ORTHOPAEDIC SURGERY
SPORTS MEDICINE & REHABILITATION

Health History Form

Wright State Physicians
Tel SG7.208.2091

pos_ / [/
Primary Care Physician

SexMUOF Date. / / Occupation
How did you hear about us?

URight QLeft Both
Date symptoms began__ /  /

Name Age

Referred By
Reason for visit

Symptoms due to USports QAccident dWork related dOther
How did injury happen
How severe is pain on a scale from 1 to 10 (circle number) 1 2 3 4 5 6 7 8 9 10
Are symptoms QConstant Ointermittent Worsening Qimproving
Associated symptoms include QStiffness Swelling Qinstability dWeakness Numbness/Tingling

What makes symptoms worse?

Better?

Previous injuries to current problem?

What previous treatment have you tried (medications, therapy, injections)?

What is/are your treatment goal(s)?

Medical History

Patient Family Member

Current Medications

HIV/AIDS a a

Hepatitis a a

Diabetes a a

Stroke a a

Asthma a a

Skin Disorders a a

Concussions # a a

Heart Attack/Disease a a

High Blood Pressure a a

Anemia a a

Osteoarthritis a a

Rheumatoid Arthritis a a Medical Allergies (medicines, latex, injections)

Osteoporosis a a Name Type of Reaction

Bone Infections a a

Gout a a

Depression a a

Cancer a a

Seasonal Allergies a a

Other a a

Surgical History Do You Have Symptoms Of

Procedure Year OWeight Loss QWeight Gain UNausea/Vomiting
UFevers QChest Pain
UHeadaches OPalpitations
ULoss of Consciousness OFainting
UDizziness UDifficulty Breathing
OWeakness UEasy Bleeding
UFatigue Uskin Changes

Social History

Do you consume alcohol? OYes UNo  Number of drinks per week

Do you smoke tobacco? OYes 0ONo  Number of packs per day for how many years

Do you participate in recreational drugs? OYes 0UNo  What type?

Do you exercise regularly? UYes UNo  What type? How often?

Reviewed this information with patient  Date / Date / / Date / / Date_ / [/ Date

Notes Date /] Date / / Date / / Date / |/ Date




