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MIDWEST BONE AND JOINT CENTER, P.C.
PATIENT MEDICAL HISTORY

All questions contained in this questionnaire are strictly confidential and will become part of your medical record.
GENERAL PATIENT INFORMATION

Today’s Date Chart #

Full Name

Date of Birth Age O Male O Female
Primary Care Physician Height Weight

Preferred Pharmacy

Reason for today’s visit:

PAST MEDICAL HISTORY
1. Indicate any past medical conditions
O No significant medical history

O Alcoholism

O Anemia

O Aneurysm

O Anxiety Disorder

O Arthritis

O Asthma

O Blood Clots

O Breast Lump

O Cancer (type:

O Cataracts/Glaucoma
O COPD/Emphysema
O Crohn’s/Colitis

O Depression

O Diabetes otype | otype Il

O Blood Disorder

O Diverticulitis

O Epilepsy

O Fibromyalgia

O Gallbladder Disorder
O Gout

O Hayfever

O Heart Attack M

O Heart Disease

O Hemophilia

O Hepatitis oA oB oC
O Clotting Disorder

O Hernia

O Herpes

O High Cholesterol

O Other

O HIV/AIDS

O High Blood Pressure
O Hypothyroidism

O Hyperthyroidism

O Kidney Disease

O Lipid Disorder

O Liver Disease

O Lupus

) O Migraine Headaches

O Multiple Sclerosis

O Obesity

O Osteoarthritis

O Osteopenia

O Osteoporosis

O Peripheral Vascular disease
O Phlebitis

O Polio

O Prostate Problems

O Psoriasis

O Psychological Disorders
O Rheumatoid Arthritis
O Seizures

O Sickle Cell disease

O Skin Disease

O Stent (Date: )
O Stomach Ulcer

O Stroke(s) TIA

O Tuberculosis

O Venereal disease (STD)
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PAST SURGICAL HISTORY
2. Have you had any surgeries?
ONo O Yes

If yes, select from the list below.

O Knee Arthroscopy o left o right

O Total Knee o left o right

O Shoulder Arthroscopy o left o right

O Total Shoulder o left o right

O Total Hip o left o right

O Lumbar Disc (level

O Lumbar Disc Fusion (level

O Cervical Disc (level

O Cervical Disc Fusion (level

O Carpal Tunnel O Right or O Left

N— e N

O Appendectomy O Heart Bypass
O Adenoidectomy O Hernia side

O Bariatric O Hysterectomy
O Bowel Repair O Mastectomy
O C-section O Pacemaker

O Cancer Surgery O Stents

O Gallbladder O Thyroidectomy
O Defibrillator O Tonsillectomy
O Ear Tubes O Transplant

O Ganglion cyst excision O Tubal Ligation
O Other

O Other

O Other

3. Did you have a difficult intubation/airway
placement?
ONo O Yes

CONTINUE to Page 2
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PATIENT MEDICAL HISTORY

ALLERGIES
Do you have any allergies or reactions?
O No known allergies

O Penicillin O lodine

O Codeine O Lidocaine

O Sulfa O Steroids

O Latex O NSAIDs

O Tape O Aspirin

O Adhesives O IV Contrast Dye

O Cephalosporins (Keflex, Cephalexin)
O Tetracycline O Egg derived

O Other

O Other

SOCIAL HISTORY
Do you have any history of chemical
dependency?
ONo OYes

Have you ever used any of the following street
drugs?

O No use of illegal drugs

O Marijuana

O Methamphetamines

O Cocaine

O Heroin

O Other

O Other

Do you drink alcohol?

O No O Yes

If yes, what type?

O Hard liquor O Beer O Wine

Do you drink?

O 6 or more alcoholic beverages a day

O 4-5 alcoholic beverages a day

O 2-3 alcoholic beverages a day

O one alcoholic beverage a day

O less than one alcoholic beverage a day

Do you drink coffee, tea or soda?
ONo O Yes
How many drinks per day?

Have you smoked tobacco?

O Never a smoker

O Former smoker

O Current everyday smoker

O Current someday smoker

If you smoke tobacco, how many packs per day?

How many years have you smoked?
If former, how many years since quitting?
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10.

11.

12.

13.

14.

15.

16.

Do you use chewing tobacco?
O No O Yes, # of year(s)

Did you serve in the military?
O No O Yes, # of year(s)

What is your level of education/school?
O Current Student

O Less than 12" grade

O High School Graduate

O GED

O College Graduate

O Trade/Vocational

O Post Graduate

What is your current marital status?
O Single O Married O Divorced
O Separated O Widowed

Do you exercise on aregular basis?
O No O Yes, days per week

Are you currently employed?
O No O Yes, Occupation

FAMILY HISTORY
Indicate if any blood relatives have suffered
any of the following? M=Mother F=Father
O Alcoholism M F O Heart Disease M F

O Anemia M F O Hepatitis ABC, M F
O Aneurysm M F O Kidney Disease M F
O Anxiety M F O Lipid Disorder M F
O Arthritis M F O Mental lliness M F
O Asthma M F O Osteoporosis M F

O Migraine M F O Stroke M F

O Cancer M F O Stomach Ulcers M F
O Diabetes M F O Thyroid Disease M F
O Epilepsy M F O Glaucoma M F

O High blood pressure M F
O Blood clot/disorder M F
O Other

CONTINUE to Page 3
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REVIEW OF SYSTEMS

17. Select all of the problems you have had in the

last 6 months?
Cardiology

O chest pain at rest
O chest pain with exercise
O difficulty breathing
O dizziness

O exercise intolerance
O rapid heart rate

O syncope

ENT

O chronic sinusitis

O chronic strep infection
O dentures

O sore throat

O mouth sores

O toothache

O ringing in ears

O discharge

O hearing loss
Respiratory

O cough

O coughing up blood
O night sweats

O shortness of breath
O sleep apnea

O wheezing
Gastrointestinal

O abdominal pain

O bloating

O blood in stool

O change in appetite
O constipation

O diarrhea

O nausea/vomiting
Genitourinary

O lack of bladder control
O incontinence
Musculoskeletal

O joint pain

O crepitus

O decreased motion
O joint swelling

O muscle pain
Integumentary

O bruising

O eczema

O rash

O wounds

O psoriasis
Neurological

O Dizziness

O Fainting

O Headaches

O Weakness

O Numbness/Tingling
O Seizures

O Muscle weakness
O Incoordination

Psychiatric

O confused

O agitated

O anxious

O depressed

O paranoia

O mood swings

Constitution

O decreased appetite
O chills

O fever

O fatigue

O falls

O itching

O loss of sensation
O night sweats
Endocrine

O excessive thirst

O frequent urination
O weight gain

O weight loss
Hematologic/Lymph
O anemia

O swelling

O pitting edema

O excessive bleeding
Allergy

O animal allergy

O food allergy

O bee sting allergy
Eyes

O headaches

O visual changes

MEDICATIONS

18. Please list all prescription and non-

prescription medications you are currently
taking including dosage and strength.

O None
O See attached Medication list
Each
Medication Strength  Day
Please sign and date this form.
Signature Date

Please return your completed form to the
front desk.

Revised 1-2-20
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