TULSA BONE & JOINT ASSOCIATES
INITIAL HISTORY

DATE:

LAST NAME: FIRST NAME:

'lMﬂF--L}-L J.’-B

MI

Please complete both pages and feel free o wrile in your own responses.

L.

What is your age? What is your sex?

Which iz vour dominant arm:  Right Left Ambidextrous

What body part are you being seen for today 7

How long have you had the problem?

1s your complaint due to an injury? Yes Mo

What date did the injury occur?

Which of the following traumas caused the condition? (Check all that apply)

Fall Motor vehicle accident
Direct blow Twisting
Fall outstretched arm Other:

Have vou ever had this condition before?  Yes No

Which of the following do youn have? (Check as many of the following that apply)

____ Pain _ Locking
Catching _ Swelling

__ Popping __ Giving ontfaway

__ Grinding _ Tenderness

__ MNumbness Other:

. The painis....... {Check as many of the following that apply)

Constant Intermittent

_ Activity related Worse in AM

_ Worse in PM

. Which of the following best describes the pain? (Check as many of the following that apply)

_ Throbbing ____ Stabbing
__ Sharp __ Pinching
__ Cramping ___ Burning
__ Tingling ____ Stinging
___ Dull _ Aching
____ Sore __ Tighiness

____ Tender __ MNumbness



3.

14.

16,

149,

20.

Which of the following movements cause the pain to be worse? (Check any of the following that apply)

Reaching outward Reaching sideways
Reaching behind backside Throwing
Lying on involved side Stair climbing
Running/walking Other:

Does the pain radiate? Yes No

Where does the pain radiate?
Meck to shoulder Down the leg
Shoulder to neck Into the thigh
Shoulder down arm Other:

. Have you previously had any of the following treatments for this condition?

___ Previous fracture treatment _ Injections
— Surgery ____ Physical therapy
__ Medications — Chiropractic
Does the pain interfere with vour daily activities? {Check as many of the following that apply)
_ Yes __ Minimal
—_No ___ Moderately
__ Significanily
. Are vou now taking any medication for this condition? Yes_ = No
. What medications are you taking now for this condition?
__ Pain pills __ Muscle relaxants
_ Anti-inflammatory ___ Ower the counter
Do you have a history of the following? (Check any of the following that apply)
__ Diabetes _ Gout
___ Rheumatoid arthritis ___ Bonefjoint problems
__ Ankylosing spondylitis ____ Circulation disorders
___ Don't know ____ None of these
Other:

Do you smoke? Yes No If yes, PPD for years,




PATIENT NAME

HEALTH HISTORY YES NO | MEDICATIONS
(List medications. including aspirin, laxatives, birth control pills, cough meds, all prescriptions
1. Cancer D D NAME DOSE FREQUENCY | LAST DOSE
2. Diabetes CE | :El
3. Heart Disease £l § El
4, Heart Attack Ll CJ
5. Rheumatic Fever L] Ol
6. Congenital Ll 1 3
7. High Blood Pressure ] ]
8. Palpitations / Flutter O ]
9. Pacemaker g g=
10. Respiratory Disease O Ll
11. Chronic Cough = Cl
12. Hay Fever O O
13, Shortness of Breath [
14, Asthma o
15. Positive TB Test O B FAMILY HISTORY Sex | Age ILLNESS OR CAUSE OF DEATH
16. Seizures / Strokes O | O [[Feter i
17. Loss of Consciousness O | O [ Mother
18. Bleeding Tendency ] | Brothers / Sisters* (Circle Sex)
19. Digestive Disease ] O MF
20. Colitis O | O M F
21. Stomach Ulcers O] | O [ Husband/Wife
29. Hiatal Hernia / Reflux O El Sons / Daughters* (Circle Sex)
23. Liver Disease El | El M F
24. Genital / Urinary L1 | B M_F
25. Kidney Disease | ) HEALTH HISTORY YES NO
26, Difficulty Voiding Ll L]
27. Menstrual Difficulties | [J [J | Previous hospitalization 1 [
28. Sexual Dysfunction ] ]
29. Arthritis il ] | Previous Surgery(ies) [ El
30. Goiter / Thyroid Disease O ]
31. Migraine Headache O [J | Serious Iliness [ E]
32. Mental Miness Ef | El
33. Depression L] ] Serious Injury(ies) Ll I
34. Newvous Breakdown O =]
ALLERGIES History of Problems with Anesthesia:
(Drug or other) Latex Rubber: Skt D D
Oyes O Hu [ Unknown Family D D
Shellfish: Steroids ] O
QYes (No [ Unknown | Trapsfusion Reaction B Bl
e gt Pregnant Bl 1l
D Yes (INo () Unknown s
COMMENTS
PERSONAL HABITS (Check appropriate box)
[ Yes g Mo Do you repularly smoke? ] Cigareties [J Pipe [J Cigars  For how many yvears? How many?
_I:I Yes I:l__No Do you usually drink over 6 cups of coffes per day?
dYes ONo Do you regularly drink alcohol? [ 1oz perday (12 oz perday [(J 4oz perday [ over 6 oz per day
BEER: (11 botte perday [ 2 bowles per day ] over 4 bottles per day
_g Yes g Mo Do you have difficulty in falling asleep?  If yes, how often?
OYes (ANo Do you excercise regularly?




