[image: image1.png]Sports Medicine &
S Orthopedic Specialists, PC.

¢ .




ORTHOPEDICS PATIENT HEALTH HISTORY

In order for us to obtain a complete medical history, it is important for you to fill out this form as completely as possible.  This is very important information. Please fill out every item.  It is important for your doctor to know that you have carefully reviewed every area of this form.  This information will be entered into the computer and you are welcomed to a copy of the report if you wish.

Social Security Number (SSN) ___________________________ 


Appointment Date ____________
Full Name ______________________________________ 
Male  FORMCHECKBOX 
 Female FORMCHECKBOX 
 
Date of Birth ________________

Pharmacy Preference (include location and phone #) ______________________________________________________________

Name of Primary Care (Family) Physician _________________________ Address ____________________________

 ARE YOU TAKING ANY MEDICATIONS NOW? (This includes prescription, over-the-counter or herbal medications)  

 FORMCHECKBOX 
   No   FORMCHECKBOX 
 Yes
If yes, please list below include dosages.

	Medication Name
	Dosage
	How often taken



	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


ARE YOU ALLERGIC TO ANY MEDICATIONS?
 FORMCHECKBOX 
   No   FORMCHECKBOX 
 Yes
If yes, please list below.

	Name of Medication
	Type of Reaction

	
	

	
	

	
	


SURGERIES AND HOSPITALIZATIONS

Have had problems with anesthesia (being numbed or put to sleep)?    FORMCHECKBOX 
   No    FORMCHECKBOX 
 Yes

 FORMCHECKBOX 
 high fever  FORMCHECKBOX 
trouble with intubation (placement of breathing tube)

Have had Bone Joint or Muscle surgery? FORMCHECKBOX 
   No    FORMCHECKBOX 
 Yes 

If yes, list types and when they were done.    __________________________________________________________






__________________________________________________________






__________________________________________________________


Have had other surgeries?

If yes, list types and when they were done.
__________________________________________________________






__________________________________________________________






__________________________________________________________






__________________________________________________________


What is your occupation? Retired?____________________________________________________________

What is the main reason you are seeing the doctor today?_________________________________________
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880 Montclair Road, Suite 577  (  Birmingham, AL 35213  (  (205) 595-6757  (  Fax (205) 595-0472
