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Orthopaedics

PATIENT MEDICAL | raticnt Name:
HISTORY Chart Number:

Do you have presently or have you ever been diagnosed with any of these illnesses?

[IHigh Blood Pressure [Liver Disease [IStomach Ulcers Others
[Heart Disease []Asthma [IBlood Clots in Legs

[ Arthritis [IDiabetes [ICancer

[IStroke [IKidney Disease [IDepression

SURGICAL HISTORY

Have you ever had any of the following surgeries?

[IHeart Bypass [IHysterectomy []Arthroscopy Others
L]Appendectomy [ITonsillectomy [IJoint Replacement

[IGall Bladder Removal ~ [IFracture Surgery [ISpine Surgery

FAMILY HISTORY

Do any of the following medical problems run in your family?

[ICancer [IDiabetes [IBleeding Problems Others
[JHeart Disease [High Blood Pressure [JOsteoporosis

L Arthritis [IDepression

MEDICATIONS B LIST ATTACHED

Please list any medications that you take, including how much and how often if possible. Include over the counter
medications and any supplements (glucosamine, ginkgo baloba, etc) You may attach a list if you have one!

ALLERGIES

Are you allergic to any medications?

[Penicillin []Aspirin [1Others

[ICodeine [LINovocain

[Todine

SOCIAL HISTORY

Please complete the following information

Do you smoke? Llyes [No Occupation

Do you drink alcohol?  [Yes [INo [Single LIMarried [ISeparated

[IDivorced Cwidowed

REVIEW OF SYSTEMS
Do you presently have any of the following problems

[[IHeadaches [IChest Pain [ INumbness [ISeizures
[IWatery Eyes [Indigestion [IWeakness [IConstipation
LIBlurry Vision [IJoint Pain [IFainting Spells [ISkin Ulcers
[IDouble Vision []Anxiety [IDiarrhea [IProblems Sleeping
[ICough [IBurning with urination ~ [IRashes [IDepression
[IWheezing [Incontinence [ILeg Swelling [1Joint Swelling
[IShortness of Breath
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VITAL SIGNS
Pulse Respirations Blood Pressure / Height

Weight

HISTORY OF PRESENT ILLNESS

What problem(s) brought you into the Doctor today? Check all that apply , write a R, L, or B (for right, left or both)
beside the body part if there is more than one area

[INeck [IBack UIShoulder UArm UIShoulder LElbow [JHand
UHip UKnee UJAnkle UFoot Other
LIRight OLeft [IBoth LIRight worse than left ~ [Left worse than right ~ [JBoth same
When did it start? / / [INot sure [IMos [Wks [IDays Before today
Did the problem start with a injury or accident? OYes [No  Did it occur at work? OYes [No
Describe the pain USharp LOther Ulntermittent UOther

UDull OConstant
Check all that apply OBurning [IOne area

[IMultiple areas

How severe is the pain on a scale of 1 to 10 with 10 being the worst pain imaginable?

Circle one 0 1 2 3 4 5 6 7 8 9 10

What makes the problem worse?

What makes the a problem better?

Does the problem/pain occur at any particular time of the day? [Jyes [No [Not sure
If so when does it occur? (check all that apply) [IMorning LIDuring day ~ [JAfter work
L]At night L]All the time  Other
Have you been seen or treated for this problem before? Llyes LINo
If so by whom?
What treatments have you had? [ INone [IMedicine [IPhysical Therapy [ISurgery
[1Other
Did any of these treatments help? [Jyes [JYes, but it came back [Partially
[INo
Have you had anything like this in the past? LlYes LINo [INot sure

Please place an X on the areas where NOTES Staff use only Reviewed by
you feel pain on the picture below.
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