ORTHOPAEDIC SPECIALTIES OF TAMPA BAY

MEDICAL HISTORY Ref:

NAME: Age: DATE:

CHIEF COMPLAINT (REASON YOU'RE HERE TODAY):

SECONDARY COMPLAINTS:

HOW LONG HAVE YOU HAD THIS PROBLEM?

IS THE REASON FOR YOUR VISIT CAUSED BY AN INJURY? YES __NO __ DATEOFinjury__/ [
WHERE DID IT OCCUR? AUTO___ WORK____ SCHOOL___ HOME OTHER
WERE YOU TREATED IN THE ER? YES___ NO___ WHICH HOSPITAL? DATE_ /_ [

MARK THE AREAS WHERE YOU FEEL THE DESCRIBED SENSATIONS. USE THE APPROPRIATE SYMBOL.
INCLUDE ALL AFFECTED AREAS. MARK THE POINT OF MAXIMUM PAIN WITH A LARGE  “X”

Sensation Symbols:
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Burning = x X x x
XXX X
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Pins & Needles: ====

Stabbing = ////
11/

WHAT MAKES THE PAIN WORSE?

WHAT MAKES IT BETTER?

MY PAIN IS WORSE IN THE MORNING AT THE END OF THE DAY ALL THE TIME
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SEVERITY OF PAIN:

Pat. Name:

Please identify how much pain you experience while resting:
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WORST
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PAIN

]

WORST
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TREATMENTS RECEIVED TO DATE: (CHECK ALL THAT APPLY):

MEDICATIONS FOR THIS PROBLEM:

PREVIOUSLY MEDS TRIALED:

INJECTIONS: TYPE?

CURRENT:

PHYSICAL THERAPY: WHERE?

____ HOME EXCERCISE ____ MASSAGE ____ CHIROPRACTIC
____OTHER
TESTS OBTAINED TO DATE:

____XRAYS MRI

____MYELOGRAM CT SCAN

____ BONE SCAN PET SCAN

____ OTHER
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Pat. Name:

PAST MEDICAL HISTORY:
DRUG ALLERGIES: NAME OF DRUG PLEASE DESCRIBE THE REACTION
ARE YOU ALLERGIC TO ANYTHING ELSE? LATEX SUTURE METALS

OTHER

DAILY MEDICATIONS:

NAME OF DRUG - DOSAGE - HOW OFTEN TAKEN

1. 9.
2. 10.
3. 11.
4, 12.
5. 13.
6. 14.
7. 15.
8. 16.
MEDICAL ILLNESSES AND SIGNIFICANT INJURIES:
1. 6
2. 7
3. 8
4, 9.
5. 10.
PAST SURGICAL HISTORY:
TYPE OF SURGERY: DATE: SURGEON:
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Pat. Name:

FAMILY AND SOCIAL HISTORY: Quit

DO YOU SMOKE/USE TOBACCO? ____ NEVER ___#PACKS/DAY ___ H#YEARS ___ WHEN: _/ /

DO YOU DRINK ALCOHOL? _____NEVER __OCCASIONALLY ____ DAILY

DO YOU HAVE A HISTORY OF SUBSTANCE ABUSE? TYPE:

FAMILY HISTORY OF DISEASE (MARK ALL THAT APPLY) _____ HIGH BLOOD PRESSURE _____HEART DIS.
_____STROKE/TIA ____DIABETES ____ASTHMA ____ TUBERCULOSIS _____THYROID DIS.
____ OTHER:

REVIEW OF SYSTEMS:

DO YOU NOW HAVE OR HAVE YOU EVER HAD ANY OF THE FOLLOWING: (CIRCLE TYPE)

__ ALLERGIESTO ANY METAL ___ RECENT FEVERS/CHILLS ___ ANY UNEXPECTED WEIGHT LOSS
__ NIGHT SWEATS ___ BOWEL/BLADDER PROBLEMS ___ PROGRESSIVE NUMBNESS/WEAKNESS
__ LUNGDIS: ASTHMA COPD EMPHYSEMA SHORTNESS OF BREATH WITH EXCERCISE

__ HEART DIS: CHEST PAIN MI HEART FAILURE VALVE DIS FIBRILLATION PALPITATIONS

IRREGULAR HEART BEAT SLOW/FAST HEART BEAT PACEMAKER:TYPE

HIGH BLOOD PRESSURE LIVER PROBLEMS:  HEPATITIS:TYPE JAUNDICE

DIABETES THYROID DIS. ANEMIA BLEEDING FROM NOSE/GUMS ___EASY BRUISING

____STROKE/TIA ___ SEIZURES ___TREMORS/PARKINSON’S PARALYSIS ____ DOUBLE

VISION
____ACIDINDIGESTION ___ HIATALHERNIA ___ ULCERS ___ COLITIS ___ CROHN’S DISEASE
___TB __HEPATITIS ___HIV/AIDS ___POLIO ____MRSA STAPH INFECTION

RECENT TRAVEL OUTSIDE OF USA —“WHERE:

DO YOU USE RECREATIONAL DRUGS OR DIET PILLS? TYPE:

CANCER TYPE:

DEPRESSION BIPOLAR DIS. SCHIZOPHRENIA OTHER:

SKIN RASH PSORIASIS __ ECZEMA UNUSUAL SKIN LESION OR BIRTHMARK

THE INFORMATION THAT | HAVE PROVIDED IS ACCURATE AND COMPLETE TO THE BEST OF MY
KNOWLEDGE.
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Patient’s Signature & Date Physician’s Signature & Date




