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ROUF NEW PATIENT MEDICAL HISTORY FORM

Patient Name: Height: Weight:
Race: ©  African American = Asian ~ Caucasian ' Native American/Alaskan  Pacificlslander Other
Unknown  Decline to Answer
Ethnicity: © Hispanic < Non-Hispanic < Unknown  Decline to Answer
Preferred Language: <  English *  Spanish ' Chinese < Other
Preferred Pharmacy:
Referral Source: Doctor (name): Other (ex. Googlesearch):
Chief Complaint
Dominant Hand: = Right Left ~ © Ambidextrous
Description of Symptoms: (select only ONE primary symptom and ONE affected area)
Pain ~ Numbness/Tingling = Fracture > Stiffness  Other:
Shoulder 3 Right > Left ’ Péivfs — Right = Left Neck |
Uppér A’rm Right o Left Hii‘p o 'Right > Left pref Béck ’,
- Elbow Righf ,  'Léft Thigh ~  Right =& Left o Mld Back 1
Fdréarfn " ) R'ikght | Left Knee ‘  Right o Leftk o Low Back
‘Wrisf | Right Léft W kLowér Leg Right ' Left | Buttocks
Hand Right 3 Left‘ o Ankl‘eV . © Right © Left ’ Tail Bonev
Thumb Right = Leff Fbot © Right © Left o V
Inkde’x ‘ Right k Leff”m' Gréaf Toe Right = Left
Middle ) Right O Left 2nd Digit | O Right Left
Third - Right O Left 3rd Digit Right © Left
Little © Right = Left 4thDigit O Right O Left
‘ - ~ s5thDigit "~ Right = Left
Pain radiates from/to: (ex. from low back to right leg)
History of Present lliness
1. Is your problem the result of an injury oraccident?
No Injury = Injury  InjuryatWork = Auto Accident = Sportlinjury < Prior Surgery How
long have the symptoms been present? (ex. 2 days, 4 months)
Describe the onset: = Acute (sudden) © Chronic condition (>3 months)
Onset Date: (mm/dd/yyyy)
2. Are you represented by an attorney? ©  Yes ~ No
Attorney Name:
Will there be any legal actions with respect to this problem? = Yes < No
3. Have you had a problem like this before? o Yes ' No
Describe:
4. Have you been seen in an ER for this problem? 7 Yes © No
Treating ER: (ex. St. Luke’sHealth) Date: (mm/dd/yyyy)
Greater Orlando Orthopedic Group™ LLC Lake Mary and Oviedo, FL (407) 977-4130

Copyright © 2012 Exscribe, Inc. All rights reserved.



Page2  Patient Name:

History of Present lliness (continued)
5. Rate the pain (10 being the most pain):

0 1 o 2 >3 24 » 5 D 6 o7 . 8 9 10
6. Do the symptoms wake you from sleep?
’ Yes ~ No
7. Please describe the symptoms:
Sharp ~ Dull > Stabbing > Throbbing *  Aching Burning . Shooting

8. What is the timing of the symptoms?
Constant ~ Intermittent (comes and goes)
9. Is the problem getting better orworse?
Getting better Getting worse 7 Unchanged

10. What makes the symptoms worse?
Squatting - Kneeling  Sitting ©° Bending _ Stairs " Twisting ~ Moving  Lying in bed

Running © Walking ~ Athletics © Standing < Gripping < Lifting Reaching Overhead
1L Are there any other symptoms associated with this problem?
Redness = Bruising < Swelling Numbness Stiffness Limping = Clicking < Locking
Popping ~ Tingling ' Weakness ~ Giving way

Prior Testing / Treatment

Have you had any prior tests for this problem?
None X-rays © MRI CT Scan Nerve Test (EMG/NCV) Bone Scan

Have you had any prior treatment for this problem? © Yes  No

Type of treatment  Status of symptoms after treatment (séﬂlect only those that apply) ~ Date of treatment

Ice - Improved - Worsened Unchanged
Heét kln’nproved B Worsened ~ Unchanged
Rest v Improved © Worsened Unchanged
NSAIDs B ’ lmproved’ - ’Wors‘en’e’d Unchanged
Muscle Relaxers Improved -~ Worsened ~  Unchanged -
Chiropractor . lfnbroved Worsened _ Unchanged‘ ’
Physical Thefapy . ‘Improvéd o Worsen‘ked‘l B O Uncha‘nged
HomeExerciseProgram lmﬁrdved ) 4 Wors‘en‘ed’ » | C "Unchangﬁed
| éuréery T ) l'r’nv;v;yrd\v/ed ‘ ' C ' “Worsened ’ kLkanchar‘nvged
klrijections ~ Improved 5 Wo}sened “ Unchanged
Bracving | 0 Mlmp(oved - '~ Worsened = Unchanged -
TENS unit | , ’ Improved 10 Wgrsened 3 ynghanged
Other/Comments:
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Select all previous hospitalizations/surgeries: None 7
'MV_‘An‘eurysm (Brain) Surgéfy » < ’ NHysterectomy - vO’rthoped’i(': io'n4side':' k Right V‘I‘_eft ‘
e ~ Aortic Bypass/}\/ascuylarSurgﬂery7 LAPBand/GastricBypas’s’Surgery Arthroscopy: Knee o o |
Appe‘nd‘e“ctqmby _ Lumpettomy - Arthyros'copy': Sh'oruklcrler k
Cataract (Eye) Surgery Mastectomy Ca’rpal Tu ﬁ'nél Releasé
Cholecystectomy (G’a‘llglvadder) | Maligna‘ncy/‘(vjwancer - i Rdtatbr Cuff Repafr
Heart Surgery ‘ | Stents | Total Hip Replacemgnt
Hernia Repair ) Tdtal Khée Replaceme‘ntq
- TotalShoulderReplacement
~Spinal Surgery - Indicate Level:
Other Surgery Other OrthopedicSurgery
Medical Questions
Mark all that currently apply:
Metal in body Claustrophobic Pregnant Sleep Apnea Uses a CPAP Snores|

Are you taking blood thinners?

