
DRS. REID AND STANLEY
Patient Health History

CHIEF COMPLAINT:

Patient Name: __________________________________________________Date of Birth: ________________  Age: _____________

Reason for visit?  _______________________________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

Was this problem the result of:  __ Car Accident __ Work Accident  __ Other Accident __ No

Date of accident or first appearance of symptoms:      ______________________________________________________________

Please describe treatments received for this problem: _______________________________________________________________

_______________________________________________________________________________________________________________

Have you been disabled from working?   ____  yes _____ no   “If yes, beginning on what date?”  ____________________

List any x-rays or other tests you have had related to this injury/illness: _______________________________________________

_______________________________________________________________________________________________________________

Current Illnesses & Treatment:
1) _____________________________________________________________________________________________________________

2)_____________________________________________________________________________________________________________

3) _______________________________________________________________________________________________________________

4) _______________________________________________________________________________________________________________

5) _______________________________________________________________________________________________________________

Are you:  _______ Right handed?  _______ Left handed?             Ht: __________    Wt:  _________    BP: _________/__________

____________________________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________

_____________________________________________________________________________________________

____________________________________________________________________________________________

Allergies to Medications: _________________________________________    ____________________________________________

_________________________________________    ____________________________________________

Referring MD: _____________________

PCP:   ____________________________

Chart #:  __________________________

   Surgeries/Hospitalizations    Year             Complications

Current Medication(s)  Dose Frequency        Prescribing Physician


