Gulfcoast Orthopaedics Patient History

Adam S. Bright, M.D.

Board Certified, Orthopaedic Surgery

Joint Replacements, Trauma Surgery, Arthroscopic Surgery

2401 University Parkway #104, Sarasota, FL 34243

  (941) 342-6404, FAX 355-3715

Patient Name:  _______________  Age: ___ Sex: __ Height: _____ Weight:______ Occupation:________________

Referring MD: _____________________                                  Name of Family MD: _________________________

Current Medications: ____________________________________________________________________________
_____________________________________________________________________________________________

Allergies: _____________________________________________________________________________________

Describe the Problem you are being seen for: ________________________________________________________

_____________________________________________________________________________________________

Have you been treated for this problem before? ___________________________    Were you seen in the ER? ____

Have you had any Xrays for this? ________________   If so, where? _____________________________________

Is this work related? ___________      Lawsuit involved? ________________   Are you Disabled? _____

	MEDICAL HISTORY

                                                            Yes  No

Anemia                                  (       (
Arthritis                                  (      (
    Rheumatoid Arthritis         (       (
Asthma/Emphysema              (       (
Back Disorders                       (      (
Bursitis                                   (       (
Bleeding Disorder                  (       (
Cancer, Where? _________   (      (
     _________________________

Diabetes                                 (       (
Heart Disease                         (       (
Hepatitis                                 (       (
High Blood Pressure              (       (
HIV (AIDs)                            (       (
Kidney Infection                    (       (
Kidney Stones                        (       (
Lung Disease or COPD          (      ( Paralysis                                 (      (
Phlebitis                                  (      (
Rheumatic Fever                     (      (
Stroke                                      (      (
Thyroid Disease                      (      (
TB                                           (      (

	REVIEW OF SYSTEMS

                                               Yes  No

Problem with Anesthesia       (      (
Sinusitis                                 (      (
Loss of Hearing                     (      (
Heartburn or Reflux (GERD)(       (
Stomach/Esophageal Ulcer   (       (
Crohn’s or Colon Disease     (       (
Diverticulitis                          (       (
Gallbladder Disease               (      (
Frequent or Painful Urination (     (
Shortness of Breath                (      (
Fever or Chills                       (       (
Chest Pain or Angina             (       (
Abnormal Heart Beat             (      (
Muscle Weakness                  (       (
Joint Pain/Stiffness                 (      (
Joint Swelling                         (      (
Calf Cramps when Walking   (      (
Recent Weight Loss               (      (
Leg/Skin Ulcers                      (      (
Mental Illness/Addiction        (      (
Gout                                        (      (
Psoriasis                                  (      (
	SOCIAL HISTORY

Married  (   Single   (    Divorced  (
# of Children Living?  ____

Living Alone?    Yes  (    No   (
Do you Smoke?  Yes  (      No (
               Never  (
    If no, when did you quit?   _____

    If yes, #  packs per day?  _____

Alcohol:   Never  (      Occasional  (
       Moderate to Heavy (
Drug Use: Never  (      Occasional  (
       Moderate to Heavy (
PREVIOUS SURGERIES

                                      Yes   No

Tonsils                           (       (
Gallbladder                    (       (
Appendix                        (       (
Prostate                           (       (
Hysterectomy/Ovaries    (      (
Cancer                             (       (
Back/Disc                        (       (
Other:  ________________________

______________________________


	FAMILY HISTORY

                            Parents  Brother/Sister

Stroke                (              (
Heart Trouble    (               (
Diabetes             (               (
Arthritis             (               (
Gout                    (              (
Siezures              (              (
Mental Illness      (             (
Kidney Disease   (              (
	FAMILY HISTORY

                         Parents     Brother/Sister

Cancer                         (           (
    If so, which type? ___________

Bleeding Disorder      (             (
Alcoholism                 (             (
AIDs/TB                     (             (
Leukemia                    (             (
Other:  ___________  (             (
____________________________________
	CAUSE OF DEATH

                                      Parents        Brother/Sister

Heart Disease            (                       (
Cancer                       (                       (
Diabetes                    (                       (
Lung Disease            (                       (
Accident                    (                       (
Other: _____________________________

___________________________________
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Adam S. Bright, M.D.

Board Certified, Orthopaedic Surgery

Joint Replacements, Trauma Surgery, Arthroscopic Surgery

2401 University Parkway #104, Sarasota, FL 34243

  (941) 342-6404, FAX 355-3715

Patient’s Name: ________________________________________________________________

                                     (Last)                            (First)                                   (Middle Initial)

Local Address:  ___________________  City: ______________  State: _________  Zip: _____

Out of Sate Address: _______________  City: ______________  State:  ________   Zip: _____

Mailing Address: _________________  City: _______________  State: _________  Zip: _____

Home Phone: (____) ____-______       Age: ____  Date of Birth: ___/___/______   Sex: ____

If Minor, Responsible Parties: ____________________________________________________

Social Security #: ______-____-_______

Employer’s Name: ____________________________________

Employer’s Address: ________________  City: _____________  State: ________  Zip: _______

Business Phone: (____) ____-______   Occupation: ___________________

Emergency Contact Name: _______________  Relationship: _________  Phone: ____________

