Orthopaedic Associates of Northern New Mexico, P.C.

Patient Medical History

       NAME________________________________AGE________ DATE_________MEDICAL RECORD #___________

       -----------------------------------------------------------------------------------------------------------------------------------------------

       Chief Complaint

       1.  For what problem are you seeing the doctor today?____________________________________________________

       ------------------------------------------------------------------------------------------------------------------------------------------------

       History of Present Illness

       2.  When did your problem, injury or pain begin?________________________________________________________

       3.  How did your problem start?      Suddenly_​​​​__  Slowly over time___   During sports___     At Work____    Fall____     

           (please check all that apply)        Twisting___     Lifting___     Pulling___   Auto accident___ 

                                                                No apparent cause___     Other (describe)_________________________________

       4.  What are your symptoms?         Pain___   Swelling____    Redness____     Bruising____     Spasm____     

           (please check all that apply)      Numbness____    Tingling____    Locking____    Catching____    Giving way_____

       5.  If you have pain, how would you describe it?     Constant___    Intermittent___    While at rest____    At night____

            (please check all that apply)                                With activity___   Burning___   Aching____   Sharp____   Dull___

       6.  On average, how severe is your pain?          0        1        2        3        4        5        6        7        8        9        10

                                                                             No pain                                                                        Worst pain imaginable

       7.  What reduces your symptoms?     Sitting____    Lying down____    Stopping sports or activities____    Standing____

            (please check all that apply)         Walking____     Medication____      Physical therapy____      Ice____     Heat____

       8.  What makes your problem worse?    Sitting___    Standing____    Walking___    Bending____    Cough/Sneeze____

            (please check all that apply)             Exercise (during)____    Exercise (after)____    Other______________________

       9.  Have you had any diagnostic tests for this problem?     X-rays_____     CT scan_____     MRI_____    Injections____

                                            Arthogram (dye injection)____    Electromyogram (EMG) or Nerve conduction study (NCS)____

            Dates:____________Place:_____________________Have they been delivered here?______Do you have them?_____

      10.  Were you seen in the Emergency Room for this problem?       Yes_____     No_____     Date:____________________

      ---------------------------------------------------------------------------------------------------------------------------------------------------

      11.  REVIEW OF SYSTEMS:  Have you, the patient, ever had any of the following conditions? (check all that apply)  

___Vision or hearing problems
        ___Kidney disease/failure            ___Stroke

___Thyroid problems                                ___Diabetes                                  ___Balance problems

 ___Asthma or emphysema                        ___Bone or joint problems           ___Contagious conditions       

___High blood pressure                             ___Arthritis or rheumatism                        ___HIV  ___Hepatitis   ___TB

___Heart problems                                    ___Gout                                        ___Depression

___Bleeding problems                               ___Osteoporosis                          ___Weight loss

___Blood clots                                           ___Cancer                                    

___Stomach problems/ulcers/reflux          ___Skin disorders                                        

___Bowel or bladder problems                  ___Seizures or epilepsy               ___None of the above

       ---------------------------------------------------------------------------------------------------------------------------------------------------    







                    OVER
