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D No Surglccl H|s10ry

Hip Replacement - RT/LT

Fracture - Type:

Knee Replacement —=RT/LT

Pacemaker

El Shoulder/Rotator Cuff — RT/LT

D OpenHeart /By-Pass

I:l CarpalTunnel - RT/LT

USpine -Type/lLevel:

D Arthroscopy - Type:

D Other:

Any additional surgical information:

§

S ki

[] Family History Unknown

|:[ Alive & Well

D Cancer-Type:
[[] cvasstroke

D Diabetes

I:l Hypertension

l:l Other:

D Alive & well
l:] Cancer- Type:
D CVA/Stroke

|:| Diabetes

D Hypertension

D Other:

]:] Alive & Well

D CVA/Stroke

I:] Diabetes

D Hypertension

]:] Other:

D Cancer-Type:

[ Jaive & wel
D Cancer-Type:
[Jcvasstroke
D Diabetes

D Hypertension

;.,

D Other:

Tobacco Use: [:] Curreml:] FormerDNever
Type:

Packs/Day:

Years Used:

Have you evertriedto quit? DYes DNO

Alcohal Use: D No [:]Yes DFormer
Type: ]:I Beer D Wine D Liquor

Frequency:

Amount per Sitting:

Last Drink:

DEnergy Drinks D Chocolate

Caffeine Use: EI No DYes
Type:DCoffee DTecDSochToblets

Daily Amount:

SRTRS:
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Check if you hcve any of the follownng

Fever

D Weaknress

D Heart Murmur
D Leg Swelling/Edema
D Syncope/Fainting

D Cold Intolerance
D Hedat Intolerance

]:] Rash

D Skin Infections

[:] weight Gain/Loss (Circle)

D Skin Lesions

L] Blumed Vision
L—_l Facial Pain

|:| Headache

D Vertigo/Dizziness

D Constpation
[]bierhea
D Nausea

|| oifficulty Walking
D Dizziness
D Poor Coordination

D Muscle Weakness

L] Bleedi;'ng.
D Bruising
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D Vomiting

Tl

D Dyspnea (Difficulty Breathing)
D Recent Infections

D Wheezing

t&; m.w»-wmmmm.‘ .Wm

[ ] Oysura (Difficulty Urinafing]
D Frequent Urination
D Hematuria [Bbod in Unne)

DAnxeN —
D Depression

D Insomnia

| attest that the information provnded above |s compleie 8. accurate gasitwillbe utilized as part of my care and treatmenrt plan.

ES Aﬁoﬂ mqwuwnn t\nm\lﬂmﬂ‘-kl R AR

D Asthma
D Environmental Allergies
D Food Allergies
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Patlent Signature:

Date: _ / _/ ___

If Minor, Guardian Signature:

Date: ___ /__ _/




ORTHO NEW PATIENT MEDICAL HISTORY QUESTIONNAIRE Page |1

Date of Visit: 4 / Dr. you are seeing foday
y e 3 T e = s 3 o e v'A.\. rlr‘ [. ‘ .\“" ..,,\;, B ookt i
Full Name: Date of Birth: [/ Age:
Height: Weight:
Préfered Language: Qccupation
Email: Hand Dominance: DRighT DLefr DAmbidexirous
Employment Status: [ |FullTime [ | Par Time [ |retired [ ]stucent [ ]oisabled [ miltary
Marital Status: Married DSingle DDivorced [ | Widow Life Partner
Race: DAfricon American [:lAsicn [ JCaucasian E Hispanic |:] Other:
Ethnicity: DH‘tsponic DNon»Hisponic
Living Status: DLives Alone DWith Spouse E]Skiued Nursing |:| With Other Family - Who:
Primary Care Physician: Cardiologist (if applicable):
Who referred you to us? DPhySK:lon DFnend DOiher:
—_— —_— - — T T e
. e ket G iaks ‘w,\c.“. o AN YR oA 8 s e Rl B e R SR
E] No Medlcahons List cll the delcataons you tc.rke both prescription & nonprescrlphon below:

Are you taking Aspirin or any other blood thinners? D Yes [ No

D No Allergles Indlcafe aII the allergles you hcwe to medications and/or food & describe reochon below '
Common reactions include — Anaphylaxis (Life Threatening). Hives, Itching, Nausea/Vomiting, Trouble Breathing

‘Do you have a prefered phamacy thatyou use? | | Yes DNO

Pharmacy Name: Pharmacy Phone #:
Ciiy/State/ZlP

Street Ad dress:

D Hypertension Y SUS l:l Obesity Y S
[] kidney Disease S A S [[] peripheral voscular Disecse e
D Heart Disecse: SN SR I:l Anxiety Y S
[] piobetes -1 orll Y A [] pepression o
[] ostecarthritis YA [] stroke i
[[] osteoporosis S A [] ovi/Blood Clots I
[] Rheumatoid Arthritis YA [] uicers S P
D Cancer-Type: Y AR S |:| AIDS/HIV Y A S

]
I

[] otrer: Y A [:I Other:




Name: - Date:

Mark the areas on your body where you feel the descrlbsd sensation. Use the appropriate
symbol. Mark areas of radiation. Include all affected areas.

Tingling 0000
' XXX

Pain
Numbness il
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Put a mark thtough the line below to ra‘ce your pain_ mtensﬂ%y on average
No pain ; . i Lo e worst possible pain

Put a mark through the line below to rate your pain intensity at its worst-
NO pain ====rp==== - e 2 R worst possible pain




