Orthopaedic Surgery New Patient Information

Name:__________________________________Last Four:_____________ Age:________Date:_______________

Chief Complaint?_____________________________________________________________________________
Patient history 
What kind of work do you do? ____________________________________________________________________ 

What is your primary sporting / exercise activity?____________________________________________________

Where does it hurt?__________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

How did it begin? ____ suddenly ____ gradually     Date of Injury?_______________________                                                                                   

What caused your problem? ____ An accident ____ A motor vehicle accident ____ a period of strenuous activity 

____ after an injury ____ I don’t know.    Describe:____________________________________________________

How does it feel?  Check all that apply. 

____ It is a sharp stabbing pain

____ It is a dull aching pain

____ It feels weak 

____ It feels stiff 

____ It grinds or pops 

____ There is a burning sensation 

____ It feels like it is in spasm 

____ I have tingling or numbness

____Swelling

____Locking 

Pain Scale

Circle the number that best describes the amount of pain:  

At rest:     
No pain 0-1-2-3-4-5-6-7-8-9-10 Severe Pain

With activity:   No pain 0-1-2-3-4-5-6-7-8-9-10 Severe Pain

How long have you had your problem?  ____ # of days ____ # weeks ____ # months ____ # years 

Is your pain? ____ Getting worse ____ staying about the same ____ getting better  _____recurrent

Prior Treatment

For my problem I have been treated with:

____ MEDICATION. Name of medication____________________________________________________________

____ INJECTIONS.  Describe______________________________________________________________________ 

____ PHYSICAL THERAPY. Describe_______________________________________________________________ ____ SURGERY.  Describe______________________________________________________________________ ____ OTHER.  Describe______________________________________________________________________ 

Have you had any of the following?  (Please check all that apply.)


____ Xrays 

____ MRI 

____ EMG / NCV 

____ CT Scan 

____ Bone Scan

Do you have a Family Physician or Internist?? Doctor _______________
Medical problems (Please list any medical problems that you have.)

1.______________________________________

2.______________________________________

3.______________________________________

4.______________________________________

5.______________________________________

Please flip over and continue on the opposite side.

Past Surgical History

Please list any prior surgeries that you have had:

1.______________________________________

2.______________________________________

3.______________________________________

4.______________________________________

5.______________________________________

Family History_______________________________________________________________________________
Allergies

Do you have any allergies to medicines?? ___Yes   ___No  Describe:_____________________________________

Medication

Please list the medications you are currently taking: 

                    Medication                                Dosage           Times/day 

1. ________________________ ___________ ______ 

2. ________________________ ___________ ______ 

3. ________________________ ___________ ______

4. ________________________ ___________ ______ 

5. ________________________ ___________ ______

Social History 

The amount you drink and smoke can affect how well bones and ligaments heal and how you react to medicines or anesthesia. 

Alcohol 

___ I do not drink              ___ I am a social drinker             ___ I am a daily drinker

Tobacco 

___ I do not smoke         ___ I smoked but stopped in_________ (year)              ___ I smoke / chew tobacco

Review of Systems: (Please circle any problems that you have or have had.)

1. Constitutional: unexpected weight loss, weight gain, fever, chills, fatigue 

2. Eyes: corrective lenses, blurred/double vision, eye pain, redness, watering 

3. ENT: headache, difficulty swallowing, nose bleeds, ringing in ears, earaches 

4. Cardiovascular: chest pain, palpitations, fainting, murmurs 

5. Respiratory: short of breath, wheezing, cough, tightness, inspiration pain, snoring 

6. Gastrointestinal: heartburn, nausea, vomiting, constipation, diarrhea, bloody/tarry stools 

7. Genitourinary: frequency, urgency, difficult / painful urination, flank pain, bleeding 

8. Musculoskeletal: joint pains, swelling, instability, stiffness, redness, heat, muscle pain 

9. Skin: skin changes, poor healing, rash, itching, redness 

10. Neurologic: numbness/tingling, unsteady gait, dizziness, tremors, seizure 

11. Psychiatric: nervousness, anxiety, depression, hallucinations 

12. Hematologic: easy bleeding, bruising 

13. Endocrine: excessive thirst or urination, heat/cold intolerable 

14. Allergic: reaction to foods or environment 
Height:_______________________Weight:________________________

Reviewed:​​​​​​​​​_______________________________Doctor Signature:______________________________________

