Azalea Orthopedics
PATIENT HISTORY

Name:

Age: DOB: Sex: M F (CIRCLE ONE)
Occupation:

Hand Dominance: RT LT BOTH

Referring MD:

HISTORY OF PRESENT ILLNESS/INJURY (REASON FOR YOUR VISIT)

Reason for Visit:

Date of Onset (WHEN DID IT HAPPEN)

Mechanism of Injury (HOW DID IT HAPPEN)

Is this work related? YES NO

DESCRIPTION OF PAIN

LOCATION

QUALITY: shoaoting throbbing sharp burning aching tenderness
SEVERITY: {grade symptoms: 0 = mininmal / 10 =

extreme) o 1 2 3 4 5 6 7 8 9 10

DURATION: constant frequent sometimes

SYMPTOMS: swelling bruising numbness tingling grinding popping

What makes it better?

What makes it worse?

TIMING:

a) How often does it happen?: During each day / week / month

b) Is it occuring: More often / Less often / Can't say

¢) Associated with any other symptom or complaint?

d) Mainly at Night / During the Day / Both

CONTEXT: Is it associated with any particular activity? YES / NO

If Yes, Explain:

PRIOR TREATMENT FOR THIS PROBLEM (INCLUDE DATES)

Physician/Hospital

Medications/Injections

Physical Therapy

Diagnostic Tests

HAS PATIENT MISSED WORK FOR CURRENT PROBLEM? YES NO

IF YES, LAST DAY WORKED: / /

PRESENT MEDICATIONS (PLEASE LIST ALL)




ALLERGIES

Medication/ Food Allergies? YES NO OTHER:
Allergic to Nickel? YES NC
Reaction:

PAST SURGERIES AND DATES:

SOCIAL HISTORY
Alcohol Never Social Frequent Type? Quit?/When?
Drug Use Never Occasional  Frequent Type? Quit?/When?
Exercise None Occasional  Moderate Heavy
Marital Status Single Married Divorced  Widowed
Tobacco Never Packs/ Day Smokeless Quit/ When?
Military Active Inactive None
IMMEDIATE FAMILY MEDICAL HISTORY
(Please specify relation) (Circle all that apply)
High Blood Pressure YES NO HIV/ AIDS YES NO
Respiratory Problems YES NO Heart Trouble YES NO
Bleeding Problems YES NO Cancer YES NO
Diabetes YES NO Other Problems YES NO
Stroke YES NO
PATIENT MEDICAL HISTORY
{Circle all that apply)
Abdominal Problems YES NO Hepatitis YES NO
Anesthesia Problems YES NO HIV/ AIDS YES NO
Asthma YES NO Hormone Abnormalities YES NO
Bleeding Problems YES NO Hypertension YES NO
Blood Clots YES NO Kidney Stones/ Disease YES NO
Bowel Problems YES NO Lung Disease YES NO
Breast Lumps/ Pain YES NO Menstrual Problems YES NO
Bronchitis YES NO Muscle Disease YES NO
Cancer YES NO Neurologic Disease YES NO
Cataracts YES NO Psychiatric Disease YES NO
Convulsions/5eizures YES NO STD YES NO
Coronary Artery Disease YES NO Stroke YES NO
Depression YES NO B YES NO
Diabetes YES NO Trouble Walking YES NO
Esophagitis YES NO Thyroid Disease YES NO
Eye Disease/ Glaucoma YES NO Weight Change YES NO
Gerd YES NO Wound Healing Issues YES NO
Gi Disease YES NO
Good General Health YES NO
Heart Disease YES NO




Review of Systems
Do you have or have you had any of the following?

Constitutional:

Fever Yes No
Eyes:

Double Vision Yes No
ENMT:

Hearing Loss Yes No
Respiratory:

Shortness of Breath Yes No

Gastrointestinal:

Nausea Yes No
Vomiting Yes No
Skin

Rash Yes No

Musculoskeletal:

Limited Motion Yes No
Joint Pain Yes No
Neurological:

Numbness/ Tingling Yes No

Cardiovascular:

Swelling Yes No

Hematologic:

Blood Clot Yes No



FOR DOCTOR USE ONLY

PATIENT:

MRN:

PHARMACY:

BP:

PULSE:

HT:

WT:

FALL SCREENING:

PCP:

IMMUNIZATIONS:

ALLERGIES:

MEDICATIONS:



ORTHOPEDICS

T -

Please use the following illustration provided to mark where YyOou are experiencing

your problem:

Left Right

Left Right



