Hmith pinal Coro Conter

1103 Russell Parkway

Warner Robins, Georgia 31088
Phone: 478-922-4091
800-336-2013

Patient Health History Fax;  478-929-8822

Today’s Date / / Signature of Patient _ _ .
Patient Tifle: (checkone) O Mr. UMrs. QOMs. U1 Miss U Dr. O Prof. J Rev.

First Name Nick Name

Last Name ___ . Middle Name _ Suffix

Address 1

Address 2

City L State_ Zip Code

Home Phone _ L Work Phone ____ .
Mobile Phone

Home email Work Email _

Which email address would you like us to use to communicate with you? (checkone) U Home [ Work
Contact Method (check one)

0 Home Phone 0 Work Phone O Mobile Phone ] Home Email 0 Work Email

Date of Birth / / Age Gender (check one) Wl Male U Female U Unspecified

Marital Status (checkone) U Single [ Married Q Other SSN

Employment Status (check one)

O Employed UFT Student 4 PT Student O Other 0 Retired Q0 Self Employed

If employed, place of employment

Occupation

Race (check one)

L White QO Black/African American O Hispanic W American Indian/Alaskan Native

d Asian d Asian Indian O Chinese Q Filipino

O Japanese L1 Korean L) Viethamese (0 Native Hawaiian or other Pacific Island
QSamoan U Guamanian or Chamorro  QOther L1 ! choose not to specify

Multi-Racial (checkone} [lYes OINo O Unknown
Ethnicity (checkone} O Hispanic or Latino [ Not Hispanic or Latino «l | choose not to specify

Preferred Language (check one)

U English O Spanish L American Sign Language U Chinese O French 0 German
U Tagalog O Viethamese 4 ltalian [ Korean ] Russian L) Polish
U Arabic U Portuguese 0 Japanese 4 French Creole O Greek Q3 Hindi

U Persian O Urdu  Gujarati d Armenian Q { choose not to specify
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Are you currently pregnant or trying to get pregﬁant? (checkone) Yes UINO

Did someone refer you to our office?

Verification Question (choose only one question by circling the question, then give the answer to that question)
[ What is the name of your favorite pet? O In what city were you born?  Q What high school did you attend?

0 What is your favorite movie? Q What is your mother's maiden name? O On what street did you grow up?
0 What was the make of your first car? [} When is your anniversary?  d What is your favorite color?

Verification Answer to the Chosen question:

Do you currently smoke tobacco of any kind? [ Yes O Former smoker U Never been a smoker
If yes, how often do you smoke: 1 Gurrent every day smoker ~  Current sometimes smoker
If yes, what is your level of interest in quitting smoking?
do 0O1 Q2 QO3 Q4 Qs 06 Q7 4usg Qg 010
Current medications, including dosage if known.

If there are no current medications, check here: U

1) ____ — _ 5)

2) _— 6) _ :
3) _7) -

4) 8)

List any known allergies you have had to any medications.
If no allergies are known, check here: U

1) 3)
2) . 4) o

Briefly list your main health problems:

Has any doctor diagnosed you with Hypertension presently? U Yes U No If yes, what kind?

Has any doctor diagnosed you with Diabetes presently? U Yes U No Ifyes, whatkind? L} Typel W Type i
if yes to Diabetes, was your blood lab-work test for hemoglobin A1c > 9.0%? U Yes 0 No U Not Sure
If yes, what kind?

Have you had an X-ray or CT scan or MRI of your Jow back spine in the past 28 days? U Yes UNo

To be performed by clinic staff:

Height: iInches
Weight: pounds
BP: /
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Primary Symptoms: (Check all that apply)

1 Headache 1 Migraines [0 Neck Pain 1 Neck Stiffness 0 Shoulder Pain

1 Arm Pain 1 Low Back Pain 0 Hip Pain 1 Leg Pain [0 Back Pain

] Soreness 1 Discomfort O Numbness 1 Tingling 0 Dizziness

1 Fatigue 0 Weakness (1 Memory Loss 0 Hearing Loss [0 Depressed

1 Elbow Pain 0 Knee Pain 0 Fever (] Sweating 0 Sleep Problems
Other:

Additional Symptoms:

