PATIENT HISTORY FORM

icim: Thow m w corvicisrmai recre sl sl b sps i e ooy pRcs I DiPREra P w08 D SR T e syl pou Elonsaion koo e

Today's Date f f Date of las! physical exam ) /
Last Mame First Narma ML
Bocial Becurity Mo. Diaste of birth f/ J Haight Weight

Chiel Complaint - whal is the main reason for your visit loday? (Describe your problem in dedail, )

History of Present lliness

Location of the problem? [circke) How long does the problem last?
Am-L /A Back Ankde -L / R Hand-L /! R 30 rranaias 1 haur Itis always thera
Hip-L / R Meck Leg-L /A Ribs -L / A Othar
O a scale of 1-10, with 10 being the most severs, circle the Is anything else occuring at this time? Yes Mo
numbser that best described the problem: MNasuaa Rash Headaches
1 2 3 4 5§ 6 7 8 9 10 Othar e

Whaen did you first notice the problem? Is the problem constant or variable?

2 days ago 2 weeks ago 1 month ago Dl then sharp Vary sharp then leaves Always there
Othar_ R Other
Does anything help or make the problem worse? Doas the problem interfers with you normal functions?

Maovvirg around Standing up Lying oni my side Yes Mo
Other - R W Yes, explain
Past Medical & Social History

When did you have your last: (whaf year?) Have you had any surgery in the last 5 years? -Y / N I yes, list
Papsmear Hgart gxam Breasiocam oo TS o
Circle all serious ilinesses in your immediate family SR
Diabetes - / N Hean diseass - Y / N
Tubercudosis - / N Asthrma =Y /N
Canoar-¥ [ N Othirr Are you on any medications? -Y / N If yes, lisi all
Circle all past personal past ilinesses
Diabetes - ¥ / N ¥ IN
Tubsrculoss - ¥ [ M Broathing problems - Y | N I —
Cancer-Y¥ | M Circulatory problams - ¥ / N
Heart dissase - ¥ / N Kidney problems - ¥ / N

Asthma - Y | N _—
Do you smoka? - / N If yes, how much? . )
Do you drink? - / N I yes, how much?
Are you allergic to Latex? -¥ / N Are you on a special diet? - / N I yes, please axplain

Have you had any previous reactions to anesthesia -% / N

—

— Do have food allerglea? - / N if list al
PHYSICIAN USE ONLY (commenisnoles) 2 - o

Do you have any sllergies? - / N I yes, list all

Patient Signature R Date - Ower »




Do you now or have you had any problems related to the following systems? Circle Yes or No.

Review of Systems

Please axplain and yes answers in space provided.

Constitutional Symptoms integumentary
P s e S e e e e Y M | e S R R ¥ N
Chils .......... ¥ M Bolls ......... ¥ N
Haadachs ... = ) N Peraistant Boh......oo s ¥ M
Ot Othar
Eyaes Musculoskeletal
BULFTSE WIBE ... oo emsss e mrmen e ¥ N A PRI e Y ]
Doubie vision Y [ MWeck pamn ... ¥ M
Pain...... Y M IR I o i s i i st 5 ¥ M
Oiihar Othar
Allergic Immunaclogic EarNosaThroatMouth
T g, R S —— " Y ] Ear infeetionr ... ..o ¥ M
Drug alerges .............ccooocoveiciccaae ¥ N Soar thioat ..o i ¥ N
CAhigr . e Sinua problams ... Y M
Othar__
HNeurckogical
Tremors ....... - ¥ M Genilourinary
Dizzy spalls ............... Y M 1 ) | |
Humbnéssdingling.... ¥ M Painful uringtion .............- Y |
Other Urinary frequency ................ Y N
O
Endocrine
Excessive thirst - Y M Respiratory
Toohobfoold. .. Y M WTIEIN i em memce  cmimaasme ¥ |
Tiradabegoseh ... ... Y M Fratquent cough ... ..o oe e i Y N
Cihier Shortneas of breath.... ... ¥ M
Oither L
Gastrointestinal
ADCIORTRO DRI ... covev e pos st s bn s ¥ M Hematologicl ymphatic
T 1 T —— b i M Swollen glands....... ¥ L]
Indigestionheariunm Y M Blood clofting protiem.... ... Y M
Dhir Oithes
Cardigvascular Psychologic
Chest pain Y M Ara you genarally satisfied with your lile. ¥ |
Varicose vains Y M Do your leel sevardy depressed... ... ¥ |
High blood pressuna Y M Hawve you considared suicde ... Y N
Other Oither
Patient Signature Darta
PHYSICIAN USE DMLY (commenisiholes)
Physician Signature Date

-
& Crthopasdic and Sports Associates of Long Island P.C. (8161 364-0070




PLEASE ANSWER ALL QUESTIONS

TODAYS DATE: DATE OF BIRTH: [ I SEX: M F
PATIENTS NAME: PATIENTS AGE:

ADDRESS: REASON FOR APPOINTMENT:

TOWN:

ZIP CODE:

TELEPHOME: HOME: DATE SYMPTOMS STARTED:

TELEPHONE: WORK: LEFT OR RIGHT.

SOCIAL SECURITY: WERE X-RAYS TAKEN?: YES NO

IF UNDER 18, PARENTS NAME: WHERE?:

DATE OF X-RAYS:

I e L L P L T T T R T P L T R T E R L E SR R R L ECETT OETOOETNTETTTETETTTTTTTTYT TTTY

REFERRING DR. TELEPHONE MO
ADDRESS:
FAMILY DOCTOR: TELEPHONE NO.:

I R R R i I - = wm I =

INSURAMNCE INFORMATION

NAME OF PRIMARY INSURANCE NAME OF SECONDARY INSURANCE
ADDRESS OF INSURANCE COMPANY ADDRESS OF INSURANCE COMPAMY
POLICY HOLDER: POLICY HOLDER:
SOCIAL SECURITY MO, SOCIAL SECURITY ND.:
DATE OF BIRTH: DATE OF BIRTH:
» NAME OF INSUREDS EMPLOYER -H.I.HIE OF INSUREDS EMPLOYER
i i
. POLICY NUMBER GROUP NUMBER j'F"I:Il-.ll:'lf NUMBER GROUP HUMBER
i i
RELATIONSHIP TO PATIENT RELATIONSHIP TO PATIENT
--------------------------------- ;ﬁ‘—‘-.m-a----'--'-'—-ri-—r——-----.--

| suthorize the release of any medscal information necessary to process an insurance claim and suthorize direct payment 1o
ORTHOPAEDIC & SPORTS ASSOCIATES OF LONG ISLAND, P.C.. | understand that | am financially responsible for treatment rendensd.

(M insured is a minor, parent or quardian myst sign).

LEGAL SIGNATURE: ol




