SOUTHERN CALIFORNIA ORTHOPEDIC INSTITUTE
PATIENT MEDMCAL HISTORY

Patient MName: Birth date: _Sex: OM OF
Today’s Date: Drate of Injury: Areyou? [ Right-handed [ Left-handed
Crecupation: Primary Care Physician Phone #:

Is this work related? O¥es O No
Were you sent to our office by a physician? U Yes U No If so, please provide: YWas il reported? O¥es LNo
Requesting Physician’s Name: Phone #: T
Physician’s Address: - City [ State:
{ Phivaician: dictate 4 of the following) HE: f PN lhe;  dwoe  Gwith: | Eﬂmm. O mytrom.

CC OWhy are you here today?

Location; . Ooality,
Where iz the pain‘problem? Boes at treel o ather areas! Is the pain dull, throbbing, sharp? If limp, i= it waom, tender, e
Severity: Duration; e
e severe v U paio oo sealeaf |« 5wl 3 being the mnst soverc? Heww fong bave vou bid this pameproblem? Whea dad it saet?
Timing: Context:
DPoes the paindproblem oceor st & specific sima 15 it murel intermutbznt, oo constane? What were you dodtrg at the onaet of thispaindproblem?

Associated signs/symptoms

Whint afher-nzsociased probhems ars you haang? (ntmbress, Blindderbeil coonplainte, dbsarnal sels — creking, pooping, prindicg, clicking swelting stifness, nsabilig gt paing
Modifving factors SE
What makes the paindproblem aorse or betler? ictivities)
Have you seen any other physicians regarding this condition prior to coming to our office? O Yes O No
Dogtor When Tests Results Treatment

PAST HISTORY OF PRESENT ILLNESS:
Have you ever experienced any injury or symptoms regarding this body part? O Yes [ No

1f 50, please provide details

Please list any hobbies/sports you enjoy:

Which af the above activities are vou unable to perform due to your pain? =
PAST MEDICAL HISTORY: Have vou ever had any of the [ollowing?  Please check all pertinent boxes:

O Aids or HIV+ O L Bronchitis L Hepatitis - Mumps 2 Thyroid Disease

O Anemia L Chicken Pox 2 High Blood Pressure O Pneumonia - Tuberculosiz

O Arthritig O Diabetes O Infections Mono O Polio O Uleer

O Asthma O Diphtheria O Kidney Disease O Bheumatic Fever O Venereal Disease

O Back Trouble O Epilepsy/Seizures 0 Low Blood Pressurc O Scarlet Fever 0 Whooping Cough

Ll Bladder Infections O Glaucoma [ Measles O Sleep Apnea O Other (please list)

Ll Bleeding Tendency ) Heart Disease O Migraing Headaches 1 Smallpox

O Blood Transfusions 2 Hemorrhoids O hitral Valve Prolapse O Siroke

EME-201 (3106 PLEASE COMPLETE OTHER SIDE



Medications: Include non-prescription & Herbal Supplements Allergies:
Dirug Name Dosage Frequency Medication Reaction
Tape Allerey. O Yes [0 WNo LatexAllergy. O Yes O No
Past Surgical/llospitalization Tlistory:
Date Surgeryillness Doctor Hoszmtal, City, State

Patient Social History:  Marital Status Use of Alcohol Lise of Tobacco Living Situation

& Single O Mever O Mever = With Family
O Married O Rarely & Previously, but quit O With Friends
O Divorced 0 Moderate 1 Currently & Alone
O Widowed B Baily - Oither

Bl Separated Packs per day

Family Medical History:

Age Conditions or Discases If Deceased, Cause of Death

Father

Muother

Siblings

Review of Systems: Please indicate any personal history below: (Please circle all that apply)

Mugculoskeletal

Joant pain

Joint stiffness or swelling
Weakness of muscles or joints
Muscle pain ar eranips

Back pain

Cold extremitics

Difficulty in walking

Constitutional Symptoms
Bad gencral health Japely
Eecent weight change

Fever
Fatigne
Headaches

Ears [/ Mose [ Mouth / Throat
Hearing loss or ringing
Earaches or drainage

Chronic sinus problems

Mose bleads

Bleading aums

Sore throat or voice changs
Swillen glands in neck

Cardiovascular

Hedirt Trouble

Chest pain or anging pecloris
Palpitation

Shartness of breath, while walking
Swelling of feel, ankles, or hands
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Genitourinary

Frequent uripation

Burning ar paimnful urination
Blood i urine

Incontinence o dribbling
Female — number of pregnancies
Female — pumber ofdeliveries

Integumentary (skin, brejast)
Rash oritching

Changes in skin color

WAreose veins

Bruast pain

Breast lump

Nenrological

Light headed or dizzy

Mumbness or Lingling sensationg
Tremaors

Paralysis

Endocrine

Excessive thirst or urination
Heat or cold intolerance
akin becoming dryer

Hematologie / Lymphatic
Slow: b heal alter cuts
Bleeding or bruising lendency
Anemia

Frlarged plands
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Peychiatrie

Memory loss or confusion
METVOUENass

Depression

Trsominii

Gastrointestinal
LossnfFappelite

Mansed or yomiting

Frequent dinrhea
Constipation

Rectal Bleading, blood in stool
Abdeminal pain

Respiratory

Clhronie or frequent coughs
Spitling up bleod
Shortness of breath
Wheezing

Fyves

Eve disoase or injury
Wear glassesfcontaet lens
Blurred ar double vision

Allergic /S Immunologic
Last food £ ervironmantal allerges:
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To the hest of my knowledge, the questions on this ferm have been answered accurately. T understamd that providing incoreect intormation eanbe dangerous to my health:
It is my responsibility to inform the doctor of any changes in my medical statuz, | alseauthorize the health care staff to perform the necessary services T may need,

Signature of Patent or Parent of Mino:

Signatuge of Physician

e

Erate



