	MEDICAL PARK ORTHOPAEDIC & SPORTS MEDICINE CLINIC HISTORY

OR

W. CODY GRAMMER, M.D. P.A.


Name:_______________________________   Today’s Date:_______________   Family Physician_________________________

SS#:_________________________________   Age:_______________________   Referring Physician_______________________

Chief Complaint:   What is your medical complaint today? ________________________________________________________

Current problem is the result of a(an):  Check all that apply.

(  Car Accident     (   Work Accident     (   Home Accident     (   Other______________________________________________

Date of Accident:__________________________Time of Accident:___________Hr______________minutes

Describe in detail how the accident happened and what part of the body was injured:__________________________________

__________________________________________________________________________________________________________

LIST ALL DRUG ALLERGIES ON THIS LINE:_______________________________________________________________
__________________________________________________________________________________________________________

LIST ALL MEDICATIONS YOU ARE TAKING BELOW:

	Medication                                                      Dose                                               How long you have taken

	

	

	

	


REVIEW OF SYSTEMS

Please circle any symptoms or problems below that affect you.  If the answer is none, please check the box beside none at the end of the symptoms.

General:                                  Chills or Fever, Fainting, Night Sweats, Swollen Glands, Weight Gain, Weight Loss or 




      Other_________________________________________________NONE (
Skin:

                    Changes in Moles, Itching, Psoriasis, Rashes, Other____________________________NONE (
Head:  (EENT)                      Cataracts, Double Vision, Glaucoma, Headaches, Hearing Loss, Ringing in Ears, Wear                                       

                    Hearing Aids, Other_________________________________________NONE (

        Cardiovascular:                     Artificial Valve, Chest Pain, heart Murmur, High Blood Pressure, Irregular Heartbeat, 

                                                 Pacemaker, Other ___________________________________NONE (


Gastrointestional:                  Abdominal Pain, Appetite Loss, Bloody/Tarry Stools, Changes in Bowel Habits, Constipation,

                                                 Diarrhea, Frequent Heartburn, Gallbladder Trouble, Hemorrhoids, Hiatal Hernia, Jaundice/

                                                 Liver Trouble, Other__________________________________NONE (
Genitourinary:                       Bladder Control Problem, Blood in Urine, Frequent Urination, Kidney Disease, Night

                                                Urination, Painful Urination, Stones, Menopause, Other_____________________NONE (
Musculoskeletal:                   Arthritis, Back Pain, Muscle Cramps, Muscle Weakness, Numbness/Tingling, Walking

                                                Problems, Other______________________________NONE (
Neurological:                         Dizzy Spells, Headaches, Memory Loss, Paralysis, Seizure/Epilepsy, Shakiness/Weakness

                                                Stroke, Other________________________________NONE (     
                                  

Endocrine
                   Diabetes, Excessive Thirst, Fatigue, Swollen Glands, Other______________________________

                                                NONE (       

Hematological:                     Abnormal Bleeding, Anemia, Past Blood Transfusion, Coumadin, High Risk of AIDS,

                                               History of Cancer, Other______________________________NONE (
Respiratory:                         Asthma or Wheezing, Can’t Breath when lying flat, Chest Colds, Coughing up Blood,

                                               Coughing up Sputum, Frequent Cough, Shortness of Breath, On Oxygen Therapy, 

                                               Other________________________________________NONE (        

