BASIC MEDICAL INFORMATION FOR ORTHOPEDIC PROBLEMS

This form must be filled out before you see the physician. The information on the form provides basic information about your
orthopedic problem and general health condition. This information is very important and can influence your orthopedic

diagnosis and treatment

Today’s date:
Name: Sex: Date of Birth: | Age:
-Height: Weight: Occupation: dominant Hand:

______._______—.—_—_—_.—_—_—_—_——__—_—‘_——"—___-—__

Present Illness | Print Answer For Medical team use

What orthopedic problem are you
Being seen for today?

When did it first occur?

Where is the problem located?
(right or left?)

If you have pam:
1) Describe it (constant, intermittent,
Dull, sharp, aching, burning)

2) rate it on a scale of 0 -10.
(0 is no pain, 10 is worst pain ever)

What relieves the symptoms?
What makes the symptoms worse?
Have you had a similar problem before?

What medical tests or treatment
' Have you received for this problem?

Other orthopedic problems: Circle any of the following that you have had. Indicate right or left and joint location if
applicable next to the condition. Example: dislocated joint R- shoulder.

Recurrent joint swelling Recurrent joint pain Dislocated joint Gout
Loose pieces in joint Joint/ bone infection Bone spurs Arthritis
Decreased joint movement Joint laxity (looseness) Brittle bones ( osteoporosis)
Bursitis/ tendonitis Torn Cartilage torn muscle/ ligament/ tendon
Neck/ Back pamn Ruptured disc Abnormal spine curvature

Sciatica Chest Deformity Amputations



Fractures and other serious injuries: (List location and approximate date)

Past Surgeries: (List type and approximate date)

Other surgery questions:
Have you ever received any blood transfusions? (list year received)

Have you ever had an infection in an incision after surgery? (list)

Have you ever had problems with anesthesia? (list)

Have you or a family member ever had a bleeding problem after surgery? (list)

Allergies: (List drug or substance and your reaction to it)

Medications: List all medicines and herbs that you take regularly, check bottle
Label for dose and time you take 1t See example below

Medicine/Herb dose =~ Number of pills taken when

Example: Pepcid 20 mg 1 pill taken at 8 pm,1 pill at 6pm

Other Substances:

Have you used any of the following substances: Circle yes or no and fill in the blanks.

Substance Currently use? Previously used? Type/amount/frequency How long? (yrs) If stopped, when?
Caffeine: coffee tea, soda  No yes No Yes

T tobacco No Yes No Yes

Alcohol: beer, wine, liquor No Yes No Yes

Recreational/ Street drugs No Yes No Yes

Family medical history: Circle any of the following conditions that your mother (M), father (F), brother (B) or sister (5) has
or had. Next to the condition, indicate which family member has or had it.

Heart disease High blood pressure Diabetes | Cancer

Stroke Bleeding problems Arthritis Osteoporosis
Other disease






