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PATIENT NAME: Date / /
Muscle: Nerve Integument (Skin)
Never Past Current Never Past Current Never Past Current
[] [ 1 [1 Arthritis [] [T [1 Equilibrium Disturbance ] [1 [ ] FungalInfection
[] [1 [ ] DegreeofDisability [ ] [1 [ ] Facial Weakness [] [ 1 [ ] Bruiseeasily
[] [1 [ ] Dislocations [] [T []1 Hearing Disturbance [1] [1 [] Eczema
[] [1 [] Fractures [1] [ 1 []1 NeckLossofMotion [] [1 [ ] Psoriasis
[] [1 []1 Sprains [ 1] [1 []1 Smell Disturbance Other:
[] [1 [] KidneyorUTI [ 1] [ 1 [1 Speech Difficulty
[ 1] [1 [ ] Muscle Weakness [ ] [1 [ ] Visual Disturbance
[ 1] [T [1 Tendonitis [ ] [T [ ] Convulsions/ Seizures
[] [T []1 NightCramps [] [1 [] Gait/In-coordination
[] [T [] Trauma/ Accidents [1] [1 []1 Motor Skill Loss
[] [1 [ 1 Surgeries [] [1 [1 Stroke/Coma / Paralysis Hematologic / Lymphatic
[] [T [1 Swelling [] [ 1 []1 Sensation Loss Never Past Current
[] [1 []1 Wasting/ Atrophy [] [T [1 Lossofbladder Control [ 1] [T [] Anemia
Other: [] [1 []1 Abnormalreaction toheat/cold [ ] [ 1 [ ] Disease

[] [1 []1 Abnormal sweating Other:

[1 [1 []1 Dixy

[] [1 [] Head Aches
Cardiovascular [ 1] [T []1 MemoryLoss
Never Past Current [ 1] [1 [] Trauma to Head
[] [T [] ChestPain Other: Constitutional
[] [T []1 Coldextremities Never Past Current
[1 [1 [] Cough(severe) [1 [] [] Fatigue
[ 1] [T [ ] Heartdisease [ 1] [T [ ] Fever
[] [1 [ ] Difficulty breathing Other:
[] [T []1 Edema ofthe feet
[] [1 []1 Hypertension
[] [T []1 Hypotension
[] [1 [] Inflammation of veins Nutritional Concerns?
Other:
List any medications currently on: Dosage: Reason for taking the medication:
L.
2.
3.
4.
Name of Medical Doctor: Phone Number ( ) - -
Write the amount you have of the following:

Daily Weekly Monthly None

Alcohol [ ] Fal [ ] [ ]
Tobacco [ 1] W [ ] [ ] Water: glasses / day
Caffeine (coffee / soda pop / tea / ) [ 1] [~ ™ [ [ 1] Sleep: hours / night
Fast foods / Greasy foods [ 1] [ 1] [ [ 1] (on average)
Exercise (hours) [ 1] [ 1] [ 1] [ 1]

Date: Patient’s Signature:



