STEVEN J. WALTRIP, M.D.

A Medical Corporation
MEDICAL HISTORY

Name: ______________________________________ Date: ____________ Age:  _____ 

Referred By: _________________________________ Occupation: _________________ 

Internist: ____________________________________

Do you have any allergies to medication? ______________________________________ 

________________________________________________________________________ 

CHIEF COMPLAINT AND HISTORY OF PRESENT ILLNESS

1. Mark the areas where you feel pain/numbness/or tingling on your body.

Please use the following key:
#  
numbness

X 
pain

O
tingling
[image: image1.jpg]



3.  When did your pain begin? _______________________________________________ 


Are you getting:
worse

better

stable

4.  Describe how your symptoms began. _______________________________________ 

________________________________________________________________________ 

5.  Please describe all present symptoms._______________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

6.  Pain Rating: Please circle the degree of pain you are currently experiencing.
0
1
2
3
4
5
6
7
8
9
10

       No pain








     Burning oil 

 








         on skin

7.  What position and/or medication relieves your symptoms? ______________________ 
________________________________________________________________________ 

8. What worsens your symptoms? ____________________________________________ 

________________________________________________________________________ 

9.  Have you had tests such as Xray, MRI, epidural, etc. related to your problem?  

Test/Study:

Date:

Result:

________________
__________ 
_________________________________________

________________
__________ 
_________________________________________

________________
__________ 
_________________________________________

________________
__________ 
_________________________________________

10.  What treatment/s have you received for your injury? (Circle all that apply)

PHYSICAL THERAPY
BRACING
SURGERY 
HOME EXERCISES


ACUPUNCTURE

PILATES
EPIDURALS   CHIROPRACTIC

11. Please list all current medications including the daily dosage.

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

REVIEW OF SYSTEMS

12.  Have you recently had any of the following? (Circle all that apply)

FATIGUE
MEMORY LOSS
LOSS OF CONCENTRATION
STRESS
FAINTING
DIFFICULTY URINATING

SHORTNESS OF BREATH
DEPRESSION
HEARTBURN
DIFFICULTY SLEEPING
ULCERS
WEAKNESS

ITCHING

LOSS OF APPETITE/VOMITING



HEADACHES
NERVOUSNESS
BOWEL PROBLEMS
NAUSEA
NUMBNESS

FACIAL PAIN
DIFFICULTY HEARING

13.  If you are female, are you pregnant? 
Y      N

MEDICAL HISTORY
14.  Have you had previous injuries? __________________________________________​

_______________________________________________________________________

15.  Have you had prior surgeries to the injured area? ____________________________ 

_______________________________________________________________________ 

16.  Do you have a history of any of the following medical issues:  (Circle all that apply)

URINARY 
HEART DISEASE

EYE, EAR, OR NOSE
ARTHRITIS

CANCER


HYPERTENSION

CIRCULATORY/CVA

RESPIRATORY

LIVER OR KIDNEY

DRUG/ALCOHOL ABUSE


GASTROINTESTINAL
PSYCHOLOGICAL

DIABETES

17.  Please explain any of the above. __________________________________________ 

_______________________________________________________________________ 

_______________________________________________________________________ 

18.  If this is a repeat injury, what have you taken in the past to alleviate your symptoms?  What was the result?

_______________________________________________________________________ 

_______________________________________________________________________ 

PAST, FAMILY, AND SOCIAL HISTORY

19.  Is there a history of spinal problems in your family? 
Y      N

20.  Do you smoke?
Y      N

21.  Do you drink?
Y      N     If yes, how often? ______________________________ 

22.  Do you have a history of drug abuse? 
Y     N
     If yes, please explain.  _________ 
________________________________________________________________________ 

________________________________________________________________________ 
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