M A RIULTILO

Bone & Joint
Clinic LLD.

PATIENT HISTORY

First Last DOB Age

Height Weight [OMale [Female Hand Dominance:  [JRight [JLeft

Who referred you to the clinic?

Pharmacy name and address:

List all current medications and dose (include non prescription and herbal supplements). [ ] None [] List Attached

Medical History: (Please include any medical conditions you have been treated for.)

[JHigh Blood Pressure [JHeart Problems [JHistory of Steroid Use [JGI Disease OGout

[CJHigh Cholesterol [CIDiabetes [JHistory of Blood Clots [JStroke [ Thyroid
[CIKidney Disease [CJLung Problems [CJcancer (type) [JAsthma [CJHIV/AIDS/Hepatitis
[CIstomach Ulcers [CJRheumatoid Arthritis Other [ONeurologic Disease COMRsA

Use of Alcohol Use of Tobacco

[ Never [ Never

[ Rarely [ Previously, but quit

D Moderate D Currently

O Daily packs per day

Family History: Do any immediate family members have or have had:

[CIBlood Clots or Pulmonary Embolism [CJArthritis [JStroke [cancer
[CJAnesthesia Problems [CJHeart Trouble [CIDiabetes

Do you have any drug allergies? OYes [No

List drug allergies

Past Surgeries/Dates:

Date of Injury: Result of: O Sports O On the Job O Auto accident

H id injur r?

Injury Location: OO0 Right O Left

[Finger [OHand [ Wrist O Elbow OArm COShoulder

OHip OLeg O Knee O Foot [JAnkle OToe
What symptoms are you experiencing?

CLocking OGrinding O Catching [J Weakness O Popping

CONumbness OStiffness OOther

Have you had any studies or testing for this injury?
O X-ray OMRI OCT OEMG/NCV OOther

Pl n f th ies:






