seizures        Other 
Last Tetanus Date   
Hospitalizations: 
Date   Condition   Treatment 
          
          
          
          
          
Past Surgical History: 
Date  Procedure  Anesthesia Complications  
          
          
          
          
          
Prescription/Over-the-Counter or Herbal Medications: 
Name  Dose    Times per Day 
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