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ARrrs' Clinic oate:

Patient Health History

Name. Date of Birt:
[ — Weight
Reason o visit today:

When/bow did this happen?.

Previous injures/accidents: Date:
Previous surgeres: Date:

‘Medications: (Please st all prescribed s well as over-the-countr medications. If you have a st of your
medications, please present it to the staf upon completion o this form..
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Tobacco Use (Smoking/Smokeless):

Daily Occasionally Former (How long)

Review of symptoms: (Circle ALL that apply)

Constitutional: Cardiovascular:
Unexplained weight loss Chest pain
Chronic fatigue/malaise Palpitations

Fever or chills High blood pressure

Trouble sleeping

Gastrointestin: Hematologic:
Gallbladder disease Ease of bruising
Heartburn Ease of bleeding.

Persistent nausea and/or vomiting
Diarrhea and/or constipation

Heent: Respiratory:
Headache Persistent cough
Eye pain Shortness of breath

Wheezing/asthma
Bronchitis/pneumonia

Vision loss/changes
Swallowing difficulties
Glasses or contacts.

Musculoskeletal: Neurological:
Neck pain Dizziness
Low back pain Fainting
Midback pain Seizures
Shoulder pain Weakness
Leg pain Numbness
Walking problems Tingling
Clicking/painful jaw Tremor
Arthritis Perianal numbness

Spasticity in arms/legs
Tremor

years Never

Skin:
Rashes
Lumps
Itching/dryness
Color changes
Hair/nail changes

Endocrine:
Heat or cold intolerance

Sweating
Frequent Urination
Thirst

Change in appetite

Psychiatric:
Nervousness
Stress
Depression
Memory loss

We will work closely with you to resolve your chief complaint. As health professionals we are also concerned about your
overall wellness. On future visits we will discuss other issues with you that may impact your overall health.

All of the answers | have given are correct to the best of my knowledge.

Patient’s Signature

Date

Signature of Parent or Legal Guardian

Relationship

Date





