Physician Associates — Dr. Marc Grossman

MEDICAL HISTORY INFORMATION

Name: Date of Birth: / / Age:
Primary Care Physician Referring Physician
What body partisinvolved? ORight OLef‘t OBiIateraI

Date of Injury

Origin of InjuryOAutomobiIe OWorkers' Compensation OOther
Rate the severity of pain on a scale of 0 — 10, with 10 being the worst pain ever felt.
Describe the pain.OConstant @Intermittento Sharp ODuII O Burning OShooting

What causes the pain? (Check all that apply.) OSitﬁngOStanding OWaIking OSIeeping

OBending OLifting OReachingOStairsORunningOOther

Do you experience the following symptoms? (Check all that apply.) OWeaknessONumbness
OTinglingOCIickingOInstabiIityOCatching Oswelling

What treatment have you had for this condition? (Check all that apply.)
OX—raysOMRIOEMGOPhysicaI Therapy OMedication Olnjection OSurgery O Other

Drug Allergies: O None O Yes (Please list.)

Current Medications:

®

10.

11.

QIR (W INI=

12.

Past Medical History: (Check all that apply.)

O Cancer O Heart Disease O Liver Disease OThyroid Disease
O Depression/AnxietyO High Blood Pressure O Lung Disease OUIcers

O Diabetes O Kidney Disease O Reflux OOthers



Past Surgical History:

Name Year

SN Rl Eal Fol

Social History:

Do you smoke/chew tobacco products?

Do you drink Alcohol?
Do you take lllegal Drugs?
Do you exercise?

OYes

O currently everyday () Currently

O Never

8Yes ONo  How often per week?
Yes

No
No (cardiovascular

OStrength training

O Previously, Year Quit

How often per week?
How often per week?

Family Medical History: (Please complete relevant information.)

Sex Living Deceased Diagnoses
Mother | F
Father M
Sibling
Sibling
Other

Review of Systems: Please check any symptoms you have recently experienced.

ConstitutionaI:O Fever OWeightIoss
OHeadache

Musculoskeletal: O Back pain O Neck Pain
Joint Pain

Eyes:O Worsening vision O Double vision

Neurologic: O Seizures OTremors O Dizzy

Respiratory: () Shortness of Breath @Wheezing
O Frequent Cough

Endocrine:O Excessive thirst OTemperature
Sensitivity O Fatigue

Cardiovascular: O Chest Pain Olrregular
Heartbeat O Leg swelling

Hematology/Lymphatic: O Swollen glands
@Blood clotting problem

Immunological: O Drug Allergies

skin: O Rash O Boils Q) persistent itch

Gastrointestinal: O Nausea OAbdominaI Pain
O Indigestion/Heartburn

Urologic: O Urgency O Frequency

ENT: O Poor HearingO Sinus problems
O Sore throat

(O Hematuria %Pain

Psychological: (_) Depression O Anxiety

Patient Signature

Doctor Signature

Date

Date
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