
Physicians initials

ATLANTIC ORTHOPAEDICS -Initial Patient MedicallliHfla

Date of Birth: Age: Height: Weight:

Patient ID:Name:

Employer: Job Title: How long have you worked there?

Date of Accident: When did your pain start? SIde of discomfort/problem
[ Jleft [J right [J midline

Referred by:FamilylMedical Doctor:

Reason for today's visit.

Have you ever injured this area before?

How were you hurt?

What makes your symptoms better?

What makes your symptoms worse?

MEDICAL HISTORY: At any time have you had:

[ J diabetes
[ J stroke
[ J seizures
[ J glaucoma
[ J ear, nose, throat or mouth problem
[ J thyroid trouble
[ J lunglbreathing problem
[ J heart problem
[ J high blood pressure

[ J other (please explain):

[ J breast disease/cancer
[ J stomach ulcers
[ J liver disease/hepatitis
[ J pancreatitis
[ J gallstones
[ J bowel/intestinal problem
[ J kidney disease/stones
[ J prostate disease
[ J gynecologic disease

[ J anemia
[ J bleedingdisorder
[ J bloodclots
[ J cancer
[ J HIV/AIDS
[ J blood transfusion
[ J skin disease
[ J mental health disorder
[ J drug/alcohol abuse

In the past 6 months haw you had?

[ Jrepeated fevers
[ J weight loss
[ J vision problem
[ J hearing difficulty
[ J sinus/allergy problems
[ J shortness of breath

[ J irregular heartbeat/palpitations
[ J heartburn
[ J diarrhea
[ J painful/frequent urination
[ J joint pain
[ J skin rash

[ J blackouts
[ J depression/anxiety
[ J low energy level
[ J chest pain
[ J fatigue
[ J tingling/numbness

LIST PREVIOUS SURGERIES YEAR OF SURGERY

-OVER- 1




