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PERSONAL MEDICAL HISTORY

(CONFIDENTIAL)
NAME EMERGENCY CONTACT
DOB AGE SEX: __MALE FEMALE REFERRAL FROM
ADDRESS PRIMARY CARE PHYSICIAN
CITY STATE/ZIP
SEND MEDICAL REPORT TO ABOVE DR __ YES/ _NO
SOCIAL SECURITY #

HOME PHONE ()
CELLPHONE ( )
WORK PHONE ()
MARITAL STATUS: SINGLE/ MARRIED/ DIVORCED/ WIDOWED

EMPLOYMENT STATUS: EMPLOYED/ RETIRED/
UNEMPLOYED/ OTHER:
OCCUPATION/ EMPLOYER ADDRESS

I AM CURRENTLY TAKING AN ANTICOAGULANT:
COUMADIN  ASPIRIN PLAVIX  OTHER:

I HAVE TAKEN STEROIDS/CORTISONE IN THE PAST SIX
MONTHS _YES/ NO

IAM: RIGHT HANDED LEFT HANDED
HEIGHT APROXIMATE WEIGHT

CURRENT MEDICATIONS INCLUDING HERBAL
SUPPLEMENTS ALONG WITH DOSE AND FREQUENCY:

ALLERGIC REACTION, INCLUDING RASH OR FAINTING, TO
ANY OF THE FOLLOWING DRUGS:
NONE PENICILLIN SULFA  ANTIBIOTICS
CODEINE DEMEROL MORPHINE ASPIRIN DARVON
DARVOCET  VICODIN LORCET PERCODAN/PRECOCET
IODINE OR OTHER XRAY CONTRASTDYES  DIURETICS
ANTICONVULSANTS(DILANTIN, PHENOBARBITAL, TEGRETOL, DEPAKOTE)
NONSTEROIDAL ANTI INFLAMMATORY DRUGS ~ LATEX ALLERGY
OTHER DRUG/FOOD ALLERGIES

1 HAVE SEEN THIS DOCTOR IN THE PAST:

DR. RICHARD CORALES DR. JUSTIN LUNDGREN DR. LUCIEN MIRANNE
DR. EVERETT ROBERT DR. NAJEEB THOMAS DR. RAND VOORHIES

1 AM BEING SEEN TODAY FOR

INJURY RELATED TO: MOTOR VEHICLE/ JOB/

OTHER:
DATE OF INJURY

I HAVE BEEN TREATED WITH THE FOLLOWING:

PHYSICAL/OCCUPATIONAL THERAPY CHIROPRACTOR
BRACING SPINAL INJECTION OTHER

I HAVE BEEN TESTED WITH THE FOLLOWING:
XRAYS CT SCA MRI MYELOGRAM
EMG/NERVE CONDUCTION STUDY OTHER

I HAVE HAD THE PAST MEDICAL ISSUES:

HEART DISEASE ~ HYPERTENSION (HIGH-BP) PNEUMONIA  ASTHMA
HAY FEVER  TUBERCULOSIS OR POSITIVE SKIN TEST ANEMIA
BLEEDING TENDENCIES HISTORY OF BLOOD TRANSFUSION
CHRONIC LUNG DISEASE SKIN PROBLEMS HIATAL HERNIA
PEPTIC ULCER COLON PROBLEMS KIDNEY PROBLEMS

LIVER DISEASE HEPATITIS/JAUNDICE SLEEP APNEA GOUT
DIABETES STROKE  EPILEPSY ARTHRITIS THYROID PROBLEMS
SPINE PROBLEMS/ DISC RUPTURE PSYCHIATRIC PROBLEMS

HEAD INJURY/CONCUSSION  HIV/AIDS  CANCER/TYPE:

OTHER THAN LISTED:

I HAVE HAD THE PAST SURGICAL PROCEDURES:
NONE  GALLBLADDER COLONSURGERY BREAST SURGERY
HEART SURGERY  HYSTERECTOMY PROSTATE  CARPAL TUNNEL
TONSILS/ADENOIDS ~ C-SECTION ~ APPENDECTOMY KNEE SURGERY
BLOOD VESSEL SURGERY ~ HEMORRHOIDECTOMY ~ HERNIA REPAIR
SPINAL SURGERY OTHER




REVIEW OF CURRENT PROBLEMS OF

GENERAL REVIEW OF CURRENT PROBLEMS:

