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          NEW PATIENT INFORMATION

Name: ___________________________________________________Date:_______________________

Age: ____________         DOB: ________________                  Sex:              Male                 Female 

Family MD:  ______________________________              Referring MD:  ______________________________                  

CHIEF COMPLAINT / HISTORY OF PRESENT ILLNESS
Date of onset of injury/problem: ________________________
Describe your current orthopaedic problem/ injury: _______________________________________  
_________________________________________________________________________________
Is your problem/injury related to: (please check)
 ____ Auto-accident      ____ Work-related accident    ____Other accident    ____ Litigation pending
Location (Example bottom of foot, left hand, etc):_____________________________________________________

Quality (Example: throbbing, numb, etc): ___________________________________________________________

Severity (Example: intolerable, dull, sharp, etc):______________________________________________________

Duration (Example: all day, few minutes, all night, etc):________________________________________________

Timing (Example: upon rising, at end of day, etc):____________________________________________________
Context (Example: while typing, after exercising, etc):_________________________________________________
Modifying Factors (Example: what improves or worsens symptoms, etc): _________________________________

Associated Signs & Symptoms (Example: tingling, stiffness, etc): _____________________________________
MEDICATIONS
(Please list all long-term medications, current medications, over-the-counter drugs and herbal preparations)
___________________________________________
_
_______________________________________________
_____________________________________
_______________________________________

Are you currently taking Coumadin, Plavix, Aspirin, or other blood thinner?     YES        NO
ADVERSE & ALLERGIC DRUG REACTIONS  (please check)
 ____None
 ____Penicillin

 ____Sulfa Drugs

 ____Other, please list:  
_________________________________________________________________________________
Reaction: __________________________________________________________________________
REVIEWED BY (TREATING PHYSICIAN):_______________________________________Date:_________________
 (OVER)
PAST MEDICAL HISTORY
Have you ever or do you currently have any of the following? Please check all that apply:
____ High Blood Pressure        
  ____Stomach Ulcers             
____Stroke                           ____Rheumatoid Arthritis                   
____ High Cholesterol                
  ____GI Disease                                     ____Seizure/Epilepsy         ____Osteoarthritis          
____ Congestive Heart Failure      
 ____ Kidney Disease         
                 ____Fibromyalgia              ____Gout
____ Heart Attack / MI               
 ____ Hepatitis/Liver Disease                 ____Anxiety
             ____Psoriasis        
____ Asthma                                            ____Thyroid Disease                             ____Depression                  ____Back/Neck Pain 
____ Sleep Apnea                                    ____Diabetes                                         ____Cancer                         ____Polio
____ Pneumonia

                 ____ Blood Clots                                   ____MRSA                         ____Lyme Disease
____ Tuberculosis                                    ____Pulmonary Embolus                      ____HIV /AIDS                 ____ Latex Allergy    
Other medical problems: _______________________________________________
Past Surgery/Procedures: (type and dates)___________________________________________________
_________________________________________________________________________________________

Any problem with the following types of anesthesia? (please check)
____ General

____ IV Sedation

____ Local

____ Dental Anesthesia

If you checked any of the above types of anesthesia, please explain the problem:

FAMILY HISTORY  (check any family illnesses)
____ Diabetes
 ____ Bleeding problems    ____ Anesthesia Problems   ____ Other (describe below):
_____________________________________________________________________
SOCIAL HISTORY
Are you working now?     YES      NO      What is your occupation? ______________________________

____ Single     ____ Married
 ____ Widowed
     ____ Live Alone     ____ Live With Others

Do you smoke tobacco?
  YES
NO
How much? _____________   # of years? ___________
Do you drink alcohol?

  YES
NO
How much? __________________________________
History of substance abuse?
  YES
NO
If yes, please describe___________________________
Pregnant or could be pregnant? YES
NO

REVIEW OF SYSTEMS
Height: _______________________


Weight: ____________________________

Please circle and describe the symptoms that pertain to you:
YES
NO
Constitutional (fever, weight loss, night sweats, etc.): ________________________________________
YES
NO
HEENT (vision issue, dizzy/poor balance, head ache, etc):____________________________________
YES
NO         Heart (chest pain, murmur, irregular beats, etc.): ___________________________________________
YES
NO
Vascular (edema, claudication, varicose veins, etc): _________________________________________
YES
NO
Respiratory (asthma, shortness of breath, cough, etc.): _______________________________________
YES
NO
Gastrointestinal (GI) (appetite, diarrhea, constipation, etc.): __________________________________
YES
NO
Urinary (problems urinating, incontinence, etc.) ____________________________________________
YES
NO
Musculoskeletal (arthritis, stiffness, etc.): _________________________________________________
YES
NO
Skin (acne, rash, sores, etc.): ___________________________________________________________
YES
NO
Neurological (seizures, weakness, numbness, fainting,  etc.): __________________________________
YES
NO
Psychiatric (depression, mood liability, other): _____________________________________________
YES
NO
Endocrine (hot/cold intolerance, excess sweating, etc)________________________________________
YES
NO
Hematologic (bleeding tendency, anemia): ________________________________________________






