
To help us better evaluate your condition, please complete the following form.  If you have any questions we will be glad to help you. Thank you. 
 
Name:___________________________________________Date of Birth: ____________   Occupation:______________Work Status:__________ 
 
Gender: _______ Age: ____ Marital Status ______ Height _____ Weight ______ 
 
Are you 5,*+7 or /()7 handed? (circle appropriate option) 
 
Do you have any drug allergies:?_________ if “yes” list:__________________________________________________________________________ 
 
Date of Injury: ___/___/___ 
 
Chief complaint and brief history of present illness/injury:_________________________________________________________________________ 
________________________________________________________________________________________________________________________
________________________________________________________________________________________________________________________ 
 
What are your hobbies/activities that you enjoy? ________________________________________________________________________________ 
 
Past Medical History: (Please check all that apply and provide onset, duration of symptoms and the provider who is caring for the stated issue) : 
�
*HQHUDO�
o� Weight loss or gain 
o� Fatigue 
o� Fever or chills 
o� Weakness 
o� Trouble sleeping 
6NLQ�
o� Rashes 
o� Lumps 
o� Itching 
o� Dryness 
o� Color changes 
o� Hair and nail changes 
o� Abnormal skin lesions 
+HDG�
o� Headache 
o� History of traumatic brain injury 
o� History of concussion 
(DUV�
o� Decreased hearing 
o� Ringing in ears 
o� Earache 
o� Drainage 
(\HV�
o� Use of glasses or contacts 
o� Vision loss/changes 
o� Pain 
o� Redness 
o� Blurry or double vision 
o� Flashing lights 
o� Floating specks 
o� Glaucoma 
o� Cataracts 
o� Your last eye exam 

_______________ 
1RVH�
o� Stuffiness 
o� Discharge 
o� Itching 
o� Hay fever 
o� Nosebleeds 
o� Sinus pain 
�

�
7KURDW�
o� Bleeding 
o� Dentures 
o� Sore tongue 
o� Dry mouth 
o� Sore throat 
o� Hoarseness 
o� Thrush 
o� Non-healing sores 
1HFN�
o� Swollen glands 
o� Lumps 
o� Pain 
o� Stiffness 
%UHDVWV�
o� Lumps 
o� Pain 
o� Discharge 
o� Self-exams 
o� Breast-feeding currently 
5HVSLUDWRU\�
o� Cough 
o� Sputum 
o� Coughing up blood 
o� Shortness of breath 
o� Wheezing 
o� Painful breathing 
o� Sleep apnea 
&DUGLRYDVFXODU�
o� Chest pain or discomfort 
o� Tightness 
o� Palpitations 
o� Difficulty breathing lying down 
o� Swelling 
o� History of heart attack, date ____ 
o� Pacemaker 
*DVWURLQWHVWLQDO�
o� Swallowing difficulties 
o� Heart burn 
o� Change in appetite 
o� Nausea 
o� Rectal bleeding 

o� Constipation 
o� Diarrhea 
8ULQDU\�
o� Frequency 
o� Urgency 
o� Burning or pain 
o� Blood in urine 
o� Incontinence 
9DVFXODU�
o� Leg cramping 
o� Calf pain with walking 
0XVFXORVNHOHWDO�
o� Muscle or joint pain 
o� Stiffness 
o� Back pain 
o� Redness of joints 
o� Swelling of joints 
1HXURORJLF�
o� Dizziness 
o� Fainting 
o� Seizures 
o� Weakness 
o� Numbness 
o� Tingling 
o� Tremors 
o� History of stroke, date: _____ 
+HPDWRORJLF�
o� Ease of bruising 
o� Ease of bleeding 
o� Known coagulation disorder 
o� Taking an anticoagulant such as 

Warfarin, Coumadin, Xarelto 
(QGRFULQH�
o� Heat or cold intolerance 
o� Sweating 
o� Frequent urination 
o� Thirst 
o� Change in appetite 
3V\FKLDWULF�
o� Nervousness 
o� Stress 
o� Depression 
o� Memory loss

 
For office use only: 
 
Reviewed by:_________________________________________________________Date:____________ 
 
Reviewed by:_________________________________________________________Date:____________ 

PATIENT INFORMATION SHEET

Dimitrije Badnjarevic
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