PATIENT MEDICAL/SOCIAL HISTORY

Age: Height Weight

Patient Name O single Omarried Odivorced Owidowed # of children
Family Doctor: City: Phone:
Referred By: Family Doctor Other Doctor / ER / Urgent Care **list below Family/Friend Self Other
NAME FACILITY NAME CITY PHONE
Body part to be evaluated, including left or right Have x-rays been taken? [ Yes O No
Symptoms (for example: pain, popping, numbness, etc.)
Was this caused by an injury? O No O Yes Who are we billing for these services?
If yes, complete the following: O Workers Compensation (complete questionnaire)
How O Auto Insurance (complete liability questionnaire)
When/Date O Third Party/Liability (complete liability questionnaire)
Where O Private Insurance
Do You Smoke? [0 Yes [ONo How Much Do You Drink Alcohol? 00 Yes [ No How Much

Females (for x-ray): [ pregnant O possibly pregnant

What is your job and briefly describe your physical duties:
Have you had any of the following surgeries/operations/complications? Please list the year it was done.

OAbdomen OCholecystectomy OLumpectomy/Mastectomy [Post-Op vomiting
OAmputation OCoronary Angioplasty/Stent OPacemaker OOther Post-Op complications
OAppendectomy OGastric Bypass OParathyroidectomy OOther

OArterial Bypass OTotal Hip Replacement (right/left/both) OProstatectomy

OBack OHip Hemiarthroplasty (right/left/both) ORotator Cuff Repair (right/left/both)

OBreast OHysterectomy OShoulder Arthroscopy (right/left/both)
OCABG Olnterventional pain procedures OTonsillectomy

OCarotid Endarterectomy OKnee ACL Repair (right/left/both) OValve Replacement

OCarpal Tunnel OTotal Knee Replacement (right/left/both) OProblems with bleeding or anesthetics
OCataract Extraction OKnee Arthroscopy (right/left/both) OPost-Op delirium

Have you been diagnosed with any of the following illnesses?

OAnemia ODiabetes OKidney Problems OUrinary Tract Infection (Chronic)
OAngina ODVT OLung Disease OPolio

OAnkylosing Spondylitis OEENT Problems ONeuropathy OPoor Circulation/Vascular
OAnxiety OFracture Hip OHypothyroidism OPulmonary Embolism
OAsthma OFibromyalgia OLiver Problems OReflex/Ulcers

OBleeding Disorder OGI Bleed OLupus ORheumatoid Arthritis
OBowel or Bladder Problems OHeart Problems: OMental Illness OSeizures

OCancer OHepatitis ONeurological Disorder OSleep Apnea

OCOoPD OHigh Blood Pressure OOsteoarthritis OStroke

ODepression OHIV OPsoriasis

Has anyone in your family been diagnosed with any of the following illnesses?

OAnesthesia Problems OBlood Clot ODiabetes OHypertension OMental Illness  OORheum Arthritis
OBleeding Disorder OCancer OHeart Problems OLung/Breathing Problems [Osteoporosis OStroke

List medications you are currently taking, the dosage, and how often you take them: [ No meds being taken

1. 3.

2. 4.

**DRUG ALLERGIES** (Check if yes)
O Aspirin O Cortisone OO0 Marcaine / Lidocaine / Novocain [0 Sulfa [0 Codeine OO0 Betadine O0 Penicillin 0 Tape
O Morphine O Nickel O Other, please specify O NO KNOWN ALLERGIES

X
Patient Date of Birth Signature of Patient/Guardian Today’s Date




