
HISTORY AND PHYSICAL EXAMINATION

(Chief Complaint)

□ □

(Include dates)

(Check all that apply)

Yes No Yes No Yes No

□ □ Headaches □ □ Stomach, ulcer, intestinal □ □ Anemia

□ □ Seizures problems □ □ Cancer

□ □ Strokes □ □ Cholesterol □ □ Hepatitis

□ □ Arthritis □ □ Breathing or lung disorders □ □ Phlebitis or blood clots

□ □ Nerve disorders □ □ Sleep Apnea □ □ Ease of bruising

□ □ Circulation problems □ □ Use a CPAP machine □ □ Bleeding disorder

□ □ Heart trouble □ □ Kidney / Bladder problems □ □ Factor V Leiden

□ □ High blood pressure □ □ Thyroid problems □ □ Emotional or psychiatric

□ □ Inflammatory joint disease □ □ Diabetes difficulties

□ □ Lyme Disease □ □ Other medical problems

□ □ HIV/Aids

Med Dose Times/day Med Dose Times/day Med Dose Times/day

□ □ (Specify)

□ □ (Specify)

(Please Circle)

(If deceased, age and cause of death)

Date of Injury
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