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PINNACLE MEDICAL GROUP
Therapy & Wellness Center

4110 Manatee Ave. W. ¢ Bradenton, FL 34205 ¢ Tel: 941-748-8383

Marc S. Kallins, M.D.

David S. Tsai, M.D.

PATIENT HISTORY AND PHYSICAL

Name: Age: Date:
Referring Physician: Primary Physician:

Reason for Today’s Visit:

Allergies:

Current Medication (list all):

PAST MEDICAL HISTORY: Q Anxiety/Depression

Please check all that apply
U Heart Disease

U Heart Attack

U High Blood Pressure
U Diabetes

U Lung Disease

Q Kidney Disease

U Peptic Ulcer Disease
Q Stroke

Q Thyroid Disease

Q Peripheral Vascular
Q Gout

Q Joint Replacement(s):

Q Fractures(s):

Q Cervical Discomfort
U Extremity Discomfort
Q Loss of Sensation

Q Numbness

Q Trouble Walking

Q Falls

4 Kidney Stones

Q Hepatitis/Liver Disease
Q Osteoporosis

Q Gall Bladder Surgery
O Abdominal Surgery

Q Hernia Surgery

4 Trauma

QA Other — Please list:

Names Of All Physicians, Including Therapists and Chiropractor, Seen In Last 3 Years

SURGICAL/PROCEDURE HISTORY:

Date
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Patient Name:

PINNACLE MEDICAL GROUP
Therapy & Wellness Center

4110 Manatee Ave. W. ¢ Bradenton, FL 34205 ¢ Tel: 941-748-8383

Marc S. Kallins, M.D.  David S. Tsai, M.D.

PATIENT HISTORY AND PHYSICAL

Date:

SOCIAL HISTORY:

Occupation (Past/Present):

On Disability:
Alcohol:

Tobacco:

Recreational Drugs: @ Current

@ No

@ No

@ No

QYes If “Yes” packs per day?
Quit Date:

Q Yes

QYes If “Yes” drinks per

Q Prior

FAMILY HISTORY:
U Rheumatoid Arthritis

QO Osteo Arthritis

0 Gout

0 Cancer

QO Osteoporosis
U High Blood Pressure

U Heart Disease

U Diabetes

QO Stroke

Q Lupus

U Polymyalgia Rheumatica

Use Braces/Medical Devices Q Yes anN

1.

3.
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