Orthopaedic Specialist of North Carolina

PATIENT MEDICAL HISTORY

Name: ______________________________
Date of Birth: ___________________________

Age: _______________________________
Today’s Date: __________________________ 

Referring Doctor: ______________________ 
PCP: _________________________________ 

Date of Injury: _________________________
Is this Worker’s Comp:
 No
 Yes
If patient is a minor: 
Your Name ______________________________
Relationship ____________________________

List or describe your complaints: ________________________________________________________________________________
________________________________________________________________________________
Vital Statistics:

Weight ______________
Height ______________Temp ________  Right Handed   Left Handed


Please mark the level of your pain today with 10 being the worst:  0     1     2     3     4     5     6     7     8     9    10
List any Allergies/Sensitivities

 No Known Allergies


Allergy






Reaction

_______________________________


________________________________

_______________________________


________________________________

_______________________________


________________________________

_______________________________


________________________________

_______________________________


________________________________

Current Medications

 No Current Medications 

_______________________________


________________________________

_______________________________


________________________________

_______________________________


________________________________

_______________________________


________________________________

_______________________________


________________________________

Past Medical History

 No significant Past Medical History

 High Blood Pressure 

 Heart Disease

 COPD 

 Diabetes 

 Kidney Disease

 Gout

 Osteoarthritis 

 Arthritis of Neck

 GI Diesase 

 Bleeding problems 

 Stomach Problems
 Hepatitis/Jaundice 

 Concussions

 High Cholesterol 

 Stroke 

 Heart Attack 

 Asthma 

 Kidney Stones
 Thyroid Disorder
 Arthritis 

 Rheumatoid Arthritis 

 Other Arthritis 

 Diverticulitis 

 Atrial Fibrillation
 Chronic Back Pain
 History of Infections/MRSA 

 Serious Head Injuries

Other: ____________________________________________________________________________
__________________________________________________________________________________

Past Surgical History

 No significant Past Surgical History

 Check all that apply. Provide date if known

 CABG                ___________
 Tonsillectomy    ___________
 Hysterectomy    ___________
 Back Surgery     ___________
 Defibrilator         ___________
 other Cometic Surgery ______
 Cesarean Section _________
 Shoulder Surgery    __________
 Appendectomy        __________
 Hemorrhoidectomy ___________
 Breast Surgery       ___________
 Cardiac Stents       ___________
 Hernia                    ___________
 Disectomy              ___________
 Pace Maker
    __________

 Neck Surgery     __________
 Carpal Tunnel    __________
 Colon Surgery    __________
 Knee Replacement ________
 Hip Replacement  _________
 Heart Bypass  ____________

Other: ______________________________________________________________________________
____________________________________________________________________________________

Family History
 No Known Family History

Check all that apply. 
 Stroke
   Who: _________
 Heart Trouble Who: _________
 Diabetes
   Who: _________
 Arthritis           Who: _________
 Mental Illness Who: _________

 Kidney Disease Who: ________

 Cancer
    Who: _________

 Bleeding Disorder Who: ______

 Alcoholism
   Who: ________

 AIDS
  
 Who: _________

 Tuberculosis   Who: _________

 Breast Cancer Who: _________

 Prostate Cancer Who: _______

 Obesity
   Who: _________

 Osteoporosis Who: __________

 Genetic Disorders Who: ______

 Osteoarthritis  Who: _________

Other: ______________________________________________________________________________

____________________________________________________________________________________

Social History
Work History:
Would you describe your job as:  Sedentary  Mild Activity  Moderate Activity  Vigorous Activity 

Family History:

Do you live alone?  Yes
 No: With? ___________________________________________________

Marital Status:  Single
    Married
 Divorced
 Separated
 Widowed
Number of Children: ______ Sons
_______ Daughters

Do you take care of an elderly friend/relative?
 No
 Yes

Use Of Drugs/Alcohol/Tobacco 

Do you drink alcohol?  
 No  
 Yes 

If yes, how much:  
 Weekly 
 1-2x week 
 3x week 
 Rarely 
 Daily

 Occasionally History of abuse  

How many drinks per week?  _________  

Do you use tobacco?
 No  
 Yes
 Never 
 Quit (light history) 
 Quit (heavy use) 
 Secondhand smoke 
 Current smoker 


 Quit within past year 

 smokes off and on 
 uses smokeless tobacco  

Cigarettes: 
________pks./day  
Pipe:
_______ numbers/day
Cigars: ________ numbers/day  

Do you currently use recreational or street drugs?
 Never
 Current Use

 History of Use
Exercise Habits
Sedentary (No Exercise)



 No
 Yes




Mild exercise (i.e., climb stairs, walk 3 blocks)

 No
 Yes
Regular vigorous exercise (work or recreation)

 No
 Yes
Occasional vigorous exercise (work or recreation)
 No
 Yes

Level of Education Completed:
 Elementary
 MS
 HS
 Bachelor
 Graduate
 PHD


For Pediatric Patients Only:
Extracurricular Activities: 
 Sports
 Band
 Choir
 Church
 Youth Group
 Scouts
 Debates
  Stage/Drama
Sports: (please list) ____________________________________________________________________________
Household Members: ____________________________ Number of brothers ________ Number of Sisters ______
Parents Marital Status: _________________

Tobacco use in home:
 No
 Yes

Pets:
____________ Cats
___________ Dogs
__________ Birds
_________ Other 

Review of Systems: 
Please mark all that apply
Constitutional Symptoms
Fever
  
 No
 Yes



Chills  

 No
 Yes 



Malaise/fatigue   No
 Yes
Drastic changes in energy levels   No
 Yes 
Night sweats   No
 Yes 
Recent weight changes in last 12 months?

 No unintended weight change 
 Unintended weight gain 
 Unintended weight loss  

Changes in appetite  
 No change 
 Increased appetite 

 Decreased appetite  

Diet restrictions  
 No
 Yes
Vitamin or herbal supplements  
 No
 Yes

Sleep Problems
 Sleep Apnea

 Insomnia
 Excessive sleeping in daytime
Eyes
 Blurred Vision


 Double vision  

 
 Eye disease  


 Eye trauma

 
 Visual changes  

Ears/Nose/Mouth/Throat 

 Hearing loss  

 Earaches, drainage or discharge  

 Ringing in ears
 Losing balance 

 Nasal congestion 

 Bleeding nose 

 Postnasal drip 

 Oro-dental problems 

 Bleeding gums
 Oral ulcers 

 Sore throat 

 Sensation of a lump in the throat 

Cardiovascular 

 Chest pain or discomfort
 Palpitation
 Calf cramps when walking  

 Ankle swelling
 Inability to exercise due to intolerance
Respiratory 

 Cough  

 Sputum

 Shortness of breath

 Shortness of breath with exertion 

 Chest tightness, pain, or pressure  

 Exposure to TB or other respiratory illnesses

Gastrointestinal 

 Indigestion  

 Heartburn  

 Nausea/vomiting  

 Change in bowel habits  

 Constipation  

 Abdominal pain  

 Swallowing difficulty  

 Blood in stools  

 Hemorrhoids  

Genitourinary 

 Blood in urine  

 Painful urination  

 Excessive night time urination  

 Urinary frequency  

 Urinary urgency  

 Dribbling  

 Flank (mid-back) pain  

 Unexpected and unintended loss of bladder control  

 History of urinary tract, bladder or kidney infection  

Musculoskeletal 

 Joint pain  

 Redness or swelling  

 Heat in joints  

 Excessive muscle aches  

 Back pain/injuries  

Integumentary 

 Change in skin color  

 Change in hair or nails  

 Itching  

 Rashes  

Neurological 

 Fainting  

 Weakness  

 Loss of coordination  

 Convulsions or seizures  

 Migraine headache  

 Loss of consciousness  

 Numbness  

 Tremors  

Psychiatric 

 Insomnia  

 Irritability/mood changes  

 Suicidal thought/attempts  

 Depression  

Endocrine 

 Heat/cold intolerance  

 Excessive urination  

 Excessive thirst  

Hematologic/Lymphatic 

 Anemia  



 Easy bruising/bleeding


 Tenderness in the nodes of neck or the groin area







