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NORTH SHORE- LIt Suite 110
L j Orthopaedlclnstttute Great Neck, NY 11021

516-325-7240

Physician for Today’s Appt: Date: / /

Patient Intake and History Form

Please provide the following informatz'oﬁ. This form is confidential and will be entered into your medical record.

Name: . Date of Birth: / /
Last " First MI

Past Medical History (Please check any condition you have now or have had in the past)-

ONo Past Medical History OSeizures/Epilepsy ORheumatoid Arthritis
OAsthma . OParkinson’s Disease OCancer:(type )
OCOPD OStroke OProlonged Steroid Treatment
DOIDiabetes O Arthritis (Jocation, ) OOther:
- JHeart Disease OHerniated Disc

OHigh Cholesterol OOsteoporosis

OHypertension OSpinal Stenosis

CINeuropathy OLupus

Females Only: Do you think you might be pregnant at this time? [Yes CNo
Last Menstrual Period: / / O Not Applicable

Surgery and Hospitalization History
ONo Past Surgery/Hospitalizations
Reason for Surgery/Hospitalization Hospital Name (if available) Date (approximate)

Family History Have any family members had the following?

Cancer: OYes ONo Ifyes, who? Type:
Type:
Osteoporosis: OYes ONo If yes, who? Type:
Arthritis/Deg Joint Disease: (Yes CONo If yes, who? Loc:
Genetic Disease: OYes ONo Ifyes, who? Type:
Social History
Marital Status: COISingle EIMarned ODivorced OWidowed Living Situation: CJAlone =~ CIWith Family
Occupation: presently working?[1Yes [INo OHouse OOApartment
O Stairs
Do you smoke cigarettes? CIYes ONo OFormer Smoker
If Yes, how many packs per day? O<1 O1-2 O3+ how long? O0< 1 year [J1-10 years CI10+years
Do you drink alcohol? OOccasionally  ORegularly ONever

Do you use recreational drugs? OOccasionally ORegularly  CINever
If Yes to the above two questions, have you ever been treated for dependency in the past? CYes ONo



Social History cont.
Do you exercise? Occasionally CDRegularly CINever
List activities:

Intensity: Chigh Olow

Do you have a health care proxy? OYes ONo

Allergies (Please check all that apply)

O No Known Allergies

COShellfish OGeneral/Local Anesthetic
OContrast Dye OMedication:

OLatex OOther:

[OSeasonal

Current Medications (Please list all medications including vitamins and supplements)

1. 5.
2. 6.
3. 7.
4. 8

Have you recently taken or used?
ONSAIDS: (Aleve, Ibupr. Aspirin) OTylenol Olce/Compression O Other OTC:

Reason for your visit today:

Current Height: ft in

Current Weight: Ibs

Severity of Pain (0-10 Scale): Please mark an “X” where your pain is at this time
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Location:

0 - 10 Numeric Pain Intensity Scale
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Review of Systems (Please check any of the following symptoms you have experienced recently)
OChills OFeeling Tired OFever ORecent Weight Gain
ODischarge OEye Pain [Sight Problems ORedness
ODecreased Hearing [ONasal Discharge ONosebleeds OSore Throat
OShort of Breath at rest OCough [J Short of Breath w/exertion ~ [J Leg Swelling
O Abdominal Pain OConstipation ODiarrhea OHeartburn
OUrinary Freq OUrinary Urgency OIncontinence OAbnormal Vaginal Bleeding
D Arthralgias OJoint Pain OJoint Stiffness OJoint Swelling
CIBreast Pain OBreast Lump [Skin Lesions OChange in a mole
[Headache ODizziness OFainting OConvulsions
O Anxiety ODepression [Sleep Disturbances
ODeepening Voice OFeeling Weak OHot Flashes OMuscle Weakness
OEasy Bleeding OEasy Bruising OSwollen Glands
Signature of Patient: Date:
Patient Representative Name Signature Relationship Date
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