WORK WELLNESS NEW PATIENT HISTORY

NAME: DOB: / /

Have you ever previously had an injury to the body part(s) we are seeing you for today?

QONoO

(O YES —work injury (when? ) (what happened?

(O YES — NOT at work (when? ) (what happened?

When was your last Tetanus shot? () <5years ()5-10years () >10years () unknown

MEDICATIONS | () NONE

Name of medicine/pill Dose (mg) # per day Why do you take this (diagnosis)?

. ALERGES === Ol

Name of medicine/chemical/food What kind of reaction do you have?

MEDICAL PROBLEMS md (O NONE

Check if you currently have or have ever had any of these problems or injuries:

Respiratory

Cardiovascular

Gastrointestinal

Genitourinary

Musculoskeletal

Neurological

Psychiatric
Endocrine
Heme/Onc

Infectious Disease

(O Hearing Loss

(O Seasonal Allergies
(O Sleep Apnea

(O High Cholesterol
(O Atrial Fibrillation
(O Heart Disease

(O Crohn's Disease

(O Ulcer

(O Kidney Disease
(O Gout

(O Broken bone (body part?
(O Carpal Tunnel

(O Migraine/headache

(O Parkinson’s

(O Depression

(O Diabetes

(O Cancer ( )
O HIV/AIDS

(O Other Important History

(O Cataract

(O Tooth Injury
(O Asthma

(O High Blood Pressure
(O Mini-Stroke (TIA)
(O Heart Failure

(O Heartburn/Reflux
(O Hernia (what kind?

(O Blindness

(O Tooth Infection

(O Emphysema/COPD

(O Pulmonary Embolism

(O Stroke (CVA)

(O Heart attack

(O Gallbladder Disease
)

(O Kidney Stones
(O Fibromyalgia

(O Scoliosis
(O Bell’s Palsy

(O Anxiety

(O Thyroid problem
(O Anemia

(O Hepatitis

(O Osteoarthritis
(O Rheumatoid Arthritis

(O Seizure disorder
(O Substance Abuse

(O DVT/blood clot




Y ore

Check if you have ever had any of these surgeries (please add R or L so we know which side):

(O Skin lesion removal (where? )
(O Sinus surgery (O Thyroid surgery (O Hearing aid implant
(O Ear drum repair (O Cataract surgery (O Tonsils removed
(O LASIK eye surgery
258 (O Breast implants (O Breast reduction (O Mastectomy
Resplra’:/ (O Lung removed
Cardlé)uv;i (O Heart stent (O Heart bypass surgery (O Heart valve repair
Gazt;?rl]r;'j (O Gastric bypass (O Hernia repair (O Spleen removed
(O Appendix removed (O Gall bladder removed (O Liver removed
Genitouri .
nary (O C-section (O Hysterectomy
MuksecIL;I;si (O Carpal Tunnel surgery (O ACL reconstruction (O Knee scope
(O Shoulder scope (O Rotator Cuff repair (O Hip scope
(O Shoulder replacement (O Knee replacement (O Hip replacement
(O Spine Surgery (what kind? ) (O Other ( )

OTHER HISTORY

(O Single (O Married (O Divorced (O Separated

How would you describe your support system?

(O Good (O Questionable (O Poor (O Inadequate

What stressors do you have?

(O None (O Financial (O Family (O Emotional () Health (O Housing (OlJob

What is your highest level of education completed?

What is your current job?

Have you ever or are you currently serving in the military? ()NO (O YES - branch?

How many days/week do you exercise?

What type of exercise?

Do you currently or have you ever used any illegal substances? (ONO () YES

If yes, what substance?

When did you use last?

Have you ever gone to rehab to stop using a substance? (O NO () YES- when?

Tobacco Use

(O Never

(O Current (age started? ) (packs/day? )

(O Current smokeless

(O Former (age started? ) (packs/day? ) (age quit? __ )
(O Passive smoke exposure
Alcohol Use (O Never
(O Current (average drinks per week? )
(O Former

(O Sober with history of alcoholism



