
Chart#:Pat ien t  Namc: REVIEW OF SYSTEMS

llave you had a pfiofUob.!e.UO with this same Orthopedic condition in the past? n N n Y (explain below)

Do your g,!!gg..,1ig1ig.!g have: ! morning stiffness lasting over 30 minutes !.|oint pain or swellinC n Back Pain ! Gout

! Rheumatoid arthritis ! Osteoporosis I prior lracture (which bone)- [ None of these

l lavc you had any of these symptoms? If  no, mark Nonc. NONE

l) Gl I  Heartburn. ulcers I Nausea, Vomit ing I ulood in Stool f l

!  I{epati t is ! Liver discase

2) IiNDO ! Thyroid Disease fl Heat or Cold Intolerance tr

3) CoN n weight Loss nloss of Appeti te !

4) EYII n Blurred Vision ! Double Vision nVision Loss n

5) FlNl '  n I learing Loss lHoarsencss ! Trouble Swallowing n

6) CV n Chest Pain lPalpitat ions n

7) Ir.S I Chronic Cough ! Shortness of Breath n

8) Gl-J ! I'ainful Urination ! nlood in Urine f] fidney problems tr

9) sK f]  Frequent Rashes ! Skin Ulcers f]Lumps ! Psoriasis n

l0) Nltt l  !  I leadaches I Dizziness I Seizurcs n

l l)  PSY ! Depression I Drug/Alcohol Acldict ion I Sleep disorder n

12) l l l tM ! I lasy I l lecding ! t lasy Bruising I Anemia n

13) ARE YOU }I IV POSITIVE: I  N N Y

YEAR Delni ls/Comments

PAST MIIDTCAL II IST'ORY

A r c y o u D i a b e t i c ? n N I V  l f Y c s , t r e a t m e n t : ! l n s u l i n  ! O r a l M e d s  I O i e t  ! N o n e

Arc you taking, or have you cver tnkcn, hloorl  thinners? f]  N n Y If  yes, which one?

I'ast Surgical l l istory: What opcrations have you had and when? Plcase l ist:

I lave you or a lhmily member ever had a reaction to ancsthesia? f l  N ! Y I jXPI,AIN:

l 'ast l lospital izat ions: (Not lor Surgery):

I lavc you ever had: !  I{eart attack (year_) n nign Blood Pressure ! Bloott Clots (year-) !  Stroke I I leart Fai lure

n Ankle Swetl ing ! r idncy I 'ai lure ! Cancer ( location--)

I  Stomachachc while taking anti- inf larnmatories ( includes Advi l /Aleve) What anti- inl lammatories have you alrcady had a problern with?

n I Co not havc rny ofthe abovc condit ions.

E None

FAMII,Y II ISTORY: Have any direct relat ives had any of the fbl lowing disorders? If  so, which ielat ive?

! Diabetes-! gign Blood Pressure n Rheumatoid Arthritis

Do any clirect rclatives have the same condition you are being seen lbr today? n Y n N

n NoNp

SOCIAL I I ISTORY:

Do you usc tobacco? n N f l  Y If  Yes, packs per day- Patient informed of Smoking Risk? ! Y

Alcohol use? n N f l  Y l f  yes, how often ? ! Daily I  other -/week

Mar i ta l l l i s to ry :  n  M n  S f l  D  n  W How manypeop le l i vewi th  you?

Occupation: ! Student

l imployer:

.  Do you plan to be working 6 months from now? [ V ! N

Pl,tiASE SIGN: ]'he information on these this lorm is accurate to the best of my knowledge

Signaturc

Review #l by

Datc

MD Date

Date

Review #2 by MD Date : -

FOR OFF'ICI '  I .JSE ONI,Y

C-ilrnpleted


