AL FPINE

ORTHOPEDICS

K

Vo

Patient Name :

SSPORTS MEDICINE

Please list any medical problems you have or have been diagnosed with:

Females Only:

Heart disease or attack
Diabetes
High blood pressure

: High cholesterol

Asthma
COPD / Emphysema

Patient Medical Profile

Who may we thank for referring you to us?
Primary care physician (if different):
Reason for visit:

Date of injury / Onset of problem:

CURRENT HEALTH

Stroke

Cancer

_| Thyroid problems
__| Kidney disease
| DVT (Blood clot)
Chronic headaches

Date of last menstrual period:

[_]No PrROBLEMS Height:
Osteoporosis / Low Bone Density Weight:
Stomach ulcers Please list other medical problems:
Heartburn / Reflux
Rheumatoid arthritis
Gout / Psedogout
Depression

Currently Pregnant?

|j Yes |jNo |j Possibly

SURGICAL HISTORY
[ ] 1 HAVE NOT HAD ANY SURGERIES

Please list all previous surgeries and the approximate year:
Surgery:

Year:

Surgery:

Year:

Do you have allergies or any problems with anesthesia?

|jNo |j Yes  Describe:

MEDICATIONS

Please list any medication you currently use, including over-the-counter medications, vitamins, and supplements::

|j Other:

jNO KNOWN DRUG ALLERGIES

ALLERGIES

Penicillin ] Todine
Sulfa Drugs Diagnostic Dyes

[_] 1 TAKE NO MEDICATION

| Latex
Adhesive Tape

FAMILY HISTORY
Does anyone in your immediate family (parents, brothers, sisters, children) have any of the following?_ |j NONE
Diabetes Gout Hip Problems Osteoporosis
Heart Disease Lupus Back Disc Problems Cancer
Asthma Rheumatoid Arthritis Ankylosing Spondylitis Other:

Blood Clots

Osteoarthritis

Psoriasis




SOCIAL HISTORY

Current / Past Occupation: |j I am Disabled Reason:

Who lives with you? |j I live alone

Do you drink alcohol? |jN0 |j Yes How Often? |j Daily |j Weekly |j Monthly |j Infrequently
Do you smoke? |jN0 |jI quit in (year) |j Yes Number of packs daily:
Do you use any other substances? |j Smokeless tobacco |j Recreational drugs Please list:

REVIEW OF SYSTEMS

Please circle any that apply to you:

General Fevers Chills  Night sweats Fatigue Loss of appetite Weight loss Weight gain
Eyes Blurred vision Eye pain Glasses / Contacts

Ear, Nose, Throat Hearing loss Mouth sores Voice changes Frequent nose bleeds

Cardiovascular Heart attack Chest pain Palpitations Leg swelling Heart murmur
Respiratory Sleep apnea Wheezing Chronic cough Tuberculosis

Gastrointestinal Frequent diarrhea Heartburn Constipation Nausea / Vomiting Blood in stool
Genitourinary Kidney stones Incontinence Frequent urination Painful urination Blood in urine
Musculoskeletal Joint swelling Back pain Trouble walking Weakness

Skin Color change Rash Cellulitis Psoriasis

Neurologic Headaches Dizziness Bad balance Numbness / Tingling

Hematologic Enlarged glands Anemia Bleeding disorders

Psychological Depression Anxiety Trouble sleeping Memory loss

Other (please list):

MISCELLANEOUS INFORMATION

Please list any more information that may be important to your visit today.

SIGNATURE
To the best of my knowledge, the questions on this form have been answered accurately. I understand that providing
incorrect information can be dangerous to my health. It is my responsibility to inform the doctor of any changes in

my medical status. I also authorize the health care staff to perform the necessary services I may need.

Signature of patient (parent or guardian if the patient is a minor) Date
Reviewed and updated by PHYSICIAN:
Initials Initials Initials Initials Initials Initials Initials
Date Date Date Date Date Date Date
Reviewed and updated by PATIENT:
Initials Initials Initials Initials Initials Initials Initials
Date Date Date Date Date Date Date



