Regional West Physicians Clinic – Orthopaedics
Print form and complete prior to your appointment

Legal  Name: ________________________________

Date:______________________________________
Date of Birth:_______________________________
_

Referring Physician:_________________________
Occupation: ________________________________
_

Family Physician:___________________________
Ht: ___________
___
Wt:__________________

Describe reason for appointment:_____________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICAL HISTORY (PLEASE CHECK IF APPLICABLE):
(Heart Trouble

(Liver disease

(Vascular Disease

(Rheumatic Fever

(Heart Murmur

(Kidney Disease

(Circulation Disease

(Tuberculosis

(High Blood Pressure
(Diabetes

(Emphysema


(Arthritis

(Stroke


(Fainting Spells

(Alcohol Abuse


(Cancer

(Heart Attack

(Depression/Anxiety
(Polio



(Anemia

(Stomach Ulcers

(Bleeding Problems
(Epilepsy


(Prone to infection

(Gout


(Asthma

(Seizures


(Other, Specify ______________

(Smoker

(Bronchitis

(Foot/Leg Numbness

____________________________

List any operations  you  have  had:_______________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies to medications:  (Penicillin (Sulfa drugs (Other medications:_____________________________________

Allergies to foods: (Peanuts  (Eggs  (Shellfish  (Other foods:_____________________________________________

Other Allergies:______________________________________________________________________________________

MEDICATIONS : Include dose  in mg  and frequency if known  (example:  Motrin  800mg  3 times a day)

	             Medication Name
	                    Dose
	                         Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Habits:
(Cigarettes: 
Years use:_____
Packs per day:_________ 

(Cigar / Pipe:  
Years used:____
Amount per day:________

(Chew:

Years used:____
Amount per day:________

(Alcohol:
Amount used:  Daily:__________  Weekly:_____________
Other:______________
(Marijuana          Amount used:  Daily:__________  Weekly:_____________
Other:______________

(Other drugs:_________________________________________________________________________

              Amount used:  Daily:__________  Weekly:_____________
Other:______________
Family History (please indicate relative affected: mother, father, brother, sister, grandparent, etc)

(Diabetes _________________
(Multiple Sclerosis____________________
(Migraines________________________

(Heart Disease_____________   
(Cancer_____________________________
(Stroke__________________________

(Seizures__________________
(Parkinson’s________________________
(Alzheimer’s____________________

(Other, Specify ______________________________________________________________________________________
Review of Systems:  Have you ever had problems with any of the following:
1.  CONSTITUTIONAL


(CIRCLE)                      (DESCRIBE)

      

FEVER , CHILLS             

YES   NO    _______________________________

      

WEIGHT LOSS
                        
YES   NO    _______________________________

2.  EYES                                             

     
BLURRED VISION, 
YES   NO   ________________________________

CATARACTS      
YES   NO   ________________________________

3.  EARS, NOSE, THROAT 
             

YES   NO   ________________________________

4. CARDIOVASCULAR 

      
HYPERTENSION                            
YES   NO   ________________________________

      
CHEST PAIN



YES   NO   ________________________________
IRREGULAR HEARTBEAT
    
YES   NO   ________________________________

   
POOR CIRCULATION      

YES   NO   ________________________________ 
5. RESPIRATORY

ASTHMA, EMPHYSEMA              
YES   NO    ________________________________

     
 SHORT OF BREATH          

YES   NO    ________________________________

6. GASTROINTESTINAL

ULCERS, BOWEL                      

YES   NO    ________________________________

7. GENITOURINARY

FREQUENT URINATION                 
YES  NO     _______________________________

            PAINFUL URINATION

YES  NO     _______________________________
8.  MUSCULOSKELETAL

     FRACTURES, SPRAINS              

YES  NO    _______________________________

     LEG CRAMPS
                 

YES  NO    _______________________________

     MULTIPLE JOING STIFFNESS  

YES  NO    _______________________________

     MULTIPLE JOINT SORENESS  

 YES  NO    ______________________________
9.   SKIN  
RASH, HIVES, BLISTERS      

 YES   NO   _______________________________

10.  NEUROLOGIC

      BALANCE PROBLEMS, EPILEPSY   
YES   NO     _______________________________

      NUMBNESS, TINGLING          

YES   NO     _______________________________

      BLACKOUTS/FAINTING         

YES   NO     _______________________________

11. PSYCHOLOGICAL PROBLEMS   

YES   NO     _______________________________

     DEPRESSION, ANXIETY           

YES   NO    _______________________________

12. ENDOCRINE                                

      THYROID, HEPATITIS              

YES   NO   ________________________________

      DIABETES                                 

YES   NO   ________________________________

13. HEMATOLOGIC, LYMPHATIC     

       BLEEDING PROBLEMS            

YES  NO   ________________________________

       BLOOD CLOTS , VARICOSE VEINS
YES  NO   ________________________________

14.  ALLERGIC/IMMUNOLOGIC   

YES   NO   ________________________________

       AIDS                                          

YES   NO   ________________________________

15.  OTHERS                                      

YES   NO   ________________________________

       CANCER                                     

YES   NO   _______________________________

       MRSA or VRE infections?           

YES   NO   _______________________________

Completed by:_______________________________________
________________________



Patient Signature



Date

Reviewed by: _______________________________________
________________________




Provider Signature



    Date

(Reviewed and changes noted (if any): 
__________________________
__________________







Provider


Date
(Reviewed and changes noted (if any): 
__________________________
__________________







Provider


Date

History of Present Illness

(Please answer to the best of your ability. If you do not know the answer, leave blank)

Description of Problem for which you are being seen:_______________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________

When did this problem start? (Date/how long)​​​​​​​​​​​​​​​​​​​_____________________________________________________________
Have you been seen by any other provider for this problem?     □YES        □ NO 

If so whom? _________________________________________________________________________________________  
When?_____________________________________________________________________________________________

Any X-rays?   □YES    □NO 

Any MRI?   □YES     □ NO
What was the diagnosis? _______________________________________________________________________________

What was the treatment? ______________________________________________________________________________
Have you received any therapy for this problem?  □YES    □NO
-If Yes, please describe_________________________________________________________________________________        
-If Yes, Did it help?
 □YES    □NO
Have you ever had this problem before? □YES    □NO 
Please rate your pain using the following scale:

0 (no pain)    1           2           3          4          5          6          7          8          9          10 (worst I’ve ever had)
My pain Right Now: _____(0-10)    The worst that it gets:_____ (0-10)    The best it gets:________ (0-10)
How would you describe the quality of your pain: □Sharp   □Dull
□Aching □Burning □other_______________
What makes it worse? _________________________________________________________________________________
What makes it better? _________________________________________________________________________________

Does it interfere with your activities of daily living? □YES    □NO 
If  YES, please describe how:___________________________________________________________________________

____________________________________________________________________________________________________
Which medications have you tried? _______________________     Have they helped?____________________________

Are your symptoms present at night? □Yes   □No                      Does the pain interfere with your sleep? □Yes   □No
Does it travel anywhere else? □Yes   □No       If so where?__________________________________________________
Do you have any numbness? □Yes   □No       If so where?__________________________________________________
Do you have any tingling?      □Yes   □No       If so where?__________________________________________________

