HISTORY

LAST NAME__________________________________ FIRST NAME___________________________MI__ SUFFIX______

M______F_____ AGE__________DOB_________________ Your Last Recorded Height? ____________ Weight? ________
ALL  MEDICAL  ILLNESSES     --ROS
Do any of these pertain to you now or in the past?  Please Check if applicable:  

AIDS/HIV_____

CANCER_____



ULCERS_____


OSTEOPOROSIS____

ANEMIA_____

CARDIAC DISEASE______

HEPATITIS_____

SEIZURES_____

ASTHMA_____

DIABETES______


HYPERTENSION_____

STROKE____

BLEEDING 
____

HIGH CHOLESTEROL_____

LUNG DISEASE
_____

URINARY PROB___

BLOOD CLOTS____

OTHER________________________________________________________________________


SURGERIES, HOSPITALIZATIONS  

(YEAR)

      _________________________________________________________________________________________________

_________________________________________________________________________________________________


_________________________________________________________________________________________________

ALLERGIES_____________________________________________________________________________________

 MEDICATIONS______________________________        _____________________________    ____________________




________________________________     ____________________________    _____________________




________________________________     _____________________________   _____________________

SOCIAL HISTORY
WORK IN HOME___ EMPLOYED (OCCUPATION)_________________________________STUDENT___RETIRED_______

SINGLE__MARRIED__DIVORCED__SEPARATED___WIDOWED___ DO YOU HAVE CHILDREN   NO___YES  #______   LIVE ALONE ?  YES    NO    EXERCISE?  SPORT________________________________ DAILY__WEEKLY___RARELY___

SMOKE CURRENTLY?  Circle one:   YES   NO

_______PACKS PER DAY FOR _______YEARS

DO YOU DRINK ALCOHOL?  Circle one:    YES   NO    AMOUNT________________________________

IF FEMALE, ARE YOU PREGNANT OR IS THERE A POSSIBILITY YOU ARE?  Circle one:      YES   NO   

FAMILY  HISTORY  

                                       Please Circle:

MEMBER


ALIVE    AGE    DECEASED   

HEALTH STATUS  /CAUSE OF DEATH
FATHER


A

  D______________________________________________________       

MOTHER


A

  D______________________________________________________

SISTER/BROTHER

A

  D______________________________________________________
SISTER/BROTHER

A

  D______________________________________________________

To the best of my knowledge, the information provided above is correct.   I hereby consent to treatment at the Knee Hip Shoulder Center for stated problems for which I am being seen for today.  

Patient signature________________________________
 Date_______________

Reviewed by  ______________________________MD/PA  
 Date_______________

