Atlantic Shore Orthopaedic Associates, LLC

Medical History Form
Please print the following information.  Try to be as specific as possible.
 Name: ________________________________________________
Date: __________________________

 Why are you seeing the doctor today? ___________________________________________________________

____________________________________________________________________________________________

 Who referred you to our office? ________________________________________________________________

 Your current problem is a result of:   FORMCHECKBOX 
 Work related injury 
      FORMCHECKBOX 
 Motor Vehicle Accident





 
     FORMCHECKBOX 
 Injury at home

      FORMCHECKBOX 
 Other: ___________________________

 What was the date or onset of injury? ___________________________________

 How and where did the injury occur?______________________________________________________

 ____________________________________________________________________________________________

 ____________________________________________________________________________________________

 Have you contacted an attorney for this injury? If yes, please provide name, address and telephone number.
_____________________________________________________________________________________________

_____________________________________________________________________________________________

 Have you had a problem, treatment, illness or injury to this area before?    FORMCHECKBOX 
 No             FORMCHECKBOX 
 Yes

 If yes, please explain: _________________________________________________________________________

 ____________________________________________________________________________________________

 ____________________________________________________________________________________________

 Have you seen a physician for this problem before?   FORMCHECKBOX 
 No              FORMCHECKBOX 
 Yes

 If yes, who, when and what treatment did you receive? _____________________________________________

 ____________________________________________________________________________________________

 ____________________________________________________________________________________________

 Who is your Primary Care Physician? ___________________________________________________________

His / Her address and telephone number: ________________________________________________________

 ____________________________________________________________________________________________

Have you ever had a motor vehicle accident / work related injury or been involved in a liability claim
  (Lawsuit for medical injuries)?  If yes, please circle which applies and give details and date and type of

  injury. 
 ____________________________________________________________________________________________

 ____________________________________________________________________________________________

  Please list current medications:

	Medication



    Dose



Reason for Medication

	

	

	

	

	

	

	

	

	


 Are you allergic to any Medications / Food Products / Latex Products or Adhesive? Please List.

	

	

	

	


 Are you on Coumadin or any other Blood Thinners? If yes, for how long and why? _____________________

 ____________________________________________________________________________________________

 Have you ever taken Steroids? If yes, name of steroid, reason and for how long: ________________________

 ____________________________________________________________________________________________

What type of work do you do? _________________________________________________________________

 If you are currently not working please state why and the last day you worked: ________________________

____________________________________________________________________________________________

Marital Status:  (please circle)   Single  /  Married  /  Separated  /  Divorced  / Widowed  

Do you have any children?    FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes       If yes, how many? __________________________________

Do you any history of substance use?           FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes    
 Do you drink alcohol?           FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes      How Often ___________   How Much ______________
 Do you currently smoke?      FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes
Packs per day__________How Many Years__________
Any History of:

  You       Parent      Sibling     Children

Please Explain
 Alzheimer's Disease……….... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

 Arthritis……………..………. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

 Spine Problems…….……….. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Broken Bones………….…….. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Ulcers ……… …….................. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Colitis / Diverticulitis………... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Cancer…………….………….. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Diabetes……………………..... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Environmental Allergies…..... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Eye Disease / Contacts / Glasses…... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Ear/ Nose / Throat…..……..... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Gout………………….......…... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Hepatitis / Liver Disease......... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Gallbladder Problems……..... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

HIV………………………....... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Heart Disease……………....... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

High Blood Pressure…….….. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Kidney Disease………….…... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Lung Disease/Asthma /COPD FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Infectious Disease……….…..  FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Osteoporosis…………….…... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Psoriasis / Skin Lesions…...... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Prostate Disease……..….…... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Seizures…………….……….. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Stroke……………………….. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Thyroid Disease………...…... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Polio………………………..... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Seisures/Epilepsy………….... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Bleeding Problems…….….... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

 Balance Problems………….. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Numbness / Tingling……….. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Psychological problems..…... FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Other……………..……...….. FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 
             FORMCHECKBOX 

Your Age: ___________        Height _________
     Weight _________    
Have You Had Surgery?

        






What Operation


When?


Were there any complications?

	

	

	

	

	

	


 Have you ever had general anesthesia?      FORMCHECKBOX 
 No      FORMCHECKBOX 
Yes          

 Have any problems with anesthesia            FORMCHECKBOX 
 No       FORMCHECKBOX 
 Yes          Describe: _____________________________

Have You Been Admitted to the Hospital? 


Why?




When?

	

	

	

	

	

	


Miscellaneous: ______________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Do you have a living will or an advanced directive?_________

Signature of Patient or Guardian: _____________________________________
Date: _______________

Reviewed by: _______________________________________________________
Date: _______________

 




(Medical Assistant Signature)

Reviewed by: _______________________________________________________
Date: _______________

 




(Physician Signature)

