
 

 

PATIENT HISTORY 
PATIENT NAME:         PATIENT AGE:          DATE:   

 
REFERRING DOCTOR OR PERSON:__________________________________FAMILY DOCTOR:__________________________________________ 
 
ARE YOU RIGHT OR LEFT HANDED?:  RIGHT    LEFT 
 
WHAT IS YOUR CURRENT JOB STATUS?:  WORKING    NOT WORKING    LIGHT DUTY    DISABLED 
 
PLEASE DESCRIBE WHAT KIND OF WORK YOU PHYSICALLY DO:__________________________________________________________________ 
 
DO YOU EXERCISE?:  YES    NO   IF YES HOW MANY TIMES A WEEK:__________________________________________________________ 
 
WHAT KIND OF EXERCISE DO YOU DO?:_____________________________________________________________________________________ 
 
 

CHIEF COMPLAINT 
 

WHAT ORTHOPAEDIC PROBLEM ARE YOU SEEING THE DOCTOR FOR TODAY?:______________________________________________________ 
 
_____________________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________________ 
 
IS THIS THE RIGHT OR THE LEFT SIDE?:  RIGHT    LEFT    BOTH 
 
CURRENT PROBLEM IS THE RESULT OF(CHECK ALL THAT APPLY):   CAR ACCIDENT    WORK    ACCIDENT    OTHER 
 
DATE OF ACCIDENT:_____/_____/_____   PLEASE DESCRIBE:____________________________________________________________________ 
 
_____________________________________________________________________________________________________________________ 

 

MEDICAL HISTORY 
 

HAVE YOU EVER HAD OR CURRENTLY HAVE ANY OF THE FOLLOWING (PLEASE CHECK ALL THAT APPLY): 
 DIABETES    ARTHRITIS   HIGH BLOOD PRESSURE    HEART DISEASE    HEART ATTACK    VASCULAR DISEASES 
 PACEMAKER/SURGICAL IMPLANTS   HEADACHES   KIDNEY PROBLEMS    OPEN WOUNDS    CURRENT INFECTIONS 
 HERNIA    SEIZURES    METAL IN BODY    CANCER/TUMOR    THYROID PROBLEMS    CVA/STROKE   ANXIETY 
 PREVIOUS FRACTURES    OSTEOPOROSIS    DEPRESSION    SUBSTANCE ABUSE    HYPERSENSITIVITY TO HEAT/COL 
 PRESENTLY PREGNANT    HEPATITIS A    HEPATITIS B    HEPATITIS C    OTHER 

 
PLEASE DESCRIBE ALL OF THE ABOVE THAT YOU HAVE CHECKED:___________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 
________________________________________________________________________________________________________ 
 

 
 
 



 

 

PATIENT HISTORY 
PATIENT NAME:         PATIENT AGE:          DATE:   

 
SURGICAL HISTORY 

PLEASE LIST ALL THE SURGERIES YOU HAVE HAD IN THE PAST & SPECIFY WHICH SIDE:________________________________________________ 
 
_____________________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________________ 
 
_____________________________________________________________________________________________________________________ 

 
PHARMACY INFORMATION 

 
PHARMACY NAME:_____________________________________________________________________________________________________ 
 
PHARMACY PHONE:_____________________________________________________________________________________________________ 
 
PHARMACY ADDRESS:___________________________________________________________________________________________________ 
 
**REFILLS WILL ONLY BE DONE WHEN REQUESTED THROUGH THE PHARMACY OR WHEN YOU COME IN FOR AN APPOINTMENT.  WE WILL NOT 
REFILL MEDICATION IF YOU CALL US AT THE OFFICE.  ALSO PLEASE ALLOW THE PHARMACY AT LEAST 1-2 DAYS FOR A REFILL REQUEST SO 
PLEASE CALL IN YOUR REFILL REQUEST TO THE PHARMACY WHEN YOU HAVE ABOUT 1-2 DAYS WORTH OF MEDICATION LEFT OVER. 

 

ALLERGIES TO MEDICATIONS(PLEASE LIST ALL MEDICATIONS THAT 
APPLY):____________________________________________________ 
__________________________________________________________ 
__________________________________________________________ 
__________________________________________________________ 

SOCIAL HISTORY 
 

DO YOU HAVE CHILDREN:  YES    NO   IF SO HOW MANY?:____________ DO YOU LIVE ALONE?:  YES    NO 
 
DO YOU SMOKE?:  YES    NO   IF SO HOW LONG?:__________________ HOW MANY PACKS PER DAY?:________________ 
 
IF YOU QUIT SMOKING HOW LONG AGO DID YOU QUIT?:_______________________________________________________________________ 
 
HOW LONG DID YOU SMOKE FOR?:___________________ ___________HOW MANY PACKS PER DAY?:_________________________________ 
 
DO YOU DRINK ANY ALCOHOLIC BEVERAGES?  IF SO WHAT KIND AND HOW OFTEN?:________________________________________________ 
 
_____________________________________________________________________________________________________________________ 
 
DO YOU HAVE ANY DRUG ABUSE OR ILLICIT SUBSTANCE ABUSE HISTORY?:  YES    NO   IF SO, WHICH DRUGS AND HOWOFTEN?:_________ 
 
_____________________________________________________________________________________________________________________ 
  



 

 

MEDICATIONS 
PATIENT NAME:         PATIENT AGE:          DATE:   

 
PLEASE LIST ALL MEDICATIONS YOU ARE CURRENTLY TAKING W/DOSES AND DIRECTIONS WHERE APPLICABLE 

 

MEDICATION DOSE DIRECTIONS/COMMENTS 

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

 


