ﬂIL HAWAII INJURY
E“E RECOVERY CENTER

PATIENT HISTORY QUESTIONNAIRE

NAME: DOB: / /

REFERRING MD: ToDpAY'S DATE: / /

PrRIMARY MD:

PAasT MEDICAL HISTORY:

O HIGH BLOOD PRESSURE O THYROID DYSFUNCTION O KIDNEY DYSFUNCTION

O DIABETES OBLEEDING DISORDER OLIVER DYSFUNCTION

O HiGH CHOLESTEROL 0 CANCER O ANEMIA

OHEART DISEASE OHEAD INJURY OHEADACHE

OHEART ARRHYTHMIA o HIV O COMPLETED MENOPAUSE
O TROUBLE BREATHING O HEPATITIS O CURRENTLY PREGNANT
O STROKE OHEARTBURN 0 STOMACH ULCER

O SEIZURE OPREVIOUS INJURIES REQUIRING TREATMENT

0 OTHER

PAsST SURGICAL HISTORY:

O NECK SURGERY o Low BACK SURGERY O JOINT SURGERY
0 OTHER

FamiLy HISTORY:

O HIGH BLOOD PRESSURE 0 DIABETES O STROKE
O HiGH CHOLESTEROL OHEART DISEASE 0 CANCER
0 OTHER

SociaL HiSTORY:

oToBAcCcO O ALCOHOL O RECREATIONAL DRUGS
O MARRIED O CHILDREN

0 WORK/OCCUPATION: (PLEASE DESCRIBE)

321 NORTH KUAKINI STREET, SUITE 501 + HONOLULU, HI 96817 + PH: (808) 762-0777 + FAX: (808) 762-0775



CURRENT MEDICATIONS: (AMOUNT, TIMES TAKEN PER DAY, ONLY AS NEEDED, ETC)

MEDICATIONS TRIED IN THE PAST FOR THIS PROBLEM: (REASON WHY YOU STOPPED TAKING THEM)

MEDICATION ALLERGIES: (AND WHAT THE ALLERGIC REACTION IS)

PREVIOUS TREATMENTS TRIED FOR THIS PROBLEM: (PHYSICAL THERAPY, CHIROPRACTOR, ACUPUNCTURE, ETC)
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