Print this form, fill it and bring it to my office to reduce your waiting time DATE

REFERRING DOCTOR: Doctor’s First Name Last Name
OR
PRIMARY CARE PHYSICIAN: Address
City Zip Telephone
PATIENT’S NAME:  Patient’s First Name Last Name
AGE
HANDEDNESS LILEFT LIRIGHT
MARITAL STATUS: CJSINGLE COMARRIED CJDIVORSED Cwibow
GENDER: OMALE OEEMALE
OCCUPATION: EMPLOYED AS [JStudent [JHouse Wife [JRetired [1Unemployed [Disabled
MAIN COMPLAINT:
HISTORY OF PRESENT ILLNESS: AFFECTED SIDE: [JLEFT CJRIGHT [IBOTH DATE OF ONSET PAIN /10
1.  Didyou have an injury? [CYes [INo CJAt Work OMVA [JOther
COWhen
[JHow
2. Do you have pain? Yes [ONo
3. Where is your pain? ORrR L ODigits Thumb=101 27 3[1 4[] 51 [JHand CIWrist [JForearm
[JEIbow [Upper Arm [Shoulder [INeck [J Other
4. How long you have pain? Days Weeks Months Years
5. How severe is your pain? [ONone [INegligible [OMild [OModerate [ISevere [JUnbearable
0 1 2 3 4 5 6 7 8 9 10
6. Is pain Intermittent/Constant [JConstant Olintermittent
7. What is the Type of Pain [IDull [IBurning [ISharp [JOther
8.  When is the Pain Worse? Al the time [JINight [dMorning [JOther
9. What Aggravates Your Pain? [JUsing Hand OTyping [Driving [CIOther
10. What Relieves Your Pain? [INothing [JCertain Positions [ Rest [JOther
11. Any Other Symptoms? [INone [JNumbness [OTingling CINight CJAM  Symptoms
[JRadiation [1Dropping Objects [1Other
PAST MEDICAL HISTORY
1 What are your major medical problems? [ONone  [JAnxiety [1Arthritis []Asthma [JCancer [1Depression []Diabetes [[JHypertension
[JHepatitis A B C LIHIV Hyperthyroidism, [1Hypothyroidism [JHemodialysis
[JKidney failure CILiver disease [1Obesity [1Osteoporosis [1Stroke [ISickle cell disease
2 What Injuries did you suffer in the past? [J None [ List
3 What operations/ hospitalizations? [ONone  [J Spleen removal ~ [JCancer surgery ] Other
4 What medications do you take? [ONone [ Aspirin/Coumadin/Prednisone/Cancer Meds [J Other
5  What allergies do you have? [ONone  [J Aspirin [Penicillin [IOther
EAMILY HISTORY
1. Any inherited diseases in your family? OONo OYes
2. Health status of your parents? OMother OFather
SOCIAL HISTORY
1 Employment CINone OOccupation O Disabled O Student
2 How often do you drink? CINone OSocially COModerate OHeavy
3 How often do you smoke? OONone OOccasional OModerate OHeavy

4 Do you use illicit drugs? ONo OVYes
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REVIEW OF SYSTEMS:

Constitutional

Skin/Nails/Nail bed

Cardiac

Respiratory
Gl
Genitourinary
Rheumatology

Other

Abnormalities are circled (O)

[1Obesity Weight__

[IDrmatts [1Psoriasis
[JOVHD [ Blood Pressure

[JAsthma [JEmphysema
[JColitis [JAcid reflux

[JInfction [JProstate

ORA

O SLE

[JOA

[IWeight loss
CPallor
[JCholesterol ft
[JBronchitis
OUlcer
[JRenal failure
[OGout

DATE

Allergy/Immunolgy [IFrequent infections C1Seasonal

Anesthesia
Neurological
Psychiatric
Endocrine
Hematologic
Oncological

[JHyperthermia
[JSeizures
[IDepression
[IDiabetes
[IBleeding disorder
[JCancer

OMeds
[1Drug Reactions O
[JStroke O
[J Anxiety O
[J Hypothyroid ism [ 1Osteoporosis
[JAnemia O




