Date MEDICAL HISTORY

Name DOB Age Height Weight
Pharmacy Name: Pharmacy Phone Number:
Medication Dosage Frequency

Medical History

General DAlcoholism CHistory of drug abuse oOType 1 Diabetes oType 2 Diabetes oCancer
OHistory of Polio oThyroid Disease mPain Management
HEENT OHearing problem oBlindness oGlaucoma
oOther:
Respiratory OAsthma OCOPD olLung Disease 0O Tuberculosis oOHistory of Pneumonia
oOther:
Auto Immune oMultiple Sclerosis (MS) oOGuillain-Barre (GB) oPsoriasis olnflammatory Bowel Disease (IBD)
Deficiency OLupus
Blood oOBlood Clotting Disorder oOHistory of Blood Clots oAnemia oHIV DAIDS
Cardiovascular OHeart Disease OCAD (Coronary Artery Disease) OCHF (Congestive Heart Failure)
oHigh Blood Pressure oHistory of Heart Attack oHistory of Stroke oPacemaker oDefibrillator
Gastrointestinal/ OHeartburn OHistory of Ulcers oHistory of Gl Bleed oBowel Incontinence
Genitourinary oOBladder Incontinence oBowel Disorder DEnlarged Prostate oPelvic Infection olLiver Disease
oKidney Disease OKidney Stones OHepatitis OPost Menopause
opregnant (How many weeks: )
Musculoskeletal OOsteoarthritis oRheumatoid Arthritis OGout OOsteoporosis
Neurologic OSeizure Disorder DElarkinson;:s| OMultiple Sclerosis (MS) oHistory of Paralysis
oAlzheimer’s (circle: with/without behavioral disturbance)
oOther:
Psychiatric OAnxiety ODepression oBipolar Disorder OSchizophrenia
o Other:
Infections OMRSA oOMSSA oOVRE oC-Diff
If yes to any, please list dates:

AUSTIN SPINE | 3000 N IH 35, STE. 708 AUSTIN, TX 78705 | PHONE (512)347-7463 | FAX (737)202-2561



Allergies \ Reaction/Symptoms

Surgical History

Location: Name of Surgery: Date (mm/dd/yyyy): Surgeon’s Name:

Neck/
Back

Other

Family Medical History

If any relatives have ever had any of the following, please check the box and indicated your relationship:
OAdopted oHistory unknown

O Seizure disorder

o Diabetes

o Cancer

O Heart Disease

0O High Blood Pressure

O Kidney Disease

o Mental llIness

o Alcoholism

o Stroke

O Bleeding Disorders

O Spine Problems
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Social History

Alcohol Use oNo

OYES = Type of Alcohol: OBeer oWine oLiquor = Drinks per week:
Smoking oNo = oFormer Smoker = Quit Date:

oYes

Type of tobacco: acigarettes opipe wOcigars Dhookah pipe Delectronic cigarettes ochewing osnus
Frequency: dOoccasionally conce a month Donce a week 0Odaily
Packs per day: 00.25 00.5 ol ol.5 o2

Occupation: oORetired oOStudent oDisabled Marital Status: # of Children
oEmployed: oSingle oMarried oDivorced oWidowed

Do you exercise routinely? oYes oONo | Lives with: oAlone oSpouse oPartner oChildren cParent(s) oAssisted living

Review of Systems

General Information ochills ofever oweight gain oOweight loss

Skin oObruises easily Orash obleed easily owounds

Head, Ears, Eyes, Oblurred vision odouble vision ohearing loss Thoarseness otrouble swallowing

Nose, Throat ovision loss

Respiratory ocough oshortness of breath owheezing

Cardiovascular ochest pain oirregular heart beat opalpitations cpoor circulation

Gastrointestinal oabdominal pain obowel changes oOconstipation odiarrhea gincontinence

Genitourinary oblood in urine odifficulty with urination ofrequent urination o frequent(recurrent) UTls

Musculoskeletal Oweakness Oback pain Ojoint pain Ojoint swelling omuscle pain cneck pain
oreduced range of motion ostiffness cswelling

Neurology obalance difficulty oburning pain odifficulty walking odizziness oOfainting oheadaches
oimpaired memory Operipheral neuropathy oOseizures oshakiness otingling/numbness

Psychology oloss of sleep Dnervousness wOstress

Have you had a flu shot?

OYes. When? Date

ONo. Reason

Have you had a pneumonia shot?’

OYes. When? Date

OINo.
Have you had any falls in the last year?

OYes. When? Date

ONo.
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