


CHIEF COMPLAINT(S)
Please mark area(s) of injury or discomfort on the diagrams below.

Please describe your current primary complaint? 

____________________________________________________________________________

________________________________________________________________________

Difficulty in: _____Standing,_____ Sitting, _____Bending, _____Walking, ____ Reaching

Cannot lift: _____ Light, _____Moderate, _____Heavy, _____Repetitive 

Currently your pain is aggravated by:____Coughing, ____Sneezing, ____Straining at stool

Since your symptoms began, have you noticed a change in:____Bowel function, ____Bladder 

function, ____Ability to maintain an erection.

How long have you suffered from your current complaint? _________________ 

Have you ever suffered from this complaint previously_____________________

Have you received any treatment for your current condition? Yes ____ No _____

If Yes, When & Where?  ___________________________________________ 

Since the time this (these) complaint(s) began, what, if anything, have you tried to alleviate the 

symptoms that did not work? _______________________________________________ 

__________________________________________________________________________

Has the problem interrupted your sleep? Yes / No  How:_____________________________



MEDICAL HISTORY

  

 Fever  

  83)

  84)

  85)

  86)

  87)

  88)

    89)

  90)

    91)

    92)

      

      

      

15)

        

  

  93)

  94)

  95)

  96)

  97) Painful Joints

  98)

  99)

  100)

      

    

  101)

  102)

  103)

    

    

    

     

    

     

    

     

    

    

    

    

 Constipation    

  104)

  105)

 106)

107)

  

  

 76)

77) 108)

78) 109)

79) 110) Tuberculosis 

80) 111) Kidney Disease  

 Date Last Period Began 112) High Blood Pressure

 81) 113)  

 Date of Last PAP Test 114) Cancer 

 115) Muscle, Bone or Nerve 

 116) Other

 GENERAL  RESPIRATORY   NEUROLOGIC 

1)         45) Difficulty Breathing  82)  Weakness 

2)        Chills  46) Chronic Cough   Tw itching 

3)        Night Sw eats  47) Spitting Phlegm   Tremors 

4)        Loss of Sleep  48) Spitting Blood   Headache 

5)        Fatigue  49) Wheezing/Asthma   Fainting 

6)        Nervousness  50) Pneumonia   Dizziness 

7)        Weight Loss or Gain  51) Tuberculosis   Convulsions 

8)        Allergies  Epilepsy 

9)        Bleeding Problem   Numbness/Tingling 

10)    Anemia   Arm/Leg Pain

11)    Diabetes   Mental Disorder  

12)    Cancer  

13)    Thyroid Disease/Goiter  

14)    Alcoholism  

Drug Abuse  

 EYE EAR NOSE THROAT   CARDIOVASCULAR   M USCULOSKELETAL 

16)    Poor Vision   52) Irregular Heartbeat  Neck Stiffness/Pain 

17)    Pain in Eye(s)   53) High Blood Pressure  Pain Betw een Shoulders 

18)    Deafness/Difficulty Hearing   54) Pain over Heart  Low  Back Pain 

19)    Nosebleeds   55) Previous Heart Trouble  Sw ollen Joints 

20)    Nose Problems   56) Ankle Sw elling  

21)    Sinus Trouble   57) Varicose Veins  Muscle Aches/Soreness 

22)    Dental Problems   58) Rheumatic Fever  Spinal Curvature  

23)    Hoarseness   59) Stroke  Arthritis  

24)    Tonsillectomy  

 GASTROINTESTINAL   GENITOURINARY   HABITS  

25)    Poor Appetite   60) Frequent Urination  Smoking ____ Packs/Day  

26)    Poor Digestion   61) Painful Urination  Drinking  

27)    Difficulty Sw allow ing   62) Blood in Urine  Recreational Drug Use  

28)    Belching or Gas   63) Kidney Disease  

29)    Frequent Nausea   64) Urinary Infection  

30)    Vomiting   65) Inability to Control  

31)    Vomiting Blood   Urination  

32)    Pain over Abdomen   66) Difficulty Starting Urine  

33)    Ulcer   Flow   

34)    Black or Bloody Stools   67) Get Up ___ Times per Night  

35)    Liver Problems   to Urinate  

36)    Gall Bladder Problems   68) Breast Lump or Pain  

37)    Jaundice   69) Venereal Infection  

38)    Hernia   70) Sexual Difficulties  

39)    Diarrhea  

40)     SKIN   EXERCISE  

41)    Hemorrhoids   71)  Itching  None  

42)    Appendicitis   72)  Bruising Easily  1-2 Times/Week  

 73)  Change in Mole(s)  3-5 Times/Week  

 74)   Skin Cancer  6-7 Times/Week  

 MEN ONLY   WOM EN ONLY   FAM ILY HISTORY  

43)    Testicular Sw elling/Pain   75)  Painful Periods  Include information on brothers, sisters, parents 

and grandparents.  44)    Prostate Problems  Excessive Flow   

Irregular Cycles  Diabetes  

Vaginal Burning/Itching  Thyroid Disease/Goiter  

Hot Flashes  

Heart Disease  



Have you ever had surgery? Yes ____ No ____ If so, please state the type of surgery, and 

estimated date of surgery: _____________________________________________________ 

Have you been hospitalized in the past 5 years? Yes____ No____ 

Details:____________________________________________________________________

Are you allergic to any medication? Please list: ____________________________________ 

Are you taking any medications? Please list: ______________________________________ 

Do you wear Orthotics (shoe inserts)? Yes ___ No ____

If yes, what type & how old are they?  _________________________________

On average, how many hours of restful sleep do you get per night? __________ 

Do you take vitamins/supplements? If yes, please list: _______________________________ 

__________________________________________________________________________

Please circle your current emotional stress level: mild   moderate excessive

Women:

Are you pregnant? Yes ____No ____Due date:__________________________

Are you under the regular care of an Ob-Gyn/Midwife?____________________

To the best of my knowledge, the above information is accurate.  I will notify this office 
immediately if any of the information changes.

_______________________________________                _________________
Signature                                                                               Date



 





our privacy practices with respect to your 
health information.

We are further required by law to abide by the 
terms of this notice while it is in effect.  We 
reserve the right to alter or amend the terms of 
this privacy notice.  If changes are made to our 
privacy notice we will notify you in writing as 
soon as possible following the changes.  Any 
change in our privacy notice will apply for all of 
your health information in our files.

Information that we use or disclose based on 
this privacy notice may be subject to re-

disclosure by the person to whom we provide 
the information and may no longer be 
protected by the federal privacy rules.

If you have a complaint regarding our privacy 
notice, our privacy practices or any aspect of 
our privacy activities you should direct your 
complaint to Dr. Loren M. Hager immediately.

If you would like further information about our 
privacy policies and practices please contact 
Dr. Loren M. Hager.

This notice is effective as of April 1, 2003.  This notice, and any alterations or amendments made 
hereto will expire seven years after the date upon which the record was created.  My signature 
acknowledges that I have received a copy of this notice.

______________________________   _________________________________    ____________
Name (print)                     Signature                 Date

Or if you are a minor, or if you are being represented by another party

______________________________   _________________________________    ____________
Personal Representative (print)             Signature                             Date

__________________________________________________________
Description of the authority to act on behalf of the patient.


