


    MEDICAL HISTORY FORM 

                  Mitchell F. Miglis, DC, Cert MDT 

 

Past Medical History and Review of Systems: 

 

Age _____     Height ______   Weight ______ 

 

Please check (X) the box next to any illness or problems that apply to you: 

 

___  Heart attack                  ___  Blood clots                  ___  Unexplained weight loss        ___  HIV 

___  Heart trouble                ___  Anemia                        ___  Fever                                       ___  Bleeding disorders 

___  High blood pressure    ___  Hepatitis                       ___  Chest pain                               ___  Bowel disorders 

___  Stroke                           ___  Birth defects                ___  Asthma                                    ___  Sickle cell                     

___  Cancer                          ___  Bladder disorders        ___  Tuberculosis                           ___  Cough                            

___  Ulcers                           ___  Gout                             ___  Lung disease                           ___  Diabetes 

____Other; Please describe_____________________________________________________________________  

                     

Medications: 

 

Please list medications you are currently taking. If name unknown, list reason for taking: 

 

 

 

 

Social History:  

 

___  Single   ___  Married   ___  Divorced  ___  Widowed      

 

Work status:   ___  Employed (Doing what?____________________________)  ___  Unemployed  ___  Disabled 

                        ___  Retired   ___  Student 

 

Smoker  ___ Yes ___ No    Alcohol use ___ Yes ___ No   Other drug use __________ 

 

Family History: 
 

Please check (X) the box next to any disease or condition diagnosed in your blood relatives: 

 

___  Arthritis  ___ Heart disease ___ Rheumatoid arthritis  ___  Diabetes  ___ Bleeding problems     

___  Gout           ___ Cancer                     ___ Back or neck problems  ___Other: _____________ 

 

Have you recently had any of the following? Check (X) if yes. 

 

___  Fever, chills, night sweats 

___  Unexplained weight loss 

___  Any recent infection (for example, urinary tract infection, etc.) 

___  Prolonged steroid use 

___  Intravenous (IV) drug use 

___  Pain which awakens at night 

___  Absence of or unusual sensation in the area around the anus. 

___  Bowel or bladder dysfunction (urinary retention, incontinence, changes in frequency) 

___  Any history of recent trauma or injury not reported on your Application for Treatment? 

 

Any other comments or problems you would like to mention? ________________________ 

NAME (Please PRINT/then SIGN)_______________________________________Date:_________________ 

Dr. Review:_________________________________________________________________________________ 


