U Dlgnlty Health® Mercy Orthopedic, Splne & Hand.Center
<DC> , 300 OId River Road, Suite 200
Mercy Orthopedic, Bakersfield, CA 93311

Spine & Hand Center 661.663.2300

dignityhealth.org/orthopedic-care

Patient Health History

Name: (LAST) (FIRST) (MIDDLE)
Today's Date:

Date of Birth: Age: Gender: [IMale [IFemale
[IRight-handed [Left-handed

Were you referred to our office by friend, relative, current treating physician or other? [Yes [INo
Were you treated as an emergency by one of our doctors prior to this visit? [IYes [INo

Doctors name:

Primary Care Physician (PCP) Name:

CHIEF COMPLAINT: (REASON FOR VISIT)

Date of injury: Where did injury occur:
Is this job related? [lYes [INo Ifyes, describe how it occurred:
Prior industrial injuries? [OYes [INo If yes, describe how it occurred:

Prior injury area of complaint? [lYes [INo If yes, describe injury:

Job Title: Length of employment in this capacity:

HISTORY OF PRESENT ILLNESS / INJURY:

(PLEASE CHECK ANY OF THE FOLLOWING THAT BEST DESCRIBE YOUR PROBLEM)

Area(s) of Pain:

[Right [Left [lHand [1Wrist [Elbow [IShoulder

[IBilateral [Hip [IKnee [Back [INeck [(IOther:_

Severity of Pain:

[]0-1 No pain [12-3 Mild pain [la-5 Discomforting [ 16-7 Distressing [ 18-9 Intense (110 Unbearable

Quality of Pain:
[ISharp [Dull [IThrobbing [1Burning [JAching

Duration of Pain:

[lIntermittent  [IConstant [IMinutes

Timing of Pain (makes pain worse):

[JWith Exercise [JActivity [INightly [JAt rest Sitting Walking

Modifying factors (makes pain better):
[JRest [JHeat [ICold [Elevation |Standing Sitting [IWalking



Context of Pain:

[lWorsening [JRecurrent Ulmproving
Associated signs:
[IBruising [INumbness [Tingling [IBuckling [Locking [I\Weakness

PRIOR TREATMENTS FOR THIS CONDITION: (PLEASE CHECK ALL THAT APPLY)

[INone

[INonsteroidal anti-inflammatory drugs (lbuprofen, Aleve, Celebrex, etc)

[INarcotic pain medications (Vicodin, Norco, Percocet, Tramadol, Oxycontin, Fentanyl patch, etc.)
[JOther medications (Neurontin, Cymbalta, Amitriptyline, Steroids, Muscle Relaxants, etc): which ones?
[IPhysical Therapy (hand, wrist, shoulder, knee, etc): which ones?

[J Injections (hand, wrist, shoulder, knee, etc): which ones?

[IChiropractic: name of doctor:

[JPain management specialist: name of doctor

[IDislocating

[JOther Treatments (acupuncture, homeopathic, herbal, other):

[ISurgery (include specific details in past surgical history, page 3)

[IFractures:

[JHave you ever had local/general anesthesia:
Any problems with anesthesia:

Spine Patients ONLY:

[ISpinal injections (epidural, facet joint, other): type of injection
[Yes
How long did pain relief from injection last?

Did pain get better after injection?

[ISpinal Surgery: List type of surgery, when it was done and name of surgeon:

PAST MEDICAL HISTORY:

Last physical exam:

Other specialty physicians:

[Yes
[Yes

[INo
[INo If yes, describe problem:

[INo

ILLNESSES: Please place a checkmark if you have or have had any of the following illnesses:

[JAcid Reflux
[JAlcoholism
[JAlzheimer’s
[JAnemia
[JAneurysm
[JAngina

[JArthritis
[JAsthma
[IBleeding Disorder
[1Blood Clot

[OBroken Bones

[IDepression
[JEpstein Barr
LFibromyalgia
[lGlaucoma
[1Gout

[IHeart Disease
[THeart Murmur
[lHeart Pacemaker
[Hepatitis
[IHerniated Disc
[IHiatal Hernia

Clrregular Heart Beat
[Keloids

[Kidney Problems
[Liver

[JLupus

[IMigraine

[IMitral Valve Prolapse
[IMyelopathy
[OMyocardial Infarction
[INervous Condition
[1Osteoarthritis

