
                                  

PATIENT NAME: ACCOUNT NO: Date:

SS#: Referring Physician Information: Family Physician Information:

DATE OF BIRTH: Name: Name:

Weight HEIGHT Age Address: Address:

qLeft handed     qRight handed Phone: Phone:

Reason for today's visit:

Was this the result of an accident?   qN  qY    If yes Date of accident and please describe.     Date:

Where did the injury occur?     qWork     qAuto    qHome       Other
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Patient Initials -------------------------
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Do you have any metal allergies?   qN  qY     If Yes, please list above

Do you have a latex allergy?   qN  qY     

EVALUATION OF PAIN / DISCOMFORT

What body part is affected?              qLEFT         qRIGHT

When did the problem start?

When does the problem occur? How long does it last?

What makes it feel better?

What makes it feel worse?

PAIN SCALE

(Circle one number) NO PAIN SEVERE PAIN

Does pain wake you during sleep?         q No       qYes - Please describe

Name of Pharmacy: 

PRESCRIPTION HISTORY CONSENT

HISTORY OF PRESENT PROBLEM

Please provide your preferred pharmacy information.  This will help us in the event we need to call in a prescription for you or send a prescription 

over a secure electronic connection to your pharmacy. 

ALLERGIES and REACTIONS (List allergies to Medications, Metals or Latex)

By initialing below, I authorize Orthopedic One to request and use any and all available prescription history from external sources for treatment 

purposes, including other healthcare providers and pharmacy benefit payers.  

MEDICATIONS (List all current medications - prescription and non-prescription, vitamins and supplements)

List activities are you unable to do 

because of pain.

                                MILD                  MODERATE                   SEVERE

0    1      2      3      4      5      6      7      8      9      10

Dose/How taken/How Often

MEDICAL HISTORY
Your current and past health information are very important to your care and treatment at Orthopedic One.

Dose/How taken/How Often

Name of Allergy Item Reaction Name Allergy Item Reaction

MedicationMedication

Street Address of Pharmacy (including city and zip code): 

Pharmacy phone number: (          )          -   

PHARMACY INFORMATION:

 



                                  

 

PREVIOUS TREATMENT FOR THIS PROBLEM

Diagnostic Testing: qX-RAY       qCT         qMRI        qEMG         OTHER:

Medications:

Physical Therapy/ Location:

Other treatment for this injury:

Have other Physicians seen you for this problem? qNo qYes

Is this condition being covered by Worker's Compensation? qNo qYes

Is there a lawsuit or litigation pending in regard to your injury? qNo qYes

Last Date Worked:

Current Work Restrictions By Whom?

LIST PRIOR SURGERIES LIST BROKEN BONES

Description: Date: Description: Date:

Description: Date: Description: Date:

Description: Date: Description: Date:

Description: Date: Description: Date:

PAST MEDICAL HISTORY 

qN   qY Blood Clots in legs or lungs qN  qY Parkinson's Disease qN  qY Enlarged Prostate

qN  qY High Blood Pressure qN  qY Multiple Sclerosis qN  qY Bladder Disease

qN  qY Congestive Heart Failure qN  qY Hepatitis qN  qY Kidney Disease

qN  qY Heart Disease qN  qY Stomach Ulcers qN  qY Seizure Disorder

qN  qY Mitral valve prolapsed qN  qY Irritable bowel qN  qY Thyroid Disorder

qN  qY Heart Attack qN  qY Heartburn (GERD) qN  qY Cancer

qN  qY Irregular Heart Beat qN  qY Liver Disease qN  qY Glaucoma

qN  qY High Cholesterol qN  qY Pneumonia qN  qY Osteoarthritis

qN  qY Stroke qN  qY Asthma qN  qY TMJ

qN  qY Circulation problems qN  qY Tuberculosis qN  qY Osteoporosis

qN  qY Bleeding Disorder qN  qY Emphysema qN  qY Rheumatoid Arthritis

qN qY Diabetes qN  qY Bronchitis qN  qY Restless legs

qN  qY Lupus qN  qY Skin Disorder qN  qY Gout

qN  qY Pregnancy (current or recent) Date: ______________ qN  qY AIDS/HIV

q Other: _____________________

Do you have sleep apnea? qN  qY   If yes, do you use C-PAP or Bi-PAP?  qN  qY   Device Settings: ______________________

When used: qnighttime      qas needed      qcontinuously

Do you have cardiac stents? qN  qY   If yes, please list date(s):

Do you have a pacemaker? qN  qY   If yes, Please specify:

Do you have a defibrillator? qN  qY   If yes, Please specify:

Family Relationship Family Relationship

q Blood Clots in legs or lungs q Heart Disease

q Bleeding Disorder q Aneurysm

q Osteoporosis q High blood pressure

q Osteoarthritis q Diabetes

q Rheumatoid arthritis q Nerve disease

q Muscle or Bone Disease q Depression

q Cancer q Lupus

q Thyroid disease q Malignant Hyperthermia

q Fibromyalgia

q Other _________________________________________________________________

FAMILY HISTORY please check any that have occurred in any blood relatives

Names of Physicians

Patient Name ________________________________                Date of Birth______________________



                                  

 



                                  

 


