
 
 Medical History Record  

All information is treated as confidential unless you grant permission to release it. Please Print and complete all information. 
Case no 
 

Medicare No 
 

Medicaid No. 
 

Today 's Date 
 

Birth date 
 Male Female 

Last   First   Middle 
 

Daytime Phone 
 

Home Phone 
 

Address   City   State   Zip 
 

Marital Status 
 

Occupation 
 

Person to notify in emergency 
 

Daytime Phone 
 

Relationship 
 

Last Phy sical Examination Date 
 

By Doctor 
 

Phone 
 

Family  or Ref erring Doctor 
 

Phone no.  
 



MEN and WOMEN:  Yes  No Have you recently had pain in the stomach which  Yes  No 
Do you frequently have severe headaches…….……................       Occurs 1-2 hours after a meal?…………………..............................       
(If  y es, answer the follow ing): Is brought on by eating fried foods, gassy foods?...........................       
Do they cause visual trouble?…………………….......................       Awakens you at night?....................................................................       
Do they occur on one side of the head?…………………...........       Is relieved by antacid medications?................................................       
Do they awaken you at night?……………………......................       Is relieved w ith milk or eating?........................................................       
Do they feel like a tight hat band?.............................................       Occurs while eating or immediately after?......................................       
Do they hurt most in the back of the head and neck?...............       Is relieved by a bowel movement?..................................................       
Does aspirin relieve them?........................................................       Causes loss of appetite?.................................................................       

 Yes  N o  Yes  N o Do you frequently have:  Yes  N o 
Have you ever fainted?.....................     Have you ever had a convulsion?.......     Bleeding gums?........................................     
Spells of dizziness?...........................     Double Vision?....................................     Trouble swallow ing?.................................     
Spells of weakness of arm or leg?....     Pains in ear?.......................................     Hoarseness?.............................................     
Ringing in ears?................................     Nosebleeds?.......................................     A sore tongue?.........................................     
  Nausea and vomiting?..............................     

Have you ever had shortness of breath? Have you had pain or tightness in the chest which begins: 
 Yes  N o  Yes  N o  Yes  N o 

Doing your usual work?.....................     When exerting yourself?...............        Radiates dow n the arm?.................................     
Climbing a f light of stairs?.................     When walking against a wind?.....     Disappears if  you rest?...................................     
Which awakens you at night?...........     When walking up a hill?................      Occurs only al rest?........................................     
Do you have a chronic cough?..........     After a heavy meal?......................     When walking fast?.........................................     
Which causes you to cough?............     When upset or excited?................     When walking in cold weather?......................     
Accompanied by wheezing?.............     Palpitations...................................     If  you have Chest pain or tightness please explain 
Have you ever coughed blood?........     Do you sleep on more   
Do you cough up much sputum?......     than one pillow ..............................       
Have you had?  Yes No When or since when? Have you recently had:  Yes  N o When or since when? 
Burning when urinating?.........       Pains in calves of legs when  
Loss of control of bladder?......       Walking?.....................................       
Blood in the urine?..................       Cramps in legs at night?.............       
Dark colored urine?.................       Pain in the big toe?.....................       
Trouble starting to urinate?.....       Varicose veins?..........................       
Trouble holding the urine?......       Phlebitis or inf lamed leg veins?..       
To get up frequently at night?.       Sw elling in the ankles.................       
Passed a kidney stone?..........         
If you have had a change in bowel habit recently 
answer the following  Yes  N o 

 
When or since when?  Describe briefly your present medical symptoms and 

Crampy pain in abdomen?............................        anything else we should know about your health: 
Alternating diarrhea and constipation?..........        
Pain during or after bowel movement?..........         
Mucous in the stool?.....................................        
Blood in the stool?.........................................         
Ribbon like stools?........................................        
Black stools?.................................................         
Require use of strong laxatives or enemas?.        
  .....         
  
  
  
  
  
  
  
  
  
  
 
  
 
  
 

 
(303) 488-0034 
(303) 488-0040 Fax

Jonathan W. Singer, DO
       8400 E Prentice Ave, Suite 301 
       Greenwood Village, CO 80111

www.denver-doctor.com 
         singerdo@aol.com
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