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PERSONAL HISTORY 

Date: ____ / ____ / ____             E-mail:_________________________________________________ 

Name:     Street Address:    

City:  _________________________    State:  _____  Zip:__________ 

Home Ph:  __________________ Work Ph: __________________  Cell Ph: ___________________ 

Birth Date:  ____ / ____ / ___   Sex:     Height:     Weight:    

Your Employer:     Type of Work:    

Name & Phone # of Person to Contact in Case of Emergency:    

Circle If You Are: Married Single   Widowed Divorced Separated 

Name of Spouse:                      Birth Date:    

Spouse's Employer:     Phone #:    

Parent/Guardian of Patient (if under age 18)_____________________________________________ 

Person Responsible for Your Bill:  (  ) Self      (  ) Spouse      (  ) Employer      (  ) Insurance    

(  ) Other - name:  birthdate: ____ / ____ / ____              

Type of Insurance Coverage:       (  ) Workman's Compensation      (  ) Auto. Insurance Policy 
  (  ) Medicare (  ) 3rd Party Auto. Insurance 
  (  ) Personal Policy (  ) Group Policy 
  (  ) Medicaid/HIP (  ) PPO/HMO    

Name of Insurance Company:      

How did you hear about our office/Who referred you to us?    

FAMILY HEALTH HISTORY 

RELATION NAME AGE PRESENT SYMPTOMS PREVIOUS SERIOUS ILLNESSES 

Father     

Mother     

Siblings     

     

     

     

     

     

Children     
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PAST HEALTH HISTORY 
PLEASE CHECK APPLICABLE ITEMS – (indicate date of surgery). 

OPERATIONS: 
Appendectomy     Cardiovascular/Heart     Female Organs    

Gall Bladder     Hernia     Rectal    

Spinal     Tonsillectomy     Others    

   

ACCIDENTS OR FALLS:  (Please describe)    

   

FRACTURES OR DISLOCATIONS:    

   

HABITS: Exercise (what type/how often?)     Hobbies     Sleep (hours)_   

                   Tobacco (How much?) _______________________  Alcohol____drinks per  (  )day   (  )week  (  )month   

                   Coffee (avg. # of cups/day)  regular____  decaf.____ Tea  (avg. # of cups/day)  regular____   herbal___   

                   Soft Drinks (avg. # of 12 oz. cans per day)   (  )regular____  (  )diet____  (  )caf. free_____    

  Water (8 oz. glasses/day) _____     city____ well____ distilled____ spring____ filtered____ 

List the names of any drugs you are taking and the reason why you take them (Rx or non-Rx): 

Name of Drug Reason you take it Name of Drug Reason you take it 

1.  4.  

2.  5.  

3.  6.  

List all vitamins, minerals and herbs you take__________________________________________ 

 _____________________________________________________________________________ 

CIRCLE  Any of the Following Diseases You Have Had:
 

ADD / ADHD Eczema Impotency Thyroid Condition 

Alcoholism Emphysema Infertility Tourette’s Syndrome 

Alzheimer’s Endometriosis Multiple Sclerosis Trigeminal Neuralgia 

Anemia Epilepsy Muscular Dystrophy Tuberculosis 

Arthritis Fibromyalgia Osteoporosis Ulcers 

Bell’s Palsy Glaucoma Parkinson’s Disease Venereal Infection 

Cancer Goiter Parasites Chronic Fatigue 

Candida Heart Disease Pleurisy Hepatitis 

Crohn’s Disease Herpes Pneumonia Phlebitis 

Diabetes Hodgkin’s Disease Stroke Other 
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Underline All of the Symptoms You Have Had Previously 

 
Circle All of the Symptoms You Have  Now

 
GENERAL SYMPTOMS SKIN GASTROINTESTINAL 

Chills Acne Belching or Gas 

Convulsions Boils Colitis 

Dizziness Bruise Easily Colon Trouble 

Fainting Cysts Constipation 

Fatigue Dryness Diarrhea 

Fever Hives  Difficult Digestion 

Hair Loss Itching Distention of Abdomen 

Headache Sensitive Skin Excessive Hunger 

Hernia Skin Eruptions Gall Bladder Trouble 

Loss of Sleep Varicose Veins Hemorrhoids 

Nervousness  Intestinal Worms 

Neuralgia / Nerve Pain RESPIRATORY Jaundice 

Numbness in arms, hands, or legs Chest Pain Liver Trouble 

Pain in arms, hands, or legs Chronic Cough Nausea 

Sweats Difficult Breathing Painful Bowel Movements 

Tremors Spitting Up Blood Pain Over Stomach 

Weak Fingernails Spitting Up Phlegm Poor Appetite 

Weight Gain Wheezing Vomiting 

Weight Loss                                                               Vomiting of Blood 

 CARDIO-VASCULAR  

E.E.N.T. Cold Hands or Feet GENITOURINARY 

Allergies Hardening of Arteries Bed Wetting 

Asthma High Blood Pressure Frequent Urination 

Cataracts High Cholesterol Frequent Kidney or Bladder Infections 

Deafness Low Blood Pressure Inability to Control Urine 

Dental Decay/Painful Teeth Pain Over Heart Kidney Stones 

Ear Discharge Paralytic Stroke Painful Urination 

Ear Noises/Ringing Poor Circulation Prostate Trouble 

Earache Rapid Beating Heart Pus/Blood in Urine 

Enlarged Glands Slow Beating Heart  

Enlarged Thyroid Swelling of Ankles For Women Only 

Eye Pain  Cramps or Backache 

Failing Vision MUSCLE & JOINT Excessive Flow 

Far Sightedness Backache Hot Flashes 

Frequent Colds Carpal Tunnel Syndrome Irregular Cycle 

Gum Trouble Faulty Posture Lumps in Breast 

Hay Fever Muscle Tightness/Spasm Menopausal Symptoms 

Hoarseness Pain Between Shoulders Painful Menstrual Periods 

Macular Degeneration Painful Ankle Previous Miscarriage 

Nasal Drainage Painful Elbow Vaginal Discharge 

Nasal Obstruction Painful Foot  

Near Sightedness Painful Hand Are you Pregnant? 

Nose Bleeds Painful Head (  ) Yes  (  ) No 

Sinus Infection Painful Hip Do you think you might be Pregnant? 

Sore Throat Painful Knee               (  ) Yes  (  ) No 

Tonsillitis Painful Shoulder  

 Painful Tail Bone  

 Painful Wrist  

 Spinal Curvature/Scoliosis Y:\DOCS\JDOCS\FORMS\NewPatientForms\healt
hhistoryquestionnaireupdated 8/2021.doc 

Patient's Signature:_______________________________   Date: ________________________ 



Instructions for filling out the Symptom Survey form 
 
 
Read all symptoms for group one through seven and the male or female 
section as it applies to you. The boxes next to the symptom will either be 
filled in or left blank depending on your response.  
 

• For mild symptoms (1 to 2 times a month), put a 1 in that box.  

• For moderate symptoms (the symptom occurs several times a month), 
put a 2 in the box.  

• For severe symptoms (you are aware of the symptom almost 
constantly), put a 3 in that box.  

• Leave blank those boxes in which the symptoms mentioned do not 
occur with you.  

 
Finally, fill in your 5 main complaints in order of importance (1st 
complaint the one most bothering or concerning you) and you are done. 
Please bring in the form with your appointment. Each group represents a 
different system of the body. A lot of important information is gathered 
from the symptom survey. We will print out a computer summary to 
assist the Doctor with your condition.  Thank you for taking an active 
interest in your health! 
 
 

Dr. Jim Ruckel 
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