The Arthritis Institute

Orthopaedic History

Andrew Yun, MD

Name_______________________________        Age______       Primary Care Doctor__________________

CHIEF COMPLAINT  - Why are you seeing the doctor today?
PAST MEDICAL HISTORY - Circle all that apply


High blood pressure


Diabetes


Heart  Attack


Chest Pain



Heart Failure


Stroke


Asthma



Irregular Heart Beat

Blood Clots


Seizures



Hepatitis


Cancer (type:                               )


Other________________________________


Other________________________________


Other________________________________

List all previous surgeries with dates

1.


2.


3.


4.

MEDICATIONS – List all medication and dosages

1. 2.

2. 4.

5. 6.

7.






8.

DRUG ALLERGIES – List all drug allergies and reactions

FAMILY HISTORY  - Circle all that apply


Father:   

Alive 
Deceased    
Cause of Death_________________________


Mother:

Alive 
Deceased    
Cause of Death_________________________


Brother/Sister:

Alive 
Deceased    
Cause of Death_________________________

Brother/Sister:

Alive 
Deceased    
Cause of Death_________________________

Brother/Sister:

Alive 
Deceased    
Cause of Death_________________________

Brother/Sister:

Alive 
Deceased    
Cause of Death_________________________

SOCIAL HISTORY – Circle all that apply

Occupation (                                        )     Homemaker
 Retired        Disabled
    Unemployed


Single

Married
Divorced
Widowed


Do you live alone?    No    Yes


Do you smoke currently?    No       Yes        ______ Packs per day


Do you drink?   No     Rarely     Socially      Heavily


Are you involved in litigation related to this problem?    No    Yes

REVIEW of SYSTEMS  -  Are you currently having or have you had problems with your:


                       


Circle


Describe all YES responses


Eyes, Ears, Nose, Throat      
No               Yes ______________________________________

Lungs, Breathing

No               Yes ______________________________________

Digestion


No               Yes ______________________________________

Bowel Movement

No               Yes ______________________________________

Bladder Problem

No               Yes ______________________________________

Heart Problems

No               Yes ______________________________________

Kidney Disease

No               Yes ______________________________________

Balance Problem

No               Yes ______________________________________

Bleeding Problem 

No               Yes ______________________________________

Numbness, Tingling

No               Yes ______________________________________

Hormone Problem

No               Yes ______________________________________

Psychological Problem
No               Yes ______________________________________

Drug Addiction

No               Yes ______________________________________

AIDS



No               Yes ______________________________________

Patient Signature _______________________________________     Date_________________

Andrew Yun, MD _______________________________________     Date_________________

