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Current Visit Information

Chart #___________

This questionnaire collects information about your current state of health to assist the medical team with your care and help us meet requirements established by Medicare and other insurers.  This information will be stored in your medical record.

Using a black pen, please answer ALL questions by filling in the appropriate box with an X and by PRINTING in the appropriate box.

Patient Information – If any of this information is incorrect, please inform the receptionist.

	1
	Patient Name: (Last, First, Middle Initial)


	Date
	Gender

____M    ____F


	Date of Birth:

	Health Care Provider Information

	2
	Primary Care Provider – the provider outside of Hovis Orthopaedic Clinic who manages your total care or to whom you go to for routine health problems.


	Date last seen by this provider:

mm/dd/yyyy

	
	Street Address
	Phone

(           )
	Fax

(           )

	
	City


	State or 

Province
	Country
	ZIP Code or Postal Code

	3
	Do you have a health care provider outside of Hovis Orthopaedic Clinic?  Such as cardiologist, rheumatologist, etc.

	
	Name


	
	

	
	Street Address


	Phone

(          )
	Fax

(          )

	
	City


	State or

Province
	Country
	ZIP Code or Postal Code

	4
	Do you wish a copy of your medical record to go to your primary care provider?   ( Yes       (  No

	
	Authorization to provide medical information

Signature                                                                                                                          Date

	5
	Medications

	
	Are you using any medications (prescriptions or over-the-counter) include aspirin or ibuprofen
	(  No
	 (  Yes
	If Yes, list below:

	
	Name of Medication
	Strength of Each Dose
	Number of Doses at a time
	Frequency

	
	Example:  Amoxicillin
	250 mg
	1 pill
	3 times daily

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	If you are taking more medications, please discuss with your provider
[image: image1]

	6
	Have you taken aspirin-containing products or ibuprofen in the last 14 days?
	( No
	( Yes

	7
	Have you taken any oral, inhaled, injected steroid or cortisone-type drugs in the past 30 days?
	( No
	( Yes

	8
	Have you ever been instructed or advised to take antibiotics prior to any dental work or medical procedure?
	( No
	( Yes

	9
	Have you ever been told NOT to take or to STOP taking a medication?
	( No
	( Yes


	10
	Fill in the circle if you have had an allergy or sensitivity to each of the following items:

	
	(  Latex or Rubber

(  Specific Foods

(  Influenza (flu) vaccination

(  Adhesive Tape
	(  Betadine or skin disinfectant
(  Iodine or X-ray contrast dye

(  Other vaccines – Tetanus, Measles, Polio, etc.

(   “-caine” anesthetics such as Xylocaine, Novocaine
	(  I have other allergies not listed
(  No allergy to any of these items

	11
	List all medications, substances, foods, dusts, fumes and animals to which you have allergies or unpleasant side effects:

	
	List Drug or Item
	Reaction
	List Drug or Item
	Reaction

	
	Example:  Sulfa
	rash
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Systems Review:  Please check in Box any significant symptoms you have had:

	12
	HEENT

( hoarseness

( hearing loss

( sinus congestion

( difficulty swallowing

CARDIAC
( swelling in the legs or feet
( cramping pain in leg muscles when walking

( chest pain

( chest pressure

( rapid or fluttering heart beats

PULMONARY
( shortness of breath

( coughing

( wheezing

( awakened with shortness of breath

( coughing up phlegm

( coughed up blood

( sleep difficulty

( irregular breathing during sleep

GI
( heartburn

( nausea and/or vomiting

( constipation

( diarrhea

( blood in stool
	MUSCULOSKELETAL
( pain or stiffness in joints

( joint swelling

( muscle pain/stiffness

( back pain/stiffness

( weakness in arms or legs

( numbness or shooting pain in hands, arms, legs or feet

NUEROLOGIC
( headaches

( seizures

( slurred speech

( double vision

( vision problems

( “black outs” or loss of consciousness

G.U.
( frequent urination

( burning or painful urination

( difficulty starting urination

( blood in urine

( leaking urine

( abdominal (belly) pain or cramping
	ENDOCRINE
( nipple discharge

( breast lump

( unusual thirst

HEMATOLOGIC
( unusual bruising

DERMATOLOGIC

( skin rash/skin sores

( change in mole or skin spot

CONSTITUTION

( fevers

( enlarged lymph glands

( loss of appetite

( fatigue

( weight gain of more than 10 pounds

( weight loss of more than 10 pounds

( No Symptoms

( Other Symptom(s) not listed

	13
	What is your current employment status?

	
	( Employed
	( Unemployed
	( Work Disabled
	( Student

	
	( Retired
	( Self-employed
	( Full-time homemaker
	( Other

	14
	List your occupation and length of time employed – from most recent to remote

	
	

