Name:

Chart: Peachtree Orthopaedic Clinic
Date:
NAME: DATE:
DATE OF BIRTH: AGE: PHARMACY PHONE:
PRIMARY CARE PHYSICIAN: PHONE:
REFERRAL SOURCE:
REASON FOR TODAY'S VISIT:
IS THIS DUE TO AN INJURY? YES NO IF YES, DATE OF INJURY:
WORKERS COMPENSATION CLAIM: YES NO
MOTOR VEHICLE ACCIDENT: YES NO LITIGATION PENDING: YES NO
MARK ALL CURRENT AS WELL AS PREVIOUS ILLNESSES:
HEIGHT: WEIGHT: CARDIAC PROBLEMS: YES_ = NO___
ASTHMA: YES NO DEFIBRILLATOR YES_ = NO___
HIGH BLOOD PRESSURE: YES NO PACEMAKER: YES_ = NO___
STROKE(S): YES NO CARDIACSTENTS YES___~ NO___
SEIZURE/CONVULSIONS: YES NO OTHER:
BLEEDING TENDENCY: YES NO DIABETIC: YES_ = NO___
THYROID DISORDER: YES NO TYPE | TYPE II
MENTAL ILLNESS: YES NO HISTORY OF ULCERS: YES_ = NO___
SLEEP APNEA? YES NO HISTORY OF CANCER: YES_ = NO___
ARE YOU PREGNANT? YES NO RHEUMATOLOGIC DISEASE:  YES_ ~~ NO____
DO YOU HAVE ANY OTHER MEDICAL CONDITIONS THAT AFFECT YOUR BONES OR JOINTS?
PLEASE LIST ALL SURGERIES:

DATE: DATE:

DATE: DATE:

DATE: DATE:

DATE: DATE:

PLEASE LIST ALL SERIOUS ILLNESSES/ACCIDENTS:
DATE: DATE:
DATE: DATE:
PLEASE LIST ALL CURRENT MEDICATIONS:

NAME DOSE CONDITION NAME DOSE CONDITION

MEDICATIONS REVIEWED AND CONFIRMED AS ACCURATE:

Physician Signature

Date

DO you have any DRUG ALLERGIES? YES NO
If yes, please list:
Do you have a LATEX ALLERGY? YES NO

Information verified with patient today with the following changes noted:

Physician Signature: Date:

«— OVER —



FAMILY HISTORY AGE MAJOR ILLNESSES IF DECEASED, CAUSE OF DEATH
MOTHER
FATHER
SIBLINGS BROTHER/SISTER_____
BROTHER/SISTER_____
CHILDREN SONS
DAUGHTERS
FAMILY HISTORY OF ARTHRITIS? YES_ __ NO__
WHICH FAMILY MEMBER: WHAT TYPE:
SOCIAL HISTORY
MARITAL STATUS: SINGLE___  MARRIED____ WIDOWED____ DIVORCED____ PARTNERED
USE OF ALCOHOL: NEVER____ RARELY MODERATE___  DAILY
USE OF TOBACCO: NEVER____ PREVIOUSLY,BUTQUIT ___ CURRENT PACKS/DAY_____

ARE YOU RIGHT OR LEFT HANDED?

HOBBIES AND SPORT ACTIVITIES YOU ENJOY?

TYPE OF WORK:
LIVING SITUATION: ALONE___ WITH SPOUSE/PARTNER/FAMILY___ WITH FRIENDS____

SYSTEMS REVIEW

CONSTITUTIONAL SYMPTOMS GENITOURINARY
GOOD GENERAL HEALTH LATELY YES NO FREQUENT URINATION YES NO
RECENT WEIGHT CHANGE YES NO BURNING OR PAINFUL URINATION YES NO
FEVER YES NO BLOOD IN URINE YES NO
FATIGUE YES NO KIDNEY STONES YES NO
HEADACHES YES NO GASTROINTESTINAL

EYES LOSS OF APPETITE YES NO
WEAR GLASSES YES NO NAUSEA OR VOMITING YES NO
WEAR CONTACT LENSES YES NO FREQUENT DIARRHEA YES NO
BLURRED OR DOUBLE VISION YES NO RECTAL BLEEDING YES NO
GLAUCOMA YES NO ABDOMINAL PAIN OR HEARTBURN  YES NO

EARS/NOSE/MOUTH/THROAT PEPTIC ULCER YES NO
HEARING LOSS OR RINGING YES NO HEPATITIS YES NO
EARACHES OR DRAINAGE YES NO NEUROLOGICAL
CHRONIC SINUS PROBLEMS YES NO LIGHTHEADED OR DIzzY YES NO
NOSE BLEEDS YES NO TREMORS YES NO
BLEEDING GUMS YES NO PARALYSIS YES NO
SORE THROAT OR VOICE CHANGE YES NO PSYCHIATRIC

CARDIOVASCULAR DEPRESSION YES NO
CHEST PAIN YES NO MEMORY LOSS OR CONFUSION YES NO
PALPITATIONS YES NO INSOMNIA YES NO
SWELLING OF FEET, ANKLES OR HANDS  YES NO NERVOUSNESS YES NO
ABNORMAL BLOOD PRESSURE YES NO HEMATOLOGIC/LYMPHATIC

PULMONARY ANEMIA YES NO
CHRONIC OR FREQUENT COUGH YES NO PAST BLOOD TRANSFUSION YES NO
SHORTNESS OF BREATH YES NO EXPOSURE TO HIV YES NO
CPAP MACHINE YES NO ENDOCRINE
SLEEP APNEA YES NO HOT OR COLD INTOLERANCE YES NO

MUSCULOSKELETAL HISTORY OF ARTHRITIS YES NO
OSTEOPOROSIS YES NO RHEUMATOID DISEASE YES NO
HISTORY OF FRACTURES YES NO HISTORY OF GOUT YES NO
SCOLIOSIS YES NO

SKIN
RASH OR ITCHING YES NO Information verified with patient today with the following
PSORIASIS YES NO changes noted

Patient Signature:

PhysicianSignature: Date:
REVIEWED BY: M.D.
DATE DATE




