Department of Orthopaedic Surgery/University Hospitals Case Medical Center
ADULT PATIENT HISTORY SHEET

Name: DOB: Age: SS#:
Occupation: ' Height: Weight: Hand Dominance []Right [ Left
Primary Care Physician (PCP): Address: Phone:

How did you hear about us? [] Referred by physician (name; address; phone no.)

U Referred by friend [ Internet Search  [J Community Lecture
[JAdvertisement: []Radio Ad [JBillboard []Magazine Ad [TV Program
[ Other

Complaint and symptoms:

When did symptoms begin? Is this a work related injury?

What activity were you performing at the time your compliant/symptoms began?

What, if anything, makes your symptoms better?

What, if anything, makes your symptoms worse?

Pain Intenstity Scale — Which number best describes your pain level? l l , l , l I | l

no pain moderate pain worst pain possible
0 1 2 3 4 5 6 7 8 9 10
Have you ever been treated by another physician, chiropractor or therapists for this problem? (If yes, please explain)

List any previous hospitalizations/surgeries or serious injuries/iliness:

List current medications, dosage & times you take them: (if additional room is needed, use the back of this page)

MEDICATIONS DOSAGE TIMES

List allergies or drug reactions:
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Is there any possibility that you are pregnant?

Have you had any of the following exams in regards to this problem?

Yes No when/where Yes No when/where
X-ray O 0O Biopsy O W
MRI O O Myelogram O O
CT O O EMG O (|
Other Other
How long have you been unable to do your job or normal activities?
Do you have any family history of similar medical/orthopaedic problems?
Check any medical conditions you or your immediate family have or have had in the bast:
Self Family Self Family , Other Self Family

High blood pressure ] [0 Heart disease O O O O
Diabetes ] [0 Liver disease | O [ d
Cancer O [0 Kidney disease [ O O O
Do you smoke? [JYES [JNO How much?
Do you consume alcohol? [JYES [JNO  How much?
Do you follow a routine exercise program? [JYES [ NO Specify
REVIEW OF SYSTEMS:
Have you experienced or are you experiencing any of the following?

YES NO YES NO YES NO
Constant fatigue O O Swollen glands O O Frequent diarrhea O O
Weight loss/gain O O Chronic cough O O Urinary frequency O O
Fever, chills, sweats O O Anemia O O Muscle cramps O O
Frequent headaches O O Bruising easily O O Tremors O O
Rashes O O Shortness of breath N O Sleep disturbances O O
Nail changes O | Recurrent nosebleeds [ 0 Depression O |
Dizzy spells N | Nausea O O Sinus problems O O
Ringing in the ears O O Vomiting O O Thyroid problems O O
Arthritis O O Chest pain/pressure O O Stomach problems O O
Dental problems [] [l Open wounds O O Skin issues/conditions O |}

Patient Signature Date
Physician Signature Date
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