BON SECOURS PIEDMONT ORTHOPAEDIC ASSOCIATES — Past Medical History Form

Full Name: Date of Birth: Primary Care Physician:
CURRENT MEDICATIONS INCLUDING SUPPLEMENTS

1. 4. 7.

2. 5. 8.

3. 6. 9.
ALLERGIES (List allergy and the reaction you have)

Allergy 1. 2. 3.

Reaction 1. 2, 3.
PAST SURGICAL HISTORY (List all past surgeries and the date/place/surgeon to the best of your knowledge)

1. 3.

2. 4.

MEDICAL HISTORY (Circle all medical conditions for which you see a physician and/or take medication for)

Cancer - Year? Type? Medication?

High Cholesterol Thyroid Sleep Apnea- CPAP Yes/No Diabetes Neuropathy Seizures Gout Hepatitis Osteoarthritis Osteopenia Osteoporosis
High Blood pressure Liver Disease AIDS/HIV Asthma COPD/Emphysema Kidney Disease Angina Congestive Heart Failure  Fibromyalgia

Pacemaker/Defibrillator  Atrial Fibrillation Aspirin Use Heartburn/Ulcers = Rheumatoid Arthritis Staph/MRSA Year? Body Part?
LIST ANY OTHER CONDITIONS FOR WHICH YOU SEE A PHYSICIAN IN THE SPACES BELOW:

1. 2. 3.
CIRCULATION QUESTIONS  Heart Attack: Year? Heart Stents? Leg Stents/Bypass? Heart by-pass surgery/CABG: Year?
Stroke- Year? Blood Clot(s) - Year? Location Lungs Aspirin Use Vitamin Supplement:
Cardiologist Name: Blood Thinners?

FAMILY HISTORY Do any of your immediate family members have significant health problems or illnesses? If so, who and what?

SOCIAL HISTORY Occupation: Current Marital Status? M | W | D | S Do you live alone? Yes / No

Alcohol Use: Yes/No  # Glasses of Wine: ____ # Cans of Beer: ____# Shots of Liquor ____ Do you smoke: Yes/No QuitDate: ___ How many packs/day:____
Smokeless Tobacco: Yes/No Years: ___ Quit Date: _____ History of Drug Abuse: Yes / No

REVIEW OF SYSTEMS (Circle any of the following problems you presently have)

Constitution NONE Fever Chills Weight Loss Fatigue Excessive Sweating Weakness

Skin NONE Rash Itching

Head/Ears/Nose/Throat | NONE | Headaches | Hearing Loss Ringing in Ear Ear Pain Ear Discharge Nosebleeds Congestion Sore throat
Eyes NONE Blurred Vision Double Vision Light Sensitivity Eye Pain Eye Discharge Eye Redness ‘
Cardiovascular NONE | Chest Pain Irregular Heart Beat Shortness of Breath Poor Blood Flow Leg Swelling
Respiratory NONE Cough Blood in Mucus Sputum production Shortness of breath Wheezing
Gastrointestinal NONE | Heartburn Nausea Vomiting Abdominal Pain Diarrhea Constipation Blood in Stool ‘
Genitourinary NONE Painful Urination Urgency Frequent Urination Blood in Urine Flank Pain
Musculoskeletal NONE Muscle Pain Neck pain Back pain Joint pain Falls

END/HEME/Allergy NONE Easy Bruise / Bleed Environmental Allergies Excessive Thirst

Neurological NONE Dizziness Tingling Tremor Sensory change | Speech change Focal weakness Seizures Altered state of mind
Psychiatric NONE | Depression | Suicidal ideas | Substance abuse Hallucinations Anxiety Insomnia Memory loss
Patient Signature Date

MD Initials Date MD Initials Date

MD Initials Date MD Initials Date

MD Initials Date MD Initials Date




