cademy

rthopaedics
Patient: New Patient Info. Form Ht Wt Temp:__
Date: Family Dr.: BP: f Piilser -
Occupation: Pharmacy #:
HISTORY
CHIEF COMPLAINT:

HISTORY of PRESENT ILLNESS:

= Location
(Where is the pain/problem?)

« Severity

{How severe is the pain/problem)

« Timing

(Does this pain/problem occur at a specific ume?)

+ Associated signs/symptoms

(What other associated problems have you been having?)

MEDICAL HISTORY:

For an "Extended history, document at least 4 of these elements

= Quality

(Example: color of sputum?)

= Duration
(How long have you had this pam/problem? or When did it stan?)

« Context

{Where were you al the onset of this pamproblem™)
« Modifying factors

{What makes the pain/problem worse or better? ...
Have you had any previous episodes?)

...

+ For a “Pertinent” history - at least 1 specific item for ANY ONE of the 3 histories

+ For a “Complete” history - at least 1 specilic item for EACH ONE of the 3 histories

Fatient medical history

Previous Hospitalizations/Surgeries/Serious Tnjuries

When?

Diabetes ................. No Yes
Hypertension . .............. No Yes
Cancer ........o.oviuieninenas No Yes
Stroke ... No Yes
Heart Trouble .............. MNo Yes
Arthritis/gout . .............. No Yes
Convulsions ............... No Yes Medications
Bleeding tendency .......... No Yes
Acute infections . ........... No Yes
Venereal disease ........... No Yes
Hereditary defects .......... No Yes

Patient social history
Marital status:  Single __ Married __ Separated
Use of alcohol:  MNever __ Rarely
Use of tobacco: Never __ Previously, but quit __
Use of drugs: Never __ Type/Frequency