NEUROLOGICAL SYSTEM: ) )
HEADACHES LOSS OF HEARING/TINNITUS RECENT BLEEDING PROBLEMS CHANGE IN APPETITE
MEMORY LOSS LOSS OF TASTE CHRONIC SORE THROAT WEIGHT LOSS
PERSONALITY CHANGES
CONFUSION ¢ CHRONIC COUGH/ASTHMA BLADDER/URINARY SYMPTOMS
LOSS OF SMELL SPEECH PROBLEMS
NIGHT SWEATS HOARSENESS/VOICE CHANGES SHORTNESS OF BREATH CHRONIC SKIN PROBLEMS
FAINTING/SYNCOPE WALKING/GAIT DIFFICULTY CHRONIC FATIGUE/TIREDNESS JOINT PROBLEMS
VERTIGO/DIZZINES SEIZURES/EPILEPSY STOMACH/INTESTINAL s
RECENT FEVER/CHILLS/  VISION CHANGES/HEARING DISORDERS EROBLEMS CEINBOWEL HARILS
DEPRESSION HIGH BLOOD PRESSURE/CHEST
PAIN/IRREGULAR HEART BEAT
DO YOU FEEL THAT YOU ARE TENSE OR HIGH STRUNG
PERSON? YES/ NO SOCIAL HISTORY:
DO YOU FEEL THAT HOME OR WORK IS DO YOU USE TOBACCO? _YES/ NO HOW OFTEN
UNPLEASANT? YES/ NO DO YOU USE ALCOHOL? __YES/ NO _ HOW OFTEN
DO YOU HAVE DIFFICULTY MAKING UP
FAMILY H
YOUR MIND? YES/ NO HISTORY
DO YOU HAVE PERIODS OF DEPRESSION OR FATHER MOTHER BROTHER SISTER
MELANCHOLY? YES/ NO HERED
DISEASE
DO YOU HAVE PERSISTANT FEARS? YES/ NO pp——
ARE YOU INCLINED TO WORRY EXCESSIVELY?  YES/ NO DIABETES
BLEEDING
ARE YOU EASILY IRRITATED OR UPSET? YES/ NO B
ARE YOUR FEELINGS EASILY HURT? YES/ NO HYPERTENSION
STROKE
ARE EMOTIONAL PROBLEMS IMPORTANT IN —
YOUR PRESENT ILLNESS? | YES/ NO P ERSY
MIGRAINE
KIDNEY
DISEASE

FINANCIAL RESPONSIBILITY

1. Unless arrangements have been made in advance, co-payments, co-insurance, and any outstanding balances are expected at the

time of service.
2. Any check returned from the bank will result in an additional $25 charge that will appear on your account.
Patient accounts not paid promptly a re subject to third party collections and/or legal procedures.

W

4. If your insurance carrier has not responded to a claim within 45 days, we reserve the right to formally transfer all associated liability
for the claim to you. Failure to promptly resolve this balance may result in third party collection and/or legal procedures to be taken.

5. Your health insurance contract is between you and your insurance company. Any complaints regarding your coverage should be
directed to your carrier. If you have obtained health insurance, your insurer may pay some or all of those charges on your behalf,
depending upon the coverage purchased. Pre-authorization by your health plain is not necessarily a guarantee of payment. Plans

review the claim to determine eligibility and benefits for the services before payment is made.

6.  Each health plan established its own rules and definitions of what is medically necessary of reimbursement by the plan and what is
excluded from coverage. This may not be consistent with your expectations or reimbursenrent from prior visits and may not have been
communicated to us or to you before your services are rendered. Accordingly, your health plan may or may not pay for all services

you receive.

7. We will submit a claim on your behalf and advise if your health plan determines some or all of you care or testing is not eligible for

coverage. You are financially responsible for charges your health plan determines are not covered.

8. Your health plan may also determine that your plan requirements were not met or that and approved provider of service was not used.
You are welcome to receive care of testing, however your health plan reduces or denies benefits because the provider you see isnot a

participating provider with your health plan, you will be financially responsible.
9. You are responsible for notifying our office of any change in name, address, phone, of insurance information.

PATIENT/GUARANTOR SIGNATURE DATE
The above is true and correct to the best of my knowledge anq I understand my financial responsibility.
PHYSICIAN SIGNATURE DATE

1 have reviewed the history with the patient.






