


 
 
Case #:____________ 
 
Name:_____________________________________________Family Physician:___________________________________________ 
Date:______________________________________________Referring Physician:_________________________________________ 
What is your problem area?_____________________________________________________________________________________ 
Date first seen for this problem?__________________________________________________________________________________ 
What is your primary complaint regarding your problem area now:  (pain, weakness, swelling, difficulty sleeping, can’t perform your 
job etc…____________________________________________________________________________________________________ 
How long have you had current symptoms?_________________________________________________________________________ 
Is problem due to: ⁮ Illness ⁮ Accident (please check one) 
 
If an accident: 
 
 Date of accident:_____________________________Time of accident:________________am_______________________pm 
 
 Where did accident occur?  (home, work, school, etc)_________________________________________________________ 
 
 Briefly describe accident:________________________________________________________________________________ 
  
 ____________________________________________________________________________________________________ 
 
 Date of first 
  treatment for this problem:_________________________Time first seen:_______________am_____________________pm 
 
 Have you had recent or related surgery for the current problem? ⁮ Yes ⁮ No 
 
 If so, give date and describe:_____________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
If not an accident: 
 
 Have you previously had a problem with this area?   ⁮ Yes  ⁮ No 
 
 If so, when?__________________________________________________________________________________________ 
 
 Did you have surgery at that time?   ⁮ Yes  ⁮ No 
 
 Have you had recent or related surgery for the current problem?   ⁮ Yes  ⁮ No 
 
 If so, give date and describe:_____________________________________________________________________________ 
 
 ____________________________________________________________________________________________________ 
 
Do you have: ⁮ Drug allergy             
  ⁮ Heart Trouble     
  ⁮ High Blood Pressure 
  ⁮ Shortness of  breath 
  ⁮ Circulatory problems 
  ⁮ Diabetes 
  ⁮ Asthma 
  ⁮  Seizures/Epilepsy 
 
Please list current medications taken for this problem:________________________________________________________________ 
 
Please list other medications taken regularly:________________________________________________________________________ 




