
OSMC Physician:

Date: ____________    

Legal Name: ________________________________ Date of Birth: ___________ Height: _______  Weight: ______

Medication History:  Please list the name of all medicines (include vitamins, over the counter medications and birth control) which you are currently taking.

 I am currently not taking any medication. 

Allergies:   Please include all drug and anesthetic allergies.  I have no known drug allergies.

Drug/Other Reaction Drug/Other

Orthopedic Surgeries:   Please include all orthopedic surgeries you have ever had in your lifetime.

Date Surgery/Procedure               Location/Physician

Interventional Pain Procedures:   (Epidurals for pain, Radiofrequency, Neuro Stimulators, Implantable Pain Pump, etc.)

Date Surgery/Procedure                Location/Physician

Other Hospital Admissions/Procedures:  Please include other surgeries or hospitalizations you have ever had in your lifetime.

Surgery/Procedure/Hospitalization

Anesthesia:   Please check any of the following conditions you have had or now have:

 Previous anesthesia reaction.  Please indicate the type of reaction you had: ___________________________________

 A family member has had anesthesia reaction.  Please indicate type of reaction: _______________________________

 I wear dentures 

Latex Allergy:      I have had or now have repeated reactions to latex.Yes  No 

Please indicate what caused your reaction: ________________________________________________________

Type of reaction: ______________________________________________________________________________

Do you handle other rubber items without reaction?  Yes  No  _______________________________________

Have you ever had a blood test for latex allergy?  Yes  No  Date: _____________  Results: ________________

continue on back

Appointment Date: 

    Drug/Medicine    Drug/Medicine

Reaction                  

MEDICAL HISTORY & ORTHOPEDIC SCREEN                                   

           Date/Age

    Drug/Medicine     Drug/Medicine
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Fractures/Dislocation:   Please list any fractures or dislocation with approximate date or age they occurred.

Musculoskeletal History:   Please check any of the following conditions you have had or now have:

 Amputations  Degenerative Joint Disease  Joint Infection  Osteoporosis

 Arthritis  Dislocated Joints  Known Bone Cyst  Rheumatoid Arthritis

 Brittle or Soft Bones  Fibromyalgia  Neck Pain/ Problems  Ruptured disc/Sciatica

 Chest Deformity  Gout/Pseudo Gout  Osteomyelitis/Bone Infection  Spinal Curvature/Scoliosis

Past Medical History:  If you have had or have any significant illnesses, please check the condition or list if not included below:

 Thyroid Disease   Pacemaker ICD(Internal Cardiac Defib)  Peripheral Vascular Disease (PVD)  Cancer 

Type:  ___________________ Type :_________ Model :__________  Stroke/CVA  G.I. Bleeding

 Asthma  Hypertension/High Blood Pressure  Sleep Apnea 

 Diabetes Type :  ___________  High Cholesterol  MRSA Date:__________   Uses C-PAP Machine

Controlled by:  ________________  MI/Heart Attack Details : _________________________________________________

 Coronary Artery Disease (CAD)   VRE Date:  ___________    

Details : _________________________________________________

General History: 

 AIDS  Congestive Heart Failure  Liver Disease  Pneumonia

 Anemia  Depression  Lyme Disease  Polio

 Bladder Disorder  Down's Syndrome  Multiple Sclerosis  Renal/Kidney Disease

 Bleeding Disorder  Emphysema/COPD  Muscular Dystrophy  Rheumatic Fever

 Bronchitis  Head Injury  Myasthenia Gravis  Seizure Disorder

 Cerebral Palsy  Hearing Disorder  Peptic Ulcer  Shingles

 Colitis/Crohn's/Ulcerative Colitis  Hepatitis Type - (circle)  A   B   C  Peripheral Neuropathy

 Tuberculosis  Other: ____________________________________________

Who is your cardiologist? ________________________________________                 I do not have a cardiologist.

Date of last Tetanus Immunization: __________________________________

For Female Patients:  Age at onset of menstruation: _________________ Age at onset of menopause: _______________

Social History:   Please indicate your approximate use or intake of the following:

Tobacco:  No  Yes   Cigarettes/Cigar/Chewing Tobacco     #_____  (packs) per day    How Long? _____  Date Quit: ________

Alcohol:   No   Yes  _______ drinks per  Day      Week    Month Date Quit:  ________

Other substances/recreational drug use : No   Yes  Type: ____________________________________                Date Quit:  ________

Caffeinated Beverages:  No  Yes  _______ drinks per  Day      Week   Month

Have you  traveled out of the U.S. in the last year?  ________________ If Yes, where? _________________________

Home Environment:   Single-level     Multi-level  Apartment with stairs   Ground level  apartment

 Lives alone      Lives with spouse or other relatives      Assisted Living      Nursing Home       Retirement Home

 Lives with other adult(s) able to provide care      Caregiver for person living in my home

Work Situation:  Part Time   Full Time   Self Employed   Unemployed    Retired    Occupation: ______________________

List Sports: _____________________________________________________________________________

Family History:   Please indicate all medical conditions of father, mother or siblings.  
Health Condition(s) If Deceased: Cause and Age at DeathFamily Member

Student:  Full Time      Part Time Which school do you attend? ___________________________________
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