
PATIENT HISTORY FORM 
Note:  This is a confidential record and will be kept in your doctor’s office.  Information contained here will not 

be released to anyone without your authorization to us to do so. 

PLEASE PRINT LEGIBLY AND FILL OUT ALL INFORMATION 

Today’s Date________/_________/________ Date of Last Physical Exam ________/________/________ 
Last Name:___________________________First Name_____________________Middle__________________ 
Social Security No________________________ Date of Birth____________/__________/____________ 

CHIEF COMPLAINT 
What is the main reason for your visit today?  (Describe your problem in detail) 

HISTORY OF PRESENT ILLNESS 
Please answer the following questions 

Location of Problem             
How long has the problem been present?          
When did you first notice the problem?          
Is the problem constant or variable?    Does this interfere w/your normal function?   Y     N 
Does anything help or make the problem worse?         

PAST MEDICAL & SOCIAL HISTORY 
List all serious illnesses,      
Surgeries, and when        
They occurred        

Are you on medications?    Y      N If yes, please list        

Are you on a special diet?     Y     N If yes, please explain        

Do you have allergies?      Y     N If yes, please list        

Any Drug Allergies?        Y     N If yes, please list______________________________________________ 
     ____________________________________________________________ 

Do you smoke?   Y N   Quit Do you drink?    Y N Now much?_______ 

Any Comments on your Physical Health          

initiator:info@tightsecuritygroup.com;wfState:distributed;wfType:email;workflowId:80daefc7a212ef409efec5f01775ac36



REVIEW OF SYMPTOMS 
Do you now or have you had any problems related to the following?  Please explain any Yes answers. 

 yratnemugetnI smotpmyS lanoitutitsnoC
 N Y hsaR nikS N Y reveF
 N Y slioB N Y sllihC
 N Y hctI tnetsisreP N Y ehcadaeH

Other   rehtO 

 lateleksolucsuM   seyE
 N Y niaP tnioJ N Y noisiV derrulB
 N Y niaP kceN N Y noisiV elbuoD
 N Y niaP kcaB N Y niaP

Other   rehtO 

 htuoM/taorhT/esoN/raE   cigolonummI/cigrellA
 N Y noitcefnI raE N Y reveF yaH
 N Y taorhT eroS N Y seigrellA gurD

Other  N Y smelborP suniS
  rehtO   

 yraniruotineG   lacigolorueN
 N Y noitneteR enirU N Y sromerT
 N Y noitanirU lufniaP N Y sllepS yzziD

rU N Y gnilgniT/ssenbmuN inary Frequency Y N 
Other   rehtO 

 yrotaripseR   enircodnE
 N Y gnizeehW N Y tsrihT evissecxE
 N Y hguoC tneuqerF N Y dloc/toh ooT
 N Y htaerB fo ssentrohS N Y hsiggulS/deriT

Other   rehtO 

 citahpmyL/cigolotameH   lanitsetniortsaG
 N Y sdnalG nellowS N Y niaP lanimodbA
 N Y melborP gnittolC doolB N Y gnitimoV/aesuaN

Indigestion/Heart  rehtO N Y nrub
Other

 cigolohcysP   ralucsavoidraC
 N Y ?desserped leef uoy oD N Y niaP tsehC

 uoy evaH N Y sniev esociraV considered suicide?                                   Y     N 
  rehtO N Y erusserP doolB hgiH

Other
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