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Name: Age:
Date of Birth:

Famiy Physician
Height Weight

Wt. 2 YearsAgo

Right Handed Left Handed
ALLERGIES TO MEDICATIONS:
Penicillin Yes No
If Yes Reaction:

Aspirin Yes No
If Yes Reaction:

Codeine Yes No
If Yes Reaction:

Sulfa Yes No
If Yes Reaction:

lodine Yes No
If Yes Reaction:

Tape Adhedve Yes No
If Yes Reaction:

Latex Yes No

If Yes Reaction:

List any other allergies

CURRENT MEDICATIONS: Include over-the-
counter medcations, and any herbal supplemerts
(name amaunt, number taken per day)

SURGICAL HISTORY:

Arthroscopy Yes No Year
Back Surgery Yes No Y ear
Carpal Tunnel Yes No Year
Fracure Surgery Yes No Y ear
Foot/Ankle Yes No Year
Knee Surgery Yes No Y ear
Shoulder Surgery Yes No Year
Appendectomy Yes No Y ear
Tonsilleciomy Yes No Year
Hysterecomy Yes No Y ear
Gallbladder Yes No Year
Other

Non-Surgical
Hospitalizations:

Reaction to Aneghesa:
If yes plea® de<ribe reacton:

MEDICAL HISTORY: lllnessesyou have

experienced

Musculoskeletal:

Arthritis Yes No
Gout Yes No
Pdio Yes No
Fracures Yes No
Auto-lmmune Disorders Yes No
Neurological:

Stroke Yes No
Epilepsy / Sekzures Yes No
Migraine Headhches Yes No
Cardiac:

Angina Yes No
Heart Attack Yes No
High Blood Pressure Yes No
High Cholegerd Yes No
Blood Clots Yes No
Pulmonary:

Asthma/Lung Prdblems Yes No
SleepApnea Yes No
Preumonia Yes No
Tuberculosis Yes No
GI:

Liver Disea® Yes No
Hepatitis Yes No
Gallbladder Disea® Yes No
Ulcers Yes No
Hiatal Herna Yes No
GERD Yes No
Hem / Oncology:

Bleedng Disorder Yes No
Anemia Yes No
AIDS/ HIV Yes No
Carcer Yes No
Endocrine:

Diabetes Yes No
Thyroid Disorder Yes No
GU:

Kidney Stones Yes No
Kidney Diseas Yes No
Bladder Infections Yes No
Psych:

Any Psychiatric Disorders

Please Complete Both Sides — Thank You!
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Any history of antibiotic resistant infections such

as MRSA or VRE? Yes No
If yes please specify and explain where?

Other Medical Problems:

Haveyou seenany other physician for these
problems?

SOCIAL HISTORY:

SingleMarried Separated DivorcedWidowed
Educaton Completed
Sports/Exercise
Hobbies

Cigaretes Pacls PerDay
How Mary Years? Yea quit
Alcohol:# of drinks/beerper week

Drug Abuse:

Occupation:
Comparny Name;
Length of Employmert:
Days Missedfor Medical Reasn:
Previous Occupation:
Job Duties

Lift lessthan25lb Lift 25-501bs
Lift more than50lb

FAMILY HISTORY: (State which relative, and
provide defails)

Arthritis

Carcer

Club Feet

Congenital Hip Dislocation
Diabetes

Epilepsy
Heart Attack
Heart Prablems
Hepatitis
High Blood Pressure
Nervous Disorders
Scdiosis

Stroke

Tuberculosis

Major AneghesaProblems

A Professional Corporation

| IMMUNIZATIONS UP-TO-DATE?  Yes

No H

In the last 12 months have you experienced the
ollowing?

Wealkness/ Dizziness Yes No
Shortness of Breah Yes No
Cheg Pain Yes No
Anxiety Yes No
High Blood Pressure Yes No
Chronic or Frequent Cough Yes No
SleepApneari sk:

Sroreloudly? Yes No
If so, how often?

Stop breating during sleep? Yes No
Have headachesinthemorning? Yes No

Seam overly sleepy during theday? Yes  No
FEMALE PATIENTS ONLY.

Have you started merstruation?
At whatage did you start?

Yes No

Do you take medcation to regulate your period?
Yes No

Areyou pregnarn? Yes No

# of children

#of miscarriages

# of pregnarcies

| haveread and truthfully answered these
questionsto the best of my knowledge

Please sign and date below:

Patient, Parent or Guardi an Signatur e/ Date

Updates:

Patient, Parent or Guardi an Signatur e/ Date

Patient, Parent or Guardi an Signatur e/ Date

Patient, Parent or Guardi an Signatur e/ Date

Please Complete Both Sides — Thank You!



