	MEDICAL PARK ORTHOPAEDIC & SPORTS MEDICINE CLINIC HISTORY




NAME:_________________________________

	SURGERIES/HOSPITALIZATIONS
YEAR

	

	

	

	                                                                               Medical Conditions

Liver Disease                    No      Yes     ___________________________________________________________________________

Stroke                                No      Yes     ___________________________________________________________________________

Heart Disease                    No      Yes     ___________________________________________________________________________

Cancer                               No      Yes     ___________________________________________________________________________

High Blood Pressure        No      Yes     ___________________________________________________________________________

Diabetes                            No       Yes     ___________________________________________________________________________

Lung Disease                    No       Yes     ___________________________________________________________________________

Other                                No       Yes     __________________________________________________________________________



	Have you ever had general anesthesia?     No     Yes

Have any problems with anesthesia           No     Yes       Describe: ____________________________________________________

____________________________________________________________________________________________________________

Family History

Member                                  Alive            Deceased                      Age                                               Health status or cause of death

Grandmother (maternal)        A                         D

Grandfather (maternal)          A                         D 

Grandmother (paternal)         A                         D 

Grandfather (paternal)           A                         D 

Father                                       A                         D 

Mother                                      A                         D 

Sister/Brother                          A                         D

Sister/Brother                          A                         D

Sister/Brother                          A                         D

Sister/Brother                          A                         D

Social History

(  Work in the home    (   Employed (place____________________)  Type of Work_______________________________________________

                                                                                                                                                Physical/labor/sitting/bending/etc.

(   Student     (   Single     (   Married     (   Separated     (   Widowed                      

 Children            Yes               No                   Number of children:__________          Exercise   ( Daily   ( Weekly   ( Rarely   ( Never

What type of exercise?______________________________________

Are you on a special diet?        No       Yes    What? ________________________________________________________________________​​_

History of substance abuse?    No        Yes    What?_________________________________________________________________________

Smoke Currently?                    No        Yes     ______Packs per day for _____years

Quit  Smoking?   ( This year   ( (1-year     (  (5 years    (  (10 years      Previously Smoked   _______Packs per day for ______years.

Drink Alcohol?     No   Yes     ( Daily    ( 1-2 times a week      ( 1-2 times a month           ( 1-2 times a year

Are you currently pregnant or is it possible you could be pregnant?        Please Circle:                  Yes                    No

Reviewed By: ______________________________________________________MD      Date: ________________________________

 ​​​​​​​                              

 Date Updated: _____________ Phys. Initials: ________ Date Updated: ____________ Phys. Initials: _______




                                                                               2







