
 
ORTHOPAEDIC HISTORY 

Physician: _____________________ 
 
Name (please print): _________________________________________________________________________    
Did a doctor send you here?  If yes, who? ________________________________________________________ 
What problem brings you here? ________________________________________________________________ 
__________________________________________________________________________________________ 
  

 Did you have any unusual childhood illnesses? 
 
□ None □ Rheumatic or Scarlet fever  □ Heart Disease  □ Other _____________________ 
 □ Hepatitis    □ Meningitis  ____________________________ 
 □ Asthma    □ Diabetes  ____________________________ 
 □ Polio     □ Kidney problems -
__________________________________________________________________________________________________ 
 
 Do you have, or have you been treated for any of the following? 
 
□ None □ High Blood Pressure 

□ Heart Disease 
□ Ulcers/Reflux 
□ Cancer 
□ Arthritis 
□ Vision problems 
□ Ear/Nose/Throat Problems 
□ Skin Problems 

□ Asthma 
□ Emphysema/COPD 
□ Diabetes 
□ Serious Infection 
□ Lung Problems 
□ Stomach Problems 
□ Urine Problems 
□ Muscle Problems 

□ Thyroid Diseases 
□ Tuberculosis 
□ AIDS 
□ Brain/Nerve Problems 
□ Lymph Gland/Blood Problems 
□ Hormone Problems  
□ Psychiatric Problems 
□ Other ____________________

  

 What medications do you take on a regular basis?  
 
 
□ None 

    Name 
 

1 
2 
3 
4 

    Dose     Name 
 

1 
2 
3 
4 

    Dose

 

 What operations have you had? 
 
□ None □ Tonsils/Adenoids 

□ Appendix 
□ Heart 
□ Gallbladder 

□ Hernia 
□ Hysterectomy 
□ Knee        R   L 
□ Shoulder  R   L 

□ Hand   R    L  
□ Elbow  R    L 
□ Hip       R    L 
□ Ankle   R    L 

□ Neck 
□ Back 
□ Other _________ 
________________

 

 Have any family members had any of the following? 
 
□ None □ Seizures 

□ Bleeding Problems 
□ High Fever 
w/surgery 

□ Died on the surgery 
table for unknown 
causes 
□ High Blood Pressure 
□ Heart Diseases 

□ Stroke 
□ Lung Diseases 
□ Ulcers 
□ Diabetes 
□ Tuberculosis 

□ Cancer 
□ Arthritis 
□ Other _________ 
_________________ 
_________________

 

 Have you recently had any of the following? 
  
□ None □ Fevers 

□ Chills 
□ Nausea 
□ Cough 
□ Chest Pain 

□ Vomiting 
□ Diarrhea 
□ Loss of Appetite 
□ Unexplained Weight    
Loss 

□ Constipation 
□ Shortness of 
Breath 
□ Pain in Legs with 
Walking 

□ Cool Extremities 
□ Numbness 
□ Tingling 
□ Swelling 
 

 

What is your employment? ___________________________________________________ 
 

Do you use:   Alcohol  ( Y  N )    Street Drugs  ( Y  N )    Caffeine  ( Y  N ) 
 Tobacco  (Y  N)        How much?          How long?          When did you quit? 
  
    Weight ________ Height  ________       21-Jan-11/TCAdmin  


