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Medical History

Current Medications (Prescription, Over the Counter, Supplements)
	Medication Name
	Dose
	Frequency
	Duration

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Allergies
	Allergy
	Reaction

	
	

	
	

	
	

	
	



Pharmacy
Primary Pharmacy ______________________________________________________________
Address ______________________________________________________________________
Phone ________________________________________________________________________

Secondary Pharmacy ____________________________________________________________
Address ______________________________________________________________________
Phone ________________________________________________________________________

Mail Order Pharmacy ____________________________________________________________
Address ______________________________________________________________________
Phone ________________________________________________________________________


Previous Headache Treatments
	Treatment
	Duration
	Efficacy

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Past Medical History
Abnormal Heart Rhythm                         Endocrinology Disorder                  Suicide Attempt
Anemia                                                    Factor V Leiden Deficiency            Syncope
Aneurysm                                                Fibromyalgia                                   TMJ
Anxiety                                                    Giant Cell Arteritis                          Thyroid Disorder
Arthritis                                                   GERD                                              Valvular Heart 
Asthma                                                    GI Bleed                                               Disease
Bipolar                                                    Heart Disease                                    Others (specify)
Blood Clots                                             Hepatitis                                            ________________      
Bowel Disease/Disorder                         High Blood Pressure                         ________________
Brain Tumor                                            High Cholesterol                                ________________
Cancer                                                     HIV/AIDS                                          ________________
Cerebrovascular Disease/Stroke             Kidney Disease                                  ________________
Chronic Fatigue Syndrome                     Kidney Stone                                     ________________
Chronic Lung Disease                            Lupus                                                 _________________
Chronic Sinusitis                                    Liver Disease                                     _________________
COPD                                                     Heart Attack                                       _________________
Deep Vein Thrombosis                           Neurologic Disorder                          _________________
Depression                                              Pulmonary Embolism                         _________________
Diabetes                                                  Raynaud’s                                           _________________
Emphysema                                            Seizure Disorder                                 _________________
Endocarditis                                           Sleep Apnea                                        _________________

Past Surgical History
Abdominal Surgery                                D&C                                              Pacemaker
Adenoids                                                Gallbladder                                    Parathyroidectomy
Amputation                                            Gastric Bypass                               Pneumonectomy
Appendectomy                                       Interventional Pain Procedures     Prostatectomy
Back Surgery                                         Joint Replacement                         PTCA
Brain Surgery                                            __________________               Sleep Apnea Surgery
Breast Surgery                                        Hysterectomy                               Sinus Surgery
C-Section                                                     Total/Partial                             Tonsillectomy
CABG                                                          Due to Cancer Y/N                  TURP+
Carotid Endarterectomy                          Lumpectomy                                Urinary Incontinence 
Cataract Extraction                                 Mastectomy                                       Surgery
Chiari Decompression                            Mitral Valve Replacement            Vertebroplasty
Colon Resection                                     Organ Transplant                           Other (specify)
Craniotomy                                               _____________________              _________________




Family History
Anxiety                                               Diabetes                                             Seizure Disorder
Asthma                                               Heart Disease                                     Stroke
Blood Clots                                        Hypertension                                      Substance/Alcohol 
Cancer                                                High Cholesterol                                   Abuse
     ____________                              Kidney Disease                                  Suicide/Suicide                           
Chronic Heart Disease                       Liver Disease                                        Attempt
Depression                                         Migraine/Headache                           Thyroid Disease
Psychiatric Illness                              Respiratory Disease 

Social History
Domestic Abuse Past/Current          Alcohol Abuse Past/Current            Recent increase in
Sexual Abuse Past/Current              Substance Abuse Past/Current             Anxiety/Depression
Physical Abuse Past/Current           Suicidal Thoughts/Attempt                  Moodiness/Irritability
Verbal Abuse Past/Current                                                                  

Current Stress Level                     Current Stressors                            How do you cope?
  None                                                Work                                                   __________________
  Minimal                                           Home/Family                                     __________________
  Moderate                                         Finances                                              __________________
  Significant                                       Legal Situations                                  __________________	

