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Initial Visit Questionnaire 

 

Date:                                                              Referring/Primary Doctor: _________________________ 

Name:                                                            Doctor’s Office Address: __________________________ 

Date of Birth: _______________________                 □ Male   □ Female 

 

What is the reason for your visit today? 

_______________________________________________________________________ 

Location and severity of the problem 

_______________________________________________________________________ 

How long have you had these symptoms? 

_______________________________________________________________________ 

When do the symptoms occur? 

_______________________________________________________________________ 

What makes the symptoms worse? 

_______________________________________________________________________ 

What makes the symptoms better? (Include medications) 

_______________________________________________________________________ 

Are you: (check one):   ___ Left Handed ___ Right Handed ___ Ambidextrous 

Are the symptoms related to an injury?  YES   NO    Was the injury work related?  YES   NO    

Date of Injury: ___________ 

Are you presently working?   YES   NO  Date last worked: _________   Work Capacity: Full time   Part time 

Job Title or Duties: 

______________________________________________________________________ 
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REVIEW OF SYSTEMS: (PLEASE CHECK ALL THAT APPLY) 

Constitutional Endocrine Neurological 

□ Fever □ Nipple Discharge □ Burning pain in arms or legs 

□ Night sweats □ Dry Skin □ Blurry or double vision 

□ Loss of appetite □ Loss or gain of body hair □ Confusion 

Cardiovascular □ Weight loss or weight gain □ Decrease sense of smell or taste 

□ Chest pain □ Excessive thirst □ Difficulty swallowing 

□ Irregular heart beat Hematologic □ Dizziness 

□ Swelling of ankles or feet □ Easy bruising □ Facial numbness 

Respiratory □ Nose bleeds □ Facial weakness 

□ Chronic cough/coughing blood □ History of excessive bleeding 

with previous surgeries 

□ Headache 

□ Bronchitis Mental Health □ Handwriting difficulty 

□ Shortness of breath □ Anxiety □ Language difficulty 

Gastrointestinal □ Behavior or mood changes □ Loss of consciousness or 

blackout 

□ Blood in the stool/ dark stool □ Difficulty sleeping or falling 

asleep 

□ Loss of vision 

□ Nausea/vomiting □ Depressed feelings □ Loss of hearing or ringing in ears 

□ Abdominal pain □ Crying spells □ Memory loss 

□ Constipation □ Feelings of guilt □ Numbness or tingling in arms or 

legs 

□ Diarrhea □ Hallucinations □ Pain in legs or arms 

□ Bowel incontinence Musculoskeletal □ Slurred speech 

Genitourinary □ Neck pain □ Seizures 

□ Burning with urination □ Loss of arm/hand coordination □ Trouble walking 

□ Difficulty starting or ending 

urinary stream 

□ Back pain □ Weakness in arms or legs 

□ Blood in urine □ Join pain or swelling  

□ Urinary incontinence □ Muscle cramps  

□ Sexual dysfunction □ Involuntary muscle twitching  

□ Loss of sensation in genitals □ Involuntary movement  

□ Inability to maintain erection   

 

List past medical history: ______________________________________________________________________ 

Circle all that applies to you:  Asthma  Cancer  Diabetes  High Blood Pressure 

    Heart Attack HIV  Kidney Disease Liver Disease 

Past history of surgery or hospitalization: List of approximate date and type of procedure 

Date of Hospitalization Name of Surgery or Illness Reason for Surgery or 

Hospitalization 
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Family History: List any medical problems in your immediate family 

Father: _______ Age (Alive/ Deceased) _________________________________________________ 

Mother: ______ Age (Alive/Deceased) __________________________________________________ 

Sibling: ______ Age (Alive/Deceased) ___________________________________________________ 

Social History: (Circle the correct Answer) 

Marital Status: Single  Married  Significant Other  Divorced Widow(er) 

Education: Grade School Middle School High School  College   Graduate School 

Do you exercise? ______  How often per week? _______  Are you on any special diet? _____________________ 

Do you currently smoke? _______  If so, amount per day? ________  How many years? _______ 

Do you drink alcoholic beverages? _______  How many glasses per day? _______  How many years? _______ 

Do you use recreational drugs? _______  Drug of choice? ____________________ 

 

Known Drug Allergies 

 

Known Drug Intolerance 

  

  

Current medications (list below) include herbal remedies and vitamins: 

Name of medications Number of milligrams Number of tablets taken in one 

day 

   

   

   

   

   

   

   

My signature signifies that I have read, understand, and truthfully answered this medical form. 

__________________________________________  ___________________________________ 

Signature of Patient      Date 