	
	

	
	

	
	

	15
	What is your current relationship status?

	
	( Married
	( Divorced
	( Separated
	( Single
	( Widowed
	( Committed Relationship
	( Other

	16
	Do you drink alcohol?
	( No
	( Yes

	17
	Do you currently smoke or use other tobacco products?
	( Yes, _____packs/day
	( No, never used any
	( No, quit all use

	
	( Yes, mark all that apply
	( cigarettes
	( pipe
	( cigar
	( chewing tobacco
	( other

	18
	Do you use any recreational drugs – if yes, what?



	19
	With whom do you live?

	
	( Live alone
	( Spouse
	( Domestic Partner
	( Family
	( Other

	20
	Do you have assistance for your home care from family, friends or others should you require it?
	( No
	( Yes

	21
	Do you depend on any assistive devices such as a cane, wheelchair, braces, walker or assistance from other people to perform activities important to you in your daily life?
	( No
	( Yes

	22
	Do you wear dentures?
	( No
	( Yes

	23
	Do you have hearing aid(s)?
	( No
	( Yes

	24
	Do you use a CPap or Bipap?
	( No
	( Yes

	25
	Do you have a regular exercise program?
	( No
	( Yes

	
	If yes, what do you do?
	How often?
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Medical History
                            Room # __________
Name: ______________________________________________  Chart No. _________________________________    Date:  ________________________  

Past illnesses, previous surgeries with date/age – check in box any you have had:

	Past History


	Diagnosed Date
	Diagnosed Age
	
	Diagnosed Date
	Diagnosed Age

	( High Blood Pressure


	
	
	( Pulmonary Disease

    Specify type:
	
	

	( Diabetes


	
	
	( Cancer

     Specify type:
	
	

	( Heart Disease

     Specify type:
	
	
	( Cholesterol/Triglycerides
	
	

	( Depression


	
	
	( Pregnant (currently)
	
	

	( Tuberculosis


	
	
	( Thyroid disorder
    Specify type:
	
	

	( Ulcer Disease


	
	
	( Use of Anticoagulants
     Name:
	
	

	( Kidney Disease

     Specify type:
	
	
	( Use of Diuretics
     Name:
	
	

	( Exposure to Hepatitis
	
	
	( Use of Digoxin

	
	

	( Liver Disease

    Specify type:
	
	
	( Use of Steroids
     Specify:
	
	

	( Leukemia
	
	
	( Radiation Therapy

	
	

	( Bleeding Disorder

    Specify type:
	
	
	( Chemotherapy
	
	

	
	
	
	( Hiatal Hernia

	
	


Family History:  Has anyone in your family had the following medical problems?  If yes, please specify which family member:
	Any type of Cancer?
	( Yes    (  No
	?

	Diabetes or blood sugar problems?
	( Yes    (  No
	?

	Rheumatoid Arthritis
	( Yes    (  No
	?

	Heart Disease or Heart attacks
	( Yes    (  No
	?

	Tuberculosis (TB)
	( Yes    (  No
	?

	Any other major family disease?
	( Yes    (  No
	?

	
	( Yes    (  No
	?

	
	( Yes    (  No
	?


	Past Surgical History:
	Date
	Age

	( Cardiac/Heart
	
	

	( Thyroid
	
	

	( Cholecystectomy-Gall Bladder
	
	

	( Appendectomy
	
	

	( Hemorrhoidectomy
	
	

	( Hysterectomy
	
	

	( Tubal
	
	

	( Tonsillectomy
	
	

	( Hernia
	
	

	( Vasectomy
	
	


	Orthopaedic Surgeries:
	Surgery
	Surgeon
	Date
	Age

	Extremity

( Right   ( Left
	
	
	
	

	Back/Neck


	
	
	
	

	Hip

( Right   ( Left
	
	
	
	

	Shoulder
( Right   ( Left
	
	
	
	

	Knee
( Right   ( Left
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