SOUTH AUSTIN ORTHOPAEDIC CLINIC, PA

PATIENTS NAME: _______________________________________________________Date of Birth _________________________

MEDICAL HISTORY: Please check only CURRENT problems.

GENERAL

YES
 NO

___
___  Fever

___
___  Weight Loss

___
___  Decreased Appetite

___
___  Excessive Fatigue

EYES

YES
 NO

___
___  Wear Glasses 

Date of last exam ___________

___
___  Glaucoma

___
___  Cataracts

___
___  Infections

___
___  Injuries

EARS, NOSE, THROAT, MOUTH

YES
 NO

___
___   Wear hearing aids

Date of last exam_______________

___
___  Nose Bleeds

___
___  Congestion

___
___  Inability to Smell

___
___  Sinus

___
___  Sinus Headaches

___
___  Sore Throat

___
___  Mouth Sores

___
___  Hoarseness

___
___  Difficult swallowing

CARDIOVASCULAR

YES
 NO

___
___  Chest pain/angina

Date of last EKG_________________

___
___  High blood pressure

___
___  Irregular pulse

___
___  Heart murmur

___
___  High Cholesterol

___
___  Swelling Hands/feet

___
___  Leg pain while walking

___
___  Pacemaker

PSYCHIATRIC

YES
 NO

___
___ Depression

___
___  Anxiety

___
___  Mental Illness

___
___  Sleeping Difficulty

ENDOCRINE

YES
 NO 

___
___    Diabetes

___
___  Thyroid Disease

___
___  Hormone Problems

___
___  Increased thirst/urination

___
___  Increased Appetite

RESPIRATORY

YES
 NO

___
___  Asthma

___
___  Emphysema

___
___  Bronchitis

___
___  Chronic cough

___
___  Shortness of breath

___
___  Pneumonia

___
___  Bloody Sputum

___
___  Lung Cancer

___
___  TB 

Date of last chest x-ray_____________

GASTROINTESTINAL

YES
 NO

___
___   Persistent nausea/vomiting

___
___  Blood in vomit

___
___  Heartburn

___
___  Gallbladder problems

___
___  Hernia

___
___  Abdominal pain

___
___  Ulcer / gastritis

___
___  Change in bowel habits

___
___  Liver disease

___
___  Jaundice

___
___  Diverticulitis 

___
___   IBS / Colitis

___
___  Hemorrhoids

___
___  Colon cancer

GENITOURINARY

YES
 NO

___
___  Urinary tract infection

___
___  Painful urination

___
___  Blood in urine

___
___  Loss of bladder control

___
___  Kidney stones

___
___ Sexually transmitted disease

   MALES

___
___  Prostate problems

 FEMALES

___
___ Menstrual problems

___
___  Menopause

___
___  Uterine / cervical cancer

___
___  Breast pain

___
___  Birth control

Method:__________________________

Date of last PAP ___________________ 

Date of last mammogram_____________

ALLERGIC / IMMUNOLOGIC

 YES
 NO

___
___  Food Allergies

___
___  Inhalant Allergies

___
___  Immune Disorder

HEMATOLOGIC / LYMPHATIC

YES
 NO

___
___ Anemia

___
___  Bleeding tendencies

___
___  Phlebitis

___
___  Persistent swollen glands or lymph nodes

___
___  Blood transfusion When?___________________________

MUSCULOSKELETAL

YES
 NO

___
___  Back / neck pain

___
___  Arm / leg pain

___
___  Joint pain / swelling

___
___  Arthritis

___
___  Broken Bones

___
___  Osteoporosis

INTEGUMENTARY

YES
 NO

___
___  Skin disease / Type_____________________________

___
___  Rashes Where __________

NEUROLOGICAL

YES
 NO

___
___   fainting / blackout spells

___
___  Seizures

___
___  Headaches

___
___  Stroke

___
___  Muscle weakness

___
___  Numbness / tingling

___
___  Tremors / hand shaking