Moderate

Divorced __ Widowed __
Daily
Current packs/day __

Excessive exposure at home or work to: Fumes
Family medical history

Age

Diseases
Father

Dust Solvents __ Air-borne particles __ Noise __

If Deceased, Cause of Death

Mother

Siblings

Spouse

Children




SYSTEM REVIEW Page 2
: ! * MUSCULOSKELETAL
Good general health lately ... o vviiniiinninnnen No  Yes FOE R [ e S e R Mo Yes
Recent weightchange ... ..ot iiiiinnnnnna: No  Yes Joint stiffness orswelling ..., Ne  Yes
PRVEE cosiuiin i duiin s s e s e e No  Yes Weakness of muscles of JOints .....oviivninneaen No  Yes
Fatigue ...... R R R R AR No  Yes Muscle painer cramps .......ooiiiiiiiaiiieiie s No  Yes
Beabachies .. ; sty Simiabii i e e e e No  Yes Back:-pal. i Sl wm s e e SR TR Mo Yes
Cold extremities . .cconviemia vt ioasssiia Moo Yes
* EYES Difficulty in walking .......iccoiiiineiiiiiianes No  Yes
Eye diseace of IURY. . vvervcororassms s rsvsis s No  Yes
Wear glasses'contact lens .. ....covviiniiiiiniinn No  Yes + INTEGUMENTARY (skin, breast)
Blurred or double vision . ......coovviiaiinnannaa. No  Yes Raghior Behing . ovvvmiinenmmamiinies wossiew isass s Mo Yes
Glaucoma .. ..cuvvverirnnn i aaas Mo Yes Change in skincolor . . ..o e vve ey snisyaes AT No  Yes
Change inhairornails .......ooiiiiiiirnninn.. Mo Yes
. MNOSE VREICOSE WEIME . coo oo v nsim biinie vt o i bt e o Mo Yes
Hearing lossorringing .. ... ... oiiiieinnann. No  Yes Breastpain .........cviiriiniiiiiiaiinaens Mo Yes
Earaches or drainage ...... e A S S e e e No  Yes Bretst PUMP o o5 vusisssvosannmanrivensosnsess Mo  Yes
Chronic sinus problem or rhinitis . ... . ....co0ou... Mo Yes Breast discharge ... vvan v aaiinh. s aanis s as Mo Yes
MNose bleeds . covan s ei e are s e A No  Yes
MOUIN BOPEE i i v s s i v e e 5 im0 MNo  Yes = NEUROLOGICAL
Bleeding gums ...... A e SR R No  Yes Frequent or recwiring headaches ........ .00 No  es
Bad breathorbad taste .. ...oviniiniiie i No  Yes Light-headed ordizzy .. ....cvcncinninnannnnnnn, Mo Yes
Sore throat orvoice change .........ccvvivnnnnnns Mo  Yes Convulsions of SElZUres . .....ccvvvevnnnrrnenrsss No Yes
Swollenglands inmeck .. ..o oo iiiiiiiianna., MNo  Yes Mumbness or tingling sensations .................. Mo Yes
TEITIOTE =iy vt s wvia v iare Rlaiw e & o a4 o A S E s No  Yes
* CARDIOVASCULAR Paalysis: o o e e e e No  Yes
Hearstrouble .......ocovevvnnenn SRR T T Mo  Yes SO i A A TR Mo Yes
Chest pain or angina pectonis . ......coovviininan. Ne  Yes e Y i i sram a0 R Mo Yes
e L B T Mo 7 Yes
Shorness of breath with walking or lying down ...... Mo  Yes « PSYCHIATRIC
Swelling of feet, anklesorhands .. ................ No  Yes Memaory loss orconfusion .......coiiiiiiiiinnina., Mo Yes
INBEVOUSABES . | oo v wawin e ot ms s snsmssasssnsres Mo Yes
* RESPIRATORY DEDTEER IO =725 s s s v s e e b et S0 A Mo Yes
Chronic or frequent coughs ........coviiininnnnn. Mo  Yes Engomnln: i T e e R No Yes
SPIIng Op DIOOH. . .o'viinuir st s S e Mo Yes
Shormess of breath . ... iiiiiiiiinrnnnnns No Yes « ENDGCRINE
Asthmaor wheezing .. ...oocoiininnnriiinnnnnn. No  Yes Glanduiar or hormone problem ... ... ... Mo  Yes
Thyroid disease . . .. oo iin e cnncnnenss Mo Yes
* GASTROINTESTINAL B T P L S et S S Mo Yes
Loss of-nppetile oo i v wesia Ve a i dh s s ianeas Mo Yes Excessive thirst orurinafion .. ....cviiieeiincaenns Mo Yes
Change in bowel MOVEMENS « .. cuvevranaeerinss, No  Yes Heat or cold intolerance .......ccociinininnnnn. No  Yes
INRLSER OF VOMILNE v ovvecviearnmencsvanrinsied Mo Yes Skin becoming dryer ...iiiiiieiiiiiisi i Mo Yes
5T T Ty o R e e e No  Yes Change inhator glove size .......c.covvvivninnnas MNo Yes
Painful bowel movements or constipation ... ........ No  Yes
Rectal bleeding or blood instool . ... .............. Mo Yes + HEMATOLOGIC/IYMPHATIC
Abdominal painor heantburmn . ... oo .., No  Yes Slowwhealaftereuts ...........ccvvvnnnnnnnas Mo Yes
Peptic ulcer (stomach or duodenal) ................ No  Yes Bleeding or bruising tendency .........coovennenas No  Yes
ANEMID ©vvvvenir s e e No  Yes
* GENITOURINARY Phehltly oo cvnaimmvusisiiaim avn s No  Yes
FrEquent WrRBEION, v s s o o m s saiamie s o Mo Yes Past translusion . .oz s viis s aoia s miiaims sew sk e sai s No  Yes
Buming or painful urination . . .. .. W e L TR T No  Yes Enlarged gINnds . . o conmwvs sssva s me st vs iv i No  Yes
BIDOE BRI, oo acarv v vaimcia s e i s, st e cmtim No  Yes
Change in force of strain when urinating .. .. ........ No  Yes + ALLERGIC/IMMUMOLOGIC
Incontinence or dribbling ................0n.. . No  Yes History of skin reaction or other adverse reaction to;
Kidney S1onBE . ... .vvrrvnrnrrrrranansenersnnes No Yes Penicillin or other antibiotics .. ... .......... No Yes
Sexual diMioulty s e e e e re b e e No  Yes Morphine, Demerol, or other narcotics ........ No  Yes
Male - testiche pain © .l ool i e e No  Yes Movocaine or other anesthetics . .............. Mo  Yes
Female - painwith periods . .. ... oL, Mo  Yes Aspirin or other pain remedies . ... ... Mo Yes
Female - imegular periods .....ovvvviiininniaiass No  Yes Tetanus antitoxin or other Serums . ... ........ No Yes
Female - vaginal discharge .. .......oconiiiinnn.. No  Yes lodine, merthiolate or other antiseptic ... ...... Mo Yes

Female - number of pregnancies
Female - date of last pap smear

# miscarriages

Oither drugsimedications
Know food allerzies




