Orthopedic Spine Associates.

The Northwest's Center for
Comprehensive Neck and Back Care

ORTHOPEDIC HISTORY FORM

Name Date

Height
Weight
Temperature

Pulse

[ Right-handed [ Left handed []Ambidextrous

Date of Birth Age [1Male [1Female

Referring Doctor PCP/Family Doctor.

Blood Pressure

FOR OFFICE USE ONLY

Chief Complaint

Why are you seeing the doctor today?

Current problem is the result of a(n): Check all that apply.
[J Car Accident [JWork Accident []Accident []Other (please explain)

Past Medical History

Surgeries/Hospitalizations Year

Complications

(If more space is needed, please use back of form.)

Have any problems with anesthesia? [1No [Yes, please describe

Medication Dose Reason for Medication Side Effects

(If more space is needed, please use back of form.)

Drug Allergies:

Family History

Do any family members have any of the following medical problems? [ No (skip to next page) Yes (mark below and explain)

[ Bleeding tendency [ Diabetes [ Cancer []Heartdisease []High blood pressure []Anesthesia problems

Please explain the family member’s relationship to you, and their medical problem.

[Office Use Only: Form reviewed by Physician and Date: / /

]

FORM OSA303
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Social History/Habits

Employment:

Status:
Any children?
Do you live alone?
Exercise?
What type of exercise!
Have you used marijuana?
Have you used recreational drugs!?
Have you used IV drugs?!
Have you used tobacco?
If yes, how much per day?
Have you quit smoking?
Previously smoked:
Do your drink alcohol?
If yes, how often?

[] Occupation

[] Student [ Retired [JWork at home

[J Single [] Married [J] Divorced [JWidowed [J Partnered
[INo [1Yes

[INo [1Yes

[ Daily (1 1-2x per week [13-5x per week [ Rarely (] Never
[JNo [IYes

[INo [IYes

[1No [IYes If yes, please list:

[INo [1Yes If yes, please check: [] Smoke (] Smokeless
(IThis year 1> lyear [1>5 years [1>10 years

_ perdayfor years.

[INo [IYes

] Daily [11-2 x per week [11-2xper month  []1-2 x per year

Chronic Medical Problems

Are you currently having or have you had problems with: (Please mark “No” or “Yes” and describe all “Yes” responses.)

[ONo [Yes  Arthritis

[ONo [lYes  Osteoporosis

[ONo [Yes Glaucoma

[ONo [Yes Sinus Infections

[ONo [dYes  Tuberculosis

[ONo [dYes  Ulcers/Gastritis/Reflux
[ONo [Yes  Constipation

[ONo [Yes Diabetes

[ONo [lYes  High Blood Pressure
[ONo [lYes  High Cholesterol
[ONo [OYes Heart Problems
[ONo [JYes  Blood Clots

[ONo [Yes  Bleeding Problems
[(ONo [lYes  Migranes

[ONo [Yes Anemia

[ONo [lYes  Fatigue

[INo [Yes  Blackout/Fainting
[ONo [JYes  Seasonal Allergies
[ONo [dYes  Skin Problems

[ONo [Yes Gallbladder Problems
[ONo [Yes Asthma/Bronchitis/Pneumonia
[ONo [lYes  Kidney Stones

[INo [IYes Urinary Tract Infections
[ONo [JYes Incontinence

[ONo [Yes HIV/AIDS

[ONo [Yes Cancer

[ONo [Yes  Psychological

[ONo [lYes  Hepatitis

If yes:

TYPE LJA OB [C
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Review of Systems (continued)

(Check all that apply and briefly describe.)

Symptom

Z
(<}
5
7

If yes, please explain.

Have you recently noticed:

Change in appetite
Change in weight
Disturbed sleep or fatigue

Do you have:

Delayed Healing
Rashes
Hives

Have you recently had:

Loss of Vision
Severe Headaches
Blackouts or Falling

Do you have... Shortness of Breath
Frequent Coughs
Wheezing

Do you have... Chest Pain
Palpitations

Swollen Ankles

Do you have... Indigestion/Heartburn
Nausea
Abdominal Pain

Do you have... Bloody Stool
Diarrhea

Constipation

Do you have...

Painful Urination
Blood in Urine
Frequent Urination at Night

Do you have...

Lumps in Your Breasts
Thyroid Problems

Do you have... Back Pain
Pain in Other Joints
Stiffness

Do you have... Seizures

Balance Problems
Tingling/Numbness

Do you feel Anxious
Depressed
Do you... Bruise Easily

Have Swollen Glands
Suffer from Excessive Bleeding

Ooo0 oOOoooooob ooooooogooOoooooooooooogoooo

Ooo0 oOOoooooob ooooooogooOoooooooooooogoooo

Do you have any other signs, symptoms, or problems other than listed above? [1No [Yes

If yes, please explain:

Patient Signature:

Date:




