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CHIEF COMPLAINT 
 
Why are you seeing the doctor today? _______________________________________________________________ 
 
The current problem is the result of:  (please circle all that apply)    Auto   Worker’s Comp.  Other: __________________ 
 

LIST ANY AND ALL MEDICATIONS – NOT JUST ORTHOPEDIC RELATED MEDICATIONS 
Medication Dose Reason Medication Dose Reason 

      
      
      
      
      
      
      
 
DO YOU HAVE ANY ALLERGIES OR ADVERSE REACTIONS TO MEDICATIONS AND/OR SHELLFISH?  YES    NO 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Are all immunizations up to date?   Yes   No    If no, which are due? _______________________________________ 
 

PAST MEDICAL HISTORY – LIST ALL MEDICAL HISTORY NOT JUST ORTHOPEDIC RELATED 
Surgery/Hospitalizations/Fractures Year Complications 

   
   
   
   
   
   
 
Have you ever had general anesthesia?        Yes     No      If yes, any problems with anesthesia?       Yes       No     
 

SOCIAL HISTORY 
□ Work in the home □ Employed (occupation_____________________) □ Student     □ Retired 

 
□ Single □ Married □ Divorced □ Separated □ Widowed  

 
Do you have children?  Yes   No  How many?     1        2       3       4       5      Other: ________ 

 
Do you live alone? Yes   No Exercise?   □ Daily □ Weekly □ Rarely □ Never 

 
Why type of exercise?   
 
History of substance abuse?   Yes    No What?  

 
Smoke currently?                 Yes    No ____________packs per day for ____________ years 

 
Quit smoking?  □ This year □ > 1 yr □ > 5 yrs □ > 10 yrs- smoked __________packs per day for yrs 

 
Drink alcohol? □ Daily □ 1- 2 x/wk □ 1- 2 x/mo □ 1- 2 x/year □ No, I do not drink 
 
Are YOU or have YOU ever been a victim of domestic violence?    Yes     No 
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REVIEW OF SYSTEMS 
 
Are you currently having or have you had problems with the following:  Please describe all YES responses. 
 

YES NO  
  High blood pressure 
  Diabetes 
  Stomach ulcers 
  Heart attack 
  Chest pain/ tightness 
  Heart disease/ murmur 
  Stroke 
  Cancer- location: 
  Hepatitis/ yellow jaundice 
  Glaucoma, cataract, eye disorder 
  HIV (AIDS virus) exposure 
  Seizure disorders/epilepsy 
  Bleeding disorders 
  Tuberculosis 
  Gallstones 
  Kidney stones 
  Abdominal bleeding 
  Diverticulosis 
  Thyroid problem 
  Lung problem/asthma/shortness of breath 
  Numbness/tingling 
  Swelling of joints 
  Arthritis/rheumatism 
  Bowel/bladder problem 
  Gout 
  Circulation disorder 
  Nervous problem/depression 
  Rheumatic fever 
 
Height ____ Weight ____  Update____  Height ____Weight ___  Update ____ Height ____ Weight _____  Update _____  
BMI _____                  BMI ______               BMI _______        BMI _______    BMI ______ 
 

 
FAMILY HISTORY 

Member Alive 
(√) 

Deceased 
(√) 

Age Please list health status or cause of death 
 

Grandmother (mom’s)     
Grandfather (mom’s)     
Grandmother (dad’s)     
Grandfather (dad’s)     
Father     
Mother     
Sister/Brother     
Sister/Brother     
Sister/Brother     
Sister/Brother     
 
PATIENT SIGNATURE: __________________________________________   TODAY’S DATE: ___________________ 
 
Reviewed by ____________MD   Date: ___/____/_____ ; Updated:   ___/____/____;    ___/____/___;   __/____/_____ 
                                                                                              Updated:   ___/____/____;    ___/____/___;   __/____/_____ 
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