HEALTH QUESTION
PATTENT MAWNE: TODAYS Date:

REASOM FOR VISIT:

LIST ANY MATOE INJURIES YOU HAVE SUFFERED AND APPEOXIMATE DATE,
INCLUDING FRACTURES:

DO YOU HAVE ANY MEDICAL PROBLEMS I SHOULD BE AWARE OF?

HAVE YOU EVEE HAD AM ATLERGIC REACTION TO AMY MEDICINE? FLEASE
LIST:

HAVE YOU EVER BEEN HOSFITALIZED FORE ANY REASON OTHER THAN SURGERY
OF CHILEIETH? PLEASE LIST:
TEAR ILLHESS HOSPITAL (caty and state)

K K

i K

PLEASE CHECEK ANY ILLMNESS YOU MAY HAVE HAD:

__ ALCOHOLISMM __ DRUG ABUSE ____ SUICIDE ATTEMFT

__ DEPRESSION _ ANXIETY _ NERVOUS BREAKDOWN
HEALTH HAEBITS

DO YOU CURRENTLY EMOEE CIGARETTERS? If yes, How many packs aday
HOW LONG HAVE YOU SMOKED? IF YOU ARE A FORMER SMOKER,
WHEN DID YOUT STOP? HOW LONG DID YOU SMOKE?

HOW MANY PACEKS PER DAYY

DO YOU DREIME. ATOCOHOLY

FLEASE LIST ANY PHYSICIANS CHIROPEACTORS FPHYSICAL THERAPISTS ETC. YOI
HAVE BEEN CONCERNING YOUR ARTHRITIS COMPLATNTS:

NaAME ADDRESSE PHONE #
Il i
i i

DO YOUR ARTHEITIC COMPLAINTS STEM FROM AN INJURY FEOM WHICH A
LAWESUIT IS CUREENTL Y FEMDING OF FPLAMMED? YES MO

IF YES, WHAT WAS THE DATE OF THE ACCIDENT?

FLEASE LIST NAME PHOMNE NUMBEE AND ADDRESS OF THE LAWTYER YOI ARE
TEING.

IS THERE AHISTORY OF ARTHRITIE IN YOURE FAMILY? PLEASE CHECE. AND LIST
THE INVOLVED MEMBEES:

GOUT EHEUMATOID ARTHRITIS LUPUS
OSTEOQARTHRITIE OTHEER




PLEASE PUT A “X" NEXT TO THE JOINT WHICH YOU HAVE OR HAD SYMPTOMS 1IN
DIFFICULTY IN SWELLING, STIFFHESS, PAIN OR LOSS OF MOTION:

HAVEHAD HAVE/HAD
HANDS S KMEES e
WRISTS — ANKLES
ELBOWS — FEET
SHOULDER ___ MECK  ___
HIPS - BACK

HAVE YOU EVER HAD BURSITIS? YES NO
HAVE YOU EVER HAD TENDOHNITIS? YES WO

PLEASE MARK ANY TEST YOU HAVE EVER HAD IN A PREVIOUS EVALUATION OF YOUR
ARTHRITIC CONDITION.
A-FAY OF WHAT, WHEN
CAT 5CAN MYELOGRAM
ARTHRITIS LAEB TEST RESULTS:

HAVE YOU HAD ANY SURGERY ON YOUR JOINTS, BACK, OR NECK?
PLEASE LIST.

HAVE ANY OF THE FOLLOWING MODALITIES BEEN USED TO TREAT YOUR ARTHRITIC
CONDITIONT

FHYSICAL THERAPY
OCCUPATIOMNAL THERAPY
PAIN CLINIC
TRACTION
CHIROPRACTIC THERAPY

PLEASE CHECK MEXT TO THE FOLLOWING MEDICATIONS YOU USE TO TREAT YOUR
ARTHRITIC PROBLEM

1B

___PREDNISONE __MECLOMEN __ VOLTAREN __ SOMA
—__PENICILLAMIME ___MNALFON —_ ROBAXIN ~_PERCOSET
—_VIONX —__FLEXERIL —_DARVOCET ___MOTRIN
____COLCHICINE ___TYLEMNOLS3 ___GOLD ___FELDENE
—__CELEBREX T INDOCIN —__PLAQUENIL ___AZULFIDINE
___GLUCOSAMINE __ MNAPROSYN __ ORUDIS ___ELAVIL

—_ CHOMDROITIN __ CLIMORIL —_ DOLOBID __ TYLOX

___IMURAN ___CITOXAN __ANSAID —__TRILISATE DISALCID
___TOLECTIN ___ASPIRIN ___METHOTREXATE

PLEASE CHECK THE FOLLOWING SYMPFTOMS YOU HAVE OR HAD THAT YOU FEEL ARE
SIGNIFICANT:

__HEADACHES __IRRITABLE BOWEL SYHD _ PERSISTANT COUGH
__ABDOMINAL PAIN __HAIR LOSS _ TROUBLE SWALLOWING
_ COMIUNCTIVITIS _ DIARRHEA _ FEVER

__DRYEYES __DRY MOUTH __GASTOINTESTINAL BLEEDING
_ SHORTNESS OF BREATH — FATIGUE _MUSCLE WEAKNESS

_ HEAD FAIN __HEEL FAIN _ NUMBHESS/TINGLING
__COUGHIMG UQ BLOOD _JAW PAIN _SCALPTEMDERMESS
__HEARTEBURN —SKIN EASH __SKIN TIGHTENING
__COLOR CHANGES OF FINGERS _ MOUTH SORES __TROUBLE SLEEFING
__GEHITAL SORES _ SHAKING OR CHILLS __SEIZURES

_ SKIN ULCERS _ VOMITINGMAUSEA _ DEPRESSION

__KIDNEY FAILURE __PSORIASIS

__CARPAL TUNNEL SYND __PERICARDITID

__PLEURISY __CHEST PAIN



