Patient Name: ____________________________ Chart Number: ___________________


Carrollton Orthopaedic Clinic, P.C.

Medical History Form

Today’s Date: ___________________ Age: _______ Date of Birth: _____________________

Medical Doctor: _____________________________ Referred By: ______________________

PRESENT PROBLEM:

Chief complaint/What hurts? _____________________________________________________

Did you have an injury? ( Yes ( No
If so, when? ____________________________________

How did injury occur? __________________________________________________________

HAVE YOU EVER HAD/HAVE ANY OF THE FOLLOWING PROBLEMS?

(   Heart Attack
(   Heart Disease
(   Seizures
(   Asthma
(   Anemia

(   Tuberculosis
(   Liver/Jaundice
(   Stroke
(   Anesthesia
(   Kidneys

(   Lung Disease
(   Stomach Ulcers
(   Diabetes
(   Migraines
(   Cancer

(   Head Injury
(   Bleeding Disorder
(   High Blood Pressure

Did you have treatment for any of the above? ( Yes ( No

If yes, please explain: ___________________________________________________________

PLEASE LIST ANY PREVIOUS SURGERIES:

_____________________________________________________________________________

_____________________________________________________________________________

MEDICATIONS:

  DOSAGE:

REASON FOR MEDICATION:

__________________
______________
___________________________________

__________________
______________
___________________________________

__________________
______________
___________________________________

__________________
______________
___________________________________

Do you have any allergies? ( Yes ( No
Name of medication: ________________________

SOCIAL HISTORY:

Marital Status

( Single
( Married

( Divorced
( Widowed

Children

( Sons ____
( Daughters ____
( None

Living Situation
( Alone
( With Friends
( With Spouse/Family

Drink Alcohol

( Frequently
( Occasionally
( Never

Smoke
( Yes ( No
If yes, _________ packs per day.

Are you ( Right-Handed or ( Left-Handed?

Sports activities you enjoy: _______________________________________________________

Type of work that you do: ________________________________________________________

FAMILY HISTORY:



Age

      Diseases


      If deceased, cause of death

Father

____
___________________________
_____________________________

Mother

____
___________________________
_____________________________

Brother(s)
____
___________________________
_____________________________

Sister(s)
____
___________________________
_____________________________


