/”" 1090 Northarn Bivd
L i NORTH SHORE-LL Suite 110
j @rthopaedlclnstttute Great Neck, NY 11021
’ 516-325-7240
Physician for Today's Appt: Date: ! !

Patient Intake and Historv Form

Please provide the following in formrfo-n, This form is confidential and will be entered into your medical record.

Name: Date of Birth: / /
’ Last Firse i
Past Medical History (Please check arny condition you have now or Aave kad in the past)
Oig Past Medical History O3eizures/Epilepsy ORhevmatold Arthrits
OAsthma . OParkinson’s Disease OCencer:{type )
OCorD OStrokes OFrolonged Sternid Treatment
ODiabetes O Arthritis (Jocation ) Other:
- [JHeart Dissase OHemiated Disc
OHigh Cholesterol UOsteoporosis
[IHypertensicn O5pinal Stenosis
[ONenropathy OLupus

Females Onip: Do you think you might be pregnant at this time? HYes ENo
Last Menstrual Period: ! { & Not Applicable

Surgery and Hospitalization History
OMo Past Surgery/Hospitalizations
Reagon for Surpery/Hnspitalization Hospital Name (if available} Date (approximate)

Family History Have amy family mernbers had the following?

Capoer: HYes ONo Ifyes, who? Type:
Type: _
Osteoporosis: O%es ONo Ifyes, who? Type:
ArthritisDeg Joint Diseage; TYes ONo  [f ves, whoe? Loe:
(Fenetic Disease: OYes ONo If yes, who? Type: _
Social History
Marital States: OSingle EIMa.mcd ODivoreed EwWidowesd Living Simation: OAlons  OWith Farnily
Qccupatioo: presently working? ] ¥es ONo OHouse 0O0OApartment
O Stairs
Do you smoke cigarettes? HYes ONo FFormer Smoker
If Yes, how many packs per day? =<1 [J1-2 A3+ how long? E1< 1 year O1-10 years O10+years
Do von drink alechol? UOccasionally  UORegulatly ONever

Do you use recreational drugs? OOccasionally  ORegolary ONever
If Yes to the above two questions, have you ever been treated for dependency in the past? Oi¥es [ONo



Sociel History cont
Do you exercise? DOceasionally ORegularly ONever
List activities:

Intensity: Ohigh Olow

Do you have a health care proxy? OYes ONo
Allergies {Please checi: ail that apph)

O Mo Enown Allergies
O Shellfish OGeneral/Local Anesthetic
OContrast Dye OMedication:
MLatex OOther:
CSeasonal
Current Medications (Please liss ol medications including vitamins and supplements)
1. 3,
2. B,
3. 7.
4, 8

Have vou recently taken or vsed?
ONSATIDS: (Aleve, Iupr. Aspirin ) OTylenol Olce/Compression O Other OTC:

Reason for your visit today:

Current ITeight: fi in Current Weight: lbs

Severity of Pain (0-10 Scale): Please mark @ X" where your pain is at this tims

0 - 10 Humere Pain inlensity Seale

Location:
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NG HLIHT mmTa _ LII'I‘LER-}:—!SDHE EVEN m[ WHGLE - :gg‘rss.r Prain Pain M?:':m s;;ag S‘;:re)rre F'%U_ssii:'ie
Eur
Reviegw of Systems {Piease check amy of the folicwing snptoms pou have experienced recently)
OChills OFeeling Tired OFever ORecent Weight Gain
HDischarze OEye Pain OSight Problems ORedness
HDecreased Hearing EMasal Dhischarge MNosebleeds OSore Throat
OShort of Breath af rest OCough L] Short of Breath wierertion [ Leg Swelling
O Abdominal Pait AConstipation ODiarrhea UHeartbum
HUrinary Freq Htrinary Urgency Olocontinence UAbnormal Vaginal Bleeding
O Arthralgias Ulnint Pain ElJaint Btiftness Blloint Swelling
[OBreast Pain DOBreast Lump OSkin Lesions DChange in a mole
OHeadache HDizziness OFainting OConvulsions
OAnxiety DDepression t8lesp Disturbances
ODeepening Voice OFeeling Weak OHot Flashes Ouscle Weskness
CEasy Bleeding OFasy Brising B8wollen Glands
Signature of Patient: Date:
Patient Bepresentative Name Signature Relatignzhip Date
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