
 

 

 

 
 

HISTORY OF COMPLAINT 
 

Name__________________________________   Date______________     DOB ___________ 
 

Circle One :  Is this an Automobile Accident    Work Related    Fall Down    Regular Visit 
 
How did your condition come about? _______________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
When did it first occur?_______________ ___________________________________________ 
 
How often does it occur? _________________________________________________________ 
 
How long does it last? ___________________________________________________________ 
 
Please describe the condition.  List the areas of discomfort/pain, where does it start, is it the left side, right 
side or both and where does it travel?   __________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
What brings it on?  ________________________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Does anything aggravate it, increase it or make it worse? _______________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 



 

 

What lessens the problem? _______________________________________________________ 
 
What previous treatments have you had for the condition? _______________________________ 
 
_____________________________________________________________________________ 
 
 
What could you do before the onset of the problem? ___________________________________ 
 
_____________________________________________________________________________ 
 
What can you not do when you have the symptoms? __________________________________ 
 
_____________________________________________________________________________ 
 
Have you ever had these exact symptoms before? ________ If yes, when? _________________ 
 
_____________________________________________________________________________ 
 

MEDICAL HISTORY 
 

List allergies: __________________________________________________________________ 
 
_____________________________________________________________________________ 
 
List all past medications: _________________________________________________________ 
 
_____________________________________________________________________________ 
 
List all present medications: ______________________________________________________ 
 
_____________________________________________________________________________ 
 
Previous surgeries with dates and doctors: ___________________________________________ 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
List any previous accidents with dates: ______________________________________________ 
 
_____________________________________________________________________________ 
 
 
Patient Signature _________________________________ Date ___________     



 

  


