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\\\\ mede Orthopaedic Medical History Questionnaire
and Sports Medicine

ASSOCIATES

Name: Date Age M F

R L hand dominant Date of Injury Height Weight

Chief Complaint: please describe, in detail, your current injury or complaint (which limb, initial symptoms, aggravating activities)

PRESENT MEDICATION: please list all the medications and supplements you are taking or have taken in the last month

ALLERGIES: please list allergies to food or medication

PAST SURGERIES/ILLNESSES/ACCIDENTS AND HOSPITALIZATIONS

FAMILY HISTORY:

FATHER: Age Living/Deceased Cancer O Diabetes O Heart Disease O  Stroke other

MOTHER: Age Living/Deceased Cancer O Diabetes 0 Heart Disease O Stroke  other

REVIEW OF SYSTEMS:

HEAD AND NECK YES NO YES NO YES NO
Severe headaches. ............... O O DoubleVision.................... O O Swellinginneck................ o o
Dizzy Spells . . ................... O O Difficulty hearing................ O 0O Fainting....................... o o
Failing Vision.................... O O Prolonged hoarseness............. O 0O Stoke........oooovvvviinn.. o o
HEART AND LUNGS YES NO YES NO YES NO
ChestPain...................... O O HighBlood Pressure............... O O Pneumonia.................. o o
HeartAttack ..................... O O Difficulty Breathing................ O O Heartdefects/murmurs.......... o o
Skipping HeartBeats . ............. O O Chronic Coughing/TB............. O O AnklesSwell................... o o
STOMACH AND INTESTINES YES NO YES NO YES NO
Persistentnausea. . .............. O O Diabetes.............cooovint. O O Stomachulcers................. O o
Heartburnregularly . .............. O O Hepatitis/jaundice............... O O Blackorbloodinstool........... o o
Appetiteloss . .................L. O O Chronic diarrhea / constipation. . . . .. O O Hemorrhoids................... o o
URINARY TRACT —etc YES NO YES NO YES NO
Excess urination................. O O Urinary problems................. O O Painful / excess menstruation . .. . .. o o
Difficult urination ... ............. O O Passedanystones................ O O Bleed between periods .......... o o
Bloodinurine ................... O O Retentionofurine................ O O Pregnancies........... # oo
MUSCLES JOINTS NERVES  YES NO YES NO YES NO
Tingling sensations. . ............. O O Memoryloss.................... O O SeizureS..... ..covvveveninnnn.. o o
Numbness..................... O O Personality Changes.............. O O Depression................ o o
Disturbance inwalking . ........... O 0O Paralysis...............covvnnn. O O \Varicoseveins ................. o o
Muscle Jerking . ................. O O Speechdisturbance ............... O O

OTHER YES NO YES NO 0 ALL OTHERS NEGATIVE

Skin Disorders . ................... O O Bleedingdisorders.... ........... O O

EBV, CMV, HIV (circle). .. .......... O O Thyroid Disorders .. .............. O O

Occupation / position

Do you smoke or have you been a smoker? packs per day X years

Do you drink alcohol? How much ? Non-prescription drug use
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