\\\ SOUIHWESI NAME: DATE:

SHOULDER ELBOW & DOB: AGE:

HAND CENIERPC HEIGHT: WEIGHT:

OMALE [OFEMALE [COPREGNANT
HAND DOMINANCE: OOLEFT ORIGHT

COMPREHENSIVE PATIENT QUESTIONNAIRE

REFERRING DOCTOR INFORMATION PRIMARY DOCTOR INFORMATION
NAME: NAME:
SPECIALTY: SPECIALTY:
PHONE: PHONE:

HISTORY OF YOUR CURRENT ORTHOPEDIC PROBLEM

REASON FOR TODAY'S VISIT?

WHEN DID THIS PROBLEM START?

WHAT TREATMENTS HAVE YOU TRIED?

PAST MEDICAL HISTORY Check all items that apply and describe below if necessary.
ANESTHESIA PROBLEMS: (DESCRIBE)
: OFRACTURES  [OOOSTEOARTHRITIS COOSTEOPOROSIS
BONE/JOINT PROBLEMS: OGouT CORHEUMATOID ARTHRITIS
NEUROPATHY (NUMBNESS): OHANDS  OFEET

HEART PROBLEMS: OHEARTATTACK OHEART FAILURE OSTROKE OIRREGULAR HEART RATE
OHIGH BLOOD PRESSURE OPOOR CIRCULATION

LUNG PROBLEMS: OASTHMA OEMPHYSEMA [OCOPD [OSLEEPAPNEA  COOPNEUMONIA

STOMACH PROBLEMS: OULCER  OHIATALHERNIA  OGASTRIC REFLUX  OIBS/CROHN'S

KIDNEY/LIVER PROBLEMS:  OKIDNEY FAILURE OHEPATITIS OCIRRHOSIS

GLAND PROBLEMS: ODIABETES OTHYROID

BLOOD PROBLEMS: OANEMIA  OBLEEDING DISORDER  OBLOOD CLOT

IMMUNE PROBLEMS:  OHIV/AIDS  OIMMUNOSUPPRESSION MEDICATION

NEURO/PSYCH: ODEPRESSION  OANXIETY  OSEIZURES O ALCOHOLISM O PARKINSON'S

CANCER (DESCRIBE):
DESCRIPTIONS/OTHER:
O No prior surgery
PAST SURGICAL HISTORY [ Use top of page 3 if more space is needed
OPERATION DATE SURGEON OPERATION DATE SURGEON
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ONo medications O Use top of page 3 if more space is needed

MEDICATIONS (INCLUDE VITAMINS AND HERBS) [J1 have attached a list of my medications

MEDICATION DOSE MEDICATION DOSE

[ No known drug allergies

ALLERGIES TO MEDICATIONS [ Use top of page 3 if more space is needed

MEDICATION REACTION MEDICATION REACTION

FAMILY HISTORY (Check all items that apply) [ None apply

OBLEEDING PROBLEMS OMALIGNANT HYPERTHERMIA OAUTO-IMMUNE DISEASE

OOTHER:

SOCIAL HISTORY (Check all items that apply)
OCCUPATION:
WORK STATUS: OEMPLOYED ORETIRED COUNEMPLOYED  [CIDISABILITY LEAVE

HABITATION: O ALONE O SPOUSE/PARTNER COROOMMATE
TOBACCOUSE: [OINEVER [OCIGARETTES [OVAPE OCHEW [OOTHER: OQUIT___ YEARSAGO
ALCOHOLUSE: [ONONE OYES___ DRINKS PER WEEK ORECOVERING ALCOHOLIC

DRUG USE: CONEVER  OINPAST [OCURRENTLY [JIN TREATMENT

TYPES OF DRUGS:
REVIEW OF SYSTEMS Check all items that apply and describe below if necessary.

CONSTITUTION: ORECENT WEIGHTLOSS  ORECENTWEIGHT GAIN  OFEVER  OCHILLS

HEART: OCHEST PAIN  OPALPITATIONS ~ COABNORMAL HEARTBEAT ~ OSWOLLENANKLES

LUNGS: OCOUGH OSHORTNESS OF BREATH OWHEEZING OSNORING

STOMACH: ONAUSEA OVOMITING OSTOMACH PAIN ODIARRHEA

MUSCULOSKELETAL: OJOINTPAIN  OSWELLING DOINSTABILITY OSTIFFNESS  OOMUSCLE PAIN

SKIN: ORASHES OITCHING  OSKIN CHANGES OREDNESS OPOOR HEALING

NEUROLOGICAL: OHEADACHES [OMEMORYLOSS [OUNEASY GAIT [ODIZZINESS [OSLEEP DISTURBANCE

BLOOD:  OBLEEDING/BRUISING  OOANEMIA OBLOOD CLOTS ~ OSWOLLEN LYMPH NODES

DESCRIPTIONS/OTHER:

PATIENT OR PARENT SIGNATURE DATE

Because of this orthopedic problem, doyou plantofle =~ OJWORKER'S COMPENSATION CLAIM OLAWSUIT CONEITHER
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ADDITIONAL SPACE

** FOR OFFICE USE ONLY ***

I have read and confirmed the above information with the patient

OTIMOTHY BEER, MD O THOMAS BUTLER JR, MD O SAMEER JAIN, MD O DAVID SIEGEL, MD
CODEBRA BOURNE, MD OO DARA CHAFIK, MD, PHD [0 SHANNON FITZPATRICK, MD
SIGNATURE: DATE:
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