Employment Status                      Marital Status                                 Smoking Status
   Working FT/PT                              Married                                             How many cigarettes per day ___
   Recent Job Loss                             Divorced                                           How long have you smoked ____
   Student                                           Widowed                                          Interested in Quitting Y/N
   Disability                                        Single                                               Quit Date __________________
   Unemployed                                   Significant Other
Occupation __________________                                                           
                                                                                                                  Alcohol Use
Drug Use                                                                                                     How often _________________
    Which drug(s)______________________                                              How much at once___________
    How often ________________________                                               Type of Alcohol_____________

Review of Symptoms 
General:                                                                                        Allergy/Immune System
  Sleep quality Poor/Good/Varies                                                     Persistent Infections
  Taking sleeping aids                                                                       Hives/Rash
  Sleeping <6 hours/night or >10 hours/night               
  Frequent nighttime awakenings                                                  Neurological         
  Appetite Good/Fair/Poor                                                               Concentration Difficulties
  Caffeine None/Minimal/Moderate/Excessive                               Balance Difficulties/Frequent Falls
  Taking vitamins/minerals/supplements                                         Numbness/Tingling
                                                                                                         Speech Disturbance
Pyschiatric                                                                                      Paralysis
    Anxiety                                                                                        Weakness
    Depression                                                                     
    Suicidal Ideation/Attempt
    Mental Illness

Cardiovascular                                                                  Ears, Nose, Throat
  Cold hands/feet                                                                    Hearing Loss
  Discoloration of hands/feet                                                  Ringing in Ears
  Chest pain/discomfort                                                          Ear Pain
  Palpitations                                                                          Nosebleeds
  Fatigue                                                                                 Runny/Stuffy Nose
  Lightheadedness                                                                  Difficulty Swallowing
  Near fainting/Fainting                                                         Hoarseness
  Swelling of hands/feet                                                         Voice Changes
  Bluish discoloration of lips or nails                                     Sensitivity to Sound/Smells

Eyes                                                                                    GI
  Vision Loss One/Both Eyes                                                Stomach Pain
  Double vision                                                                      Appetite Increased/Decreased/Loss
  Blurred vision                                                                     Indigestion/Heartburn
  Eye pain                                                                              Nausea/Vomiting
  Pain with eye movement                                                    Bloody Bowel Movements
  Eye redness                                                                         Constipation/Diarrhea
  Excessive tearing                                                                Hemorrhoids
  Visual Halos                                                                        Change in Bowel Habits
  Light sensitivity  
  Worsening of vision                                                           GU
  Visual Disturbance/Hallucinations                                      Painful/Burning Urination
                                                                                               Frequent Urination 
Hematology                                                                          Urinary Hesitancy 
  Enlarged lymph nodes                                                         Frequent Nighttime Urination
  Excessive Bleeding                                                              Incontinence
  Skin discoloration                                                                Inability to Urinate
  Abnormal bruising                                                               Difficulty Initiating Urination
  Fevers

Respiratory                                                                       Musculoskeletal 
  Sleep disturbances due to breathing                                   Pain Bone/Joint/Back/Muscle
  Frequent/Chronic Cough                                                    Joint swelling
  Shortness of breath                                                             Muscle Cramps
  Chest discomfort                                                                Muscle Stiffness
  Wheezing                                                                           Muscle Weakness
  Excessive sputum                                                               Arthritis
  Excessive snoring                                                              Gout
  Stops breathing during sleep                              
  Difficulty breathing                                                    

Endocrine                                        Last Menstrual Period _________________
  Excessive hunger/thirst                    Currently Pregnant ____________________
  Heat/Cold intolerance                      Currently trying to Conceive Y/N
  Excessive urination                          Birth Control _________________________
  Weight change                                  Currently Breastfeeding
  Hair loss                                                How often _________________________
  Period Regular/Irregular                  Menopause
  Excessively heavy periods               Multiple Miscarriages
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