Advanced Orthopaedic Specialists, PC
Patient History and Data Base

Name: ______________________________ Age: ____ Birth Date: ________ Are you right or left handed? (circle one)

Occupation: ______________________________ Referred By: ___________________Family Dr:_________________

Description of job duties: ____________________________________________________________________________

Are you currently working?  Yes / No             If not, when did you stop working? _______________________________

HISTORY OF PRESENT PROBLEM
Reason for visit: __________________________________________________________________________________


Date of injury: _______________________ Date problem first started: ________________________________



This occurred at (please circle one) work / home / school / other: ______________________________

Motor Vehicle Accident: (please circle) driver / passenger / seat belt on / air bag deployed / evaluated at hospital                             
Describe how you were injured: _____________________________________________________________________

P
Location of your pain: _left or right____________________________________________________________
A
Usual severity of pain (please circle; worst pain = 10):   0  1   2   3   4   5   6   7   8   9   10
I
Type of pain (please circle all that apply):  aching, burning, dull, sharp, throbbing, other_________________
N
Pain is made WORSE by (please circle): coldness, lifting, moving, running, standing, throwing, walking, 


working above the shoulder, other ( ___________________________________________________________
What provides RELIEF of your pain? _________________________________________________________________

Is the pain just as bad at night? __________          Hours of sleep you now usually get: __________________________

TREATMENT
Have you had treatment for this injury? _______________________________________________________________

List any medication you have taken for this injury: ______________________________________________________

Have you had Physical Therapy or Trainer’s Treatment for this injury? _________  If yes, how long? ______________
PAST HEALTH HISTORY       check any you have ever had or currently have:
___Diabetes


___Ulcers

___Hiatus Hernia

   
___Blood clots in legs

___High blood pressure

___Depression

___Jaundice / hepatitis / liver  
___Bleeding disorder

___Heart attack / disease

___Asthma

___Thyroid disease

___Infected / bleeding gums

___Irregular heart beat

___Breathing Problem
___Psychiatric illness

___Stroke

___Angina


___Lung disease

___Kidney / bladder disease
___Cancer (list type) _______

   ___Orthopaedic Condition  
___Broken Bones

___Joint Problems

___Major Injuries

List other medical problems and details about any of the problems you checked above: ________________________

_______________________________________________________________________________________________

List all surgeries you have had, with the approximate dates: ______________________________________________

_______________________________________________________________________________________________

List all medications you currently take: _______________________________________________________________

_______________________________________________________________________________________________

List any allergy to medicine you have and the type of allergic reaction: _____________________________________

REVIEW OF SYSTEMS    Circle if you have had or currently have problems with any of the following:

Weight loss/gain           Heart              Endocrine         Muscle or Bones          Gastrointestinal          Psychiatric         Skin
Eyes        Lungs       Blood/Bleeding         Neurological (nerves)       Ears, Nose, Throat       Immune System       Urinary/Genital
RELAVENT FAMILY MEDICAL HISTORY
______________________________________________________________________________________________
SOCIAL HISTORY   Please circle all that apply to the patient:
Single       Married        Divorced        Widowed      Lives alone       Lives with family        Assisted Living       Nursing Home 
Number of Children? _____                                                         Activities You Enjoy? _____________________________

Recreational Drug Use? ________________________               Sports You Play? _________________________________
Drinking? _____ beers/wine/cocktails per day? _______            Military Service? _________________________________
Smoking: ___ packs per day x___ years.  If quit, when? ___.  Chewing Tobacco? ___ Pipe? ___ Never Smoked? _____ 

________________________________                                            ___________
Signature of Patient (or parent if patient is under 18 years of age)




Date

For AOS staff:  Height____________ Weight____________