Yes ; No

Review of Systems

Please indicate if you have experienced any of the following symptoms in the last 6 months?

1) CON Weight Loss

2) EYE Blurred Visidn

3) ENT V Hearing Loss

4) cv © Chest Pain

5) RS Chronic Cough
v6) Gl Heartburn, Ulcers = ©
7)HGU Painful Urination
8) SK Frequent Rashes
9) NEU Frequent Falls

Change in Bowel

10) PSY : Depression/An{xiety
11) ENDO Fever

12) HkEM Easy Bleedi’ng '

Loss of Appetite

Double Vision

~  Hoarseness
> Palpitations

~  Pneumonia

Nausea, Vomiting

> Blood inUrine

Skin Ulcers

Loss of Coordination

Change in Bladder

; Drug/AlcoholAddictibn

Heat or Cold Intolerance

Easy Bruising

~ Vision Loss

~ Blood inStool

Anemia

- None for all
None Commevntys
Fatigue

Trouble Swallowing

Shortness of Breath

Kidney Problems

Lumps Psoriasis

Numbness

Dizziness

Sleep Disorder

Night Sweats
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Patient Name:

Family History

Have any direct relatives had any of the following disorders?

<> None for all

kHeart Diseasek

Hypertension

Occupation:

Do you smoke tobacco? =

Do you drink alcohol?

Marital Status:
Are you currently working?

Please list work restrictions, if any:

Father None VDﬂiakbétes ) ’
»_Bleeding Problems Epilepsy Connectiye Tissué kkkk Muscular Dystropﬁy k
Stroke ; ; . Ostgoporq’sis Rheumafbid Arthritis Canter ‘
 Comments(excancertypdl -
Mother None = Diabetes Heart Disease _Hypertension
Brleed‘ing »Pr‘ol‘olems O Epilepsy Connective Tissue Muscular Dystrophy
_ Stroke ‘ » ' - Osteoporosis 'Rherumétoid A‘rtyhritis Carhcer
; ) Cor’nme‘knkts(eqx. cancér type) » -~ ‘
Sibling None ’ 0 Diabetes Heart Disease = Hypertension
Bleedi”ng Problems Epilepsy Connective Tissue -~ Muscular Dystrophy
: _“Stro‘ke : o ’ VOsteQVp_orQsis _ ‘Rheuma‘t_gi_g:l‘Arthri’gis‘ ~ Cancer
~ Comments (ex. cancer vtype) ”
Social History
Current, every day smoker Current, some day smoker Former smoker Never

Heavy tobaccosmoker Light tobacco smoker

Daily Occasionally Rarely Never
Married Single Divorced Widowed Domestic Partnership
Yes No Retired ©* Disabled If no, what date did you last work?

Employer: Student

Pain Diagram

On the drawing below, mark an X where the pain is the worst.
Use the symbols below to show where you are having different kinds of pain:

}
Aching BAAR ‘g
Numbness ==== A
: 1
Pins and Needles Q000 iy %
Burning XXXX .f % %
5 5 )
Stabbing Pain i (] Wy
noJ
o
il
) [mcw
i1 4
3 (
[}

|

2Tk

BACK

Greater Orlando Orthopedic Group™ LLC

Lake Mary and Oviedo, FL (407) 977-4130

Copyright © 2012 Exscribe, Inc. All rights reserved.




Page 5 Patient Name:

Do you have any allergies? 7 Yes = NolfYe s, pleaselist below:
Medication, Relevant Food, or “Seasonal” Reaction
Latex allergy? = Yes No
Please list all medications you take on aregular basis: = None
Medication Dosage and Frequency (e.g. 20 mg, once/day)
Do you have a personal history of any of the following? = None V
Aneurysm Where: Emphysema ; Kidnkevy Disease
”Angina (Chést Pain) : Epilepéy ‘ o ~  Kidney Stbnes
Arthritis Type: Heart Attack MRSA Infection
Asthma Hepatitis Type: Pacemaker
~ Bone or Joint Infections ©HIV /AIDS : Phlebitis (Blood C|0ts)
Cancer Type: | " High Cholesterol © Pulmonary Embolism
| Chemotherapy / Radiation ¢ Hypertension ’ © Reaction to Anesthesia Type:
COPvD , ' Hyperthyroidism - ~ Seizures
Congestive Heart Failure Hypothyroidism ‘ Stomach Ulcers
Diabetes Type: - ' Last A1C: _ _ © Stroke /TIA

Tuberculosis

Please list any other conditions or details of conditions marked above:

Signature Date
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