Where Specifically Does it Hurt? (Check all that apply)

1 Neck (1 Upper Back (0 Mid Back O Lower Back O Left Hip 1 Right Hip
[ Left Shoulder O Right Shoulder 1 Left Arm 00 Right Arm 1 Left Elbow 1 Right Elbow
1 Left Leg 00 Right Leg 1 Left Knee O Right Knee [0 Left Ankle ] Right Ankle
1 Head 0 Eyes 1 Ears [0 Chest [0 Abdomen [0 Butiocks
1 Other:

2
Please Describe the Pain and Place an “X” on the Picture: e

Severity: ST
[ Mild O Mild-to-Mod O Moderate O Mod-to-Severe O Severe o

Frequency:

0Once [OlIntermittent O Occasional O Frequent [ Constant |
Quality: )
O Dull O Medium 0 Sharp 0 Stabbing 0 Burning 1e8

The Pain is worse: (Check all that apply)
1 Morning O Midday 0 After Work [ Evening 00 Nighttime

Describe on a Scale of 1 {mild) to 10 {severe) How You Feel:

Circle One: 1 2 3 4 O 6 7 8 9 10

Have you Been Treated for this Current Condition in the Past?
Ll Yes L No When? By Whom?

What Activities of Daily Living are you unable to perform due to your pain?

1 Sleeping 0 Walking O Standing 1 Sitting 1 Running 1 Climbing

1 Bathing [ Showering [ Dressing 1 Shoes ] Toileting [0 Cleaning

1 Self Care 0 Family Care 0 Child Care (1 Home Care (1 Driving O Gardening
1 Working 1 Lifting 1 Desk Work 1 Traveling ] School [1 Concentrate

Describe how the pain affects these Activities of Daily Living:

Check the box that describes the pain and Activities of Daily Living (ADL):

1 - 2~ 3 - 4 — 55— 6 — 7— 8- 9~ 10 —
Mo Pain Slight Pain with Pain with & Pain Pain Limits Pain Pain Pain Fainis
Discomfort No Effect Little Effect Pravenis Work and Prevents Prevents Keeps Me Horrible,
on ADL's on ADL’s Any ADL's Prevents Bath Work Woarking, in Bed or Cannot
Any ADL's and ADL's ADL's and Sitting at Tolerate
Activily All Times Movement
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ADDITIONAL COMPLAINTS:

PAST HISTORY:
What other conditions have you been treated for? (Explain in detail)

What Surgeries or Procedures have you had”? (Explain in detail)

Medical History — (Check all that apply)

You:

1 Diabetes (1 Arthritis 1 AIDS 1 Sciatica 0 Bursitis [0 Osteoporosis

1 Alzheimer O Kidney Dis. 0O Gout 1 Amputation 0O Ulcers 0 High Blood Pressure

1 Cancer ] Heart Attack 0O Stroke 1 COPD 1 Scoliosis O Low Blood Pressure

1 Ulcers 0 Deafness 1 Blindness ] Migraines 1 Disc Disorder O Neuralgia

O Constipation 0O Diarrhea [J Nausea 00 Vomiting [ Varicose Vein O Convulsions

O Fainting 1 Sweats 1 Chills O Nervousness 0 Eczema O Prostrate Trouble

O Bleeding 0 Tonsilitis 0 Earache 1 Hemorrhoids O Pregnancy O Neuro-Muscular Disease

O Other: (Be specific)

Your Family:

List any Current Allergies: (Be specific)

Current Medications You are Taking: (Be specific)

Social Activities:

(0 Smoke Cigarettes  # packs per day O Smoke Cigars 0 | don't smoke

O Drink Alcohol Beverages __ # per day, or ___ # per week [ | don't drink alcohol,
0 Beer O Wine {0 Mixed Drinks

O | admit to history of Recreational Drug Use. I | deny history of Recreational Drug Use.

3 | am currently Pregnant. Due Date:

Comments:

Please sign this form and thank you for visiting our office!

(Your Signature) (Date) (Provider Signature) | (Date)
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