
CONFIDENTIAL PATIENT CASE HISTORY 
Please complete this entire form. This confidential history will be part of your permanent record. 
 
Name __________________________________________ Birthday ________________________ Sex � M � F 
 
Address _______________________________________ City _______________________ Zip _____________ 
 
Soc. Sec. # ______________ Home Phone ___________ Work ___________ Cell ___________ E-Mail __________ 
 
Marital Status: � M � S � D � W   Children, Ages _________________ Spouse’s Name ______________________ 
 
Occupation ______________________________ Employer _____________________________________________ 
 
Who referred you to us? ___________________________ How did you hear about us? _______________________ 
 
What is your major complaint? 
_____________________________________________________________________________________________ 
_____________________________________________________________________________________________ 
 
How long have you had this symptom? 
_____________________________________________________________________________________________ 
 
Have you had this or similar symptoms in the past? 
_____________________________________________________________________________________________ 
 
Do any positions make it feel worse? 
_____________________________________________________________________________________________ 
 
Do any positions make it feel better? 
_____________________________________________________________________________________________ 
 
Has this symptom:  � Improved   � Unchanged   � Getting Worse 
 
Is this symptom interfering with your:   � Work    � Sleep    � Daily Routine   � Other _________________________ 
 
Has there been other doctors or therapist who have treated THIS condition 
____________________________________________________________________________________________ 
 
What do you think caused this condition? 
____________________________________________________________________________________________ 
 
List surgical operations and years: 
_____________________________________________________________________________________________ 
 
Do you have a family physician? Name: _____________________________________________________________ 
 
Are you on any medications?  dosage and frequency: __________________________________________________ 
_____________________________________________________________________________________________ 
 
Have you been in an auto accident or had any other personal injury?   � Yes    � No  
If YES, describe: _______________________________________________________________________________ 
_____________________________________________________________________________________________ 
 
 
 
Signature ________________________________________________________   Date _______________________ 
 
 
Parent/Guardian ___________________________________________________  Date _______________________ 
 
 



REVIEW OF SYSTEMS (Check only the ones you now have or have had in the past) 
 

 
 
 
 
Name:  ___________________________________________ 
 
 
 



 
 
 
 
Name:  ___________________________________________ 
 
 
 



FAMILY HISTORY (List any of the diseases listed above which run in your family) 
 
Relative  Age if Living  Age at Death  Cause of Death  State of Health  Illnesses 
Father   _________  __________  ________________  _____________ _____________ 
Mother   _________  __________  ________________  _____________ _____________ 
Brother(s) _________  __________  ________________  _____________ _____________ 
Sister(s)  _________  __________  ________________  _____________ _____________ 
Maternal  
Grandfather _________  __________  ________________  _____________ _____________ 
Maternal  
Grandmother _________  __________  ________________  _____________ _____________ 
Paternal  
Grandfather _________  __________  ________________  _____________ _____________ 
Paternal 
Grandmother _________  __________  ________________  _____________ _____________ 
 
 SOCIAL HISTORY (Check the boxes and fill in) 
 
Current Weight _____________  
Have you recently lost or gained weight?___________________________________ 
Mental Work   � Heavy   � Moderate   � Light        Hours per day _____________ 
Physical Work   � Heavy    � Moderate   � Light       Hours per day _____________ 
Exercise   � Heavy    � Moderate    � Light       Hours per week ___________     Type ________________ 
Smoking   � Current    � Previous           Packs/Day _______            # of years ______ 
Alcohol      Beer/Week ______     Liquor/Week ______      Wine/Week ______       # of Years ______ 
Caffeine    Cups/Day _______      # of Years ______ 
(Coffee, Tea, Cola) 
Aspirin      # per Day ______        # of Years ______        Others _________________________________ 
 
 
Please fill out this form as accurately as possible. Mark the area(s) on the body diagram where you 
feel your described symptom(s). Use the appropriate symbol(s) to mark areas of the body. Include all affected areas. 
 
Aches = o    Numbness = ▲    Pins/Needles = □    Burning Sensation = x    Stabbing Sensation = ↑ 
 

Indicate the severity of your symptoms 
by marking an “X” on the lines below: 

 
How bad are your symptoms now? 

 
None ▬▬▬▬▬▬▬▬▬▬Severe 

 
How bad have your symptoms been in 

 the past? 
 

None ▬▬▬▬▬▬▬▬▬▬ Severe 
 
 
 
 
 
 
 
 
Name: ________________________________ 
 