[JPeripheral Vascular Disease
CPhlebitis
[IRheumatoid Arthritis
[IScoliosis
ISeizures
ISkin Problems
ISpinal Stenosis
ISpondylolisthesis
[IStomach Ulcer
[IStroke

CTuberculosis



[JCancer

[ICerebral Palsy
[JCurrently Pregnant
[IDegenerative Disc

[JHigh Blood Pressure
[JHigh Cholesterol
OHIV

[JOsteoporosis
[IParkinson’s

[IPeptic Ulcer

[Valley Fever

[1Other llinesses

CINo illnesses

PRIOR SURGERIES: Please place a check mark if you have had procedures on any body part listed. Please include the

specific procedure, right/left or bilateral and approximate date, in the space provided.

[JAbdominal
[JAmputation
[JAnkle
LJAppendectomy
LJArm

[IBack Surgery
[1Biopsy
[JBladder
[JBowel

[IBreast
[JCardiac (Heart)
[ICarotid
[ICarpal Tunnel
[JCataracts

[JOther Surgeries

[JDental
[IDermatology
[IDiscectomy
[IEIbow

[IFeet

[IFinger

[IFracture
[Gallbladder
[JHand
[lHead/eyes/ears/nose/throat
[IHeart Stent
[IHernia

[Hip

[IHip Replacement

[IKidney

[IKnee

[IKnee Arthroscopy
[IKnee Replacement
[JLaminectomy
[ILiver

[lLungs

[JOB/Gyn (Female)
[JPacemaker
[JParathyroidectomy
[IPlastic Surgery
[IProstatectomy
[/Rectal

[IShoulder

MEDICATIONS: Prescription, over-the-counter, vitamins and herbals.

[IShoulder Replacement
[ISpinal Fusion
[ISpleen Removed
[IStomach
[ITesticle

[IThyroid
[ITonsillectomy
(Trachea

OUIcers
[JVasectomy
[Vertebral

[IDisc Replacement
[IWrist

[INo past surgical history

Name

Strength

ALERGIC/IMMUNOLOGIC: List food/environmental allergies.

[INo known allergies

[Latex sensitivity/allergy

Substance

Effect




FAMILY HISTORY: Please place a check mark if there is a family history of the following:
Family Member: Father — F, Mother — M, Sister — S, Brother — B, Extended Family - E

[JAlcoholism [ICancer-Breast [IDiabetes [JHigh Cholesterol
LAlzheimer's [ICancer-Colon ____ [Gout [Kidney Problems
UArthritis [ICancer-Other [IHeart Disease ____ [IMalignant Hyperthermia _
[IBleeding Disorder [ICancer-Prostate [High Blood Pressure ['Spine Problems __

[IOther family history of ____

SOCIAL HISTORY:
[JWork in the home [IStudent
[ISingle  [IMarried [IDivorced

[JEducation (years and degrees):
[ISeparated [IWidowed

[INo family history

Do you live alone? [lYes [INo

Do you exercise? [I1Daily [IWeekly [IMonthly [INever
Hobbies:

What types of exercise and /or sports:

Are you on a special diet? [IYes [INo Describe:

Drink alcohol? [OYes [IJNo [Formerly If “yes” or “formerly”, how often?
Do you smoke? [lYes [INo [IFormerly If “yes” or “formerly”, how often?
Do you use illegal drugs? [lYes [INo If “yes”, which one(s)

Are you adopted? [IYes [INo

Women: Are you pregnant? [lYes

[INo Last menstrual cycle:

REVIEW OF SYSTEMS: Please indicate if you have any of the following conditions or symptoms

Cardiovascular

[IChest pain

[JElevated Blood Pressure
Clirregular Heartbeat/Palpitations
[lLeg Edema

[ISyncope

Gl — Gastrointestinal
[IBlack Tarry Stools
[1Bowel Incontinence
[IConstipation
[IDiarrhea
[Jaundice

[INausea

[JRectal Bleeding
[Vomiting

Constitutional
[IChills

[IDecreased Appetite
[IFatigue

[IFever

[INight Sweats
[JWeight loss

GU - Genitourinary
[IDifficulty Urinating
LIFrequently Urinating
[IKidney Stones
[ISexual Dysfunction

[IUrinary Incontinence

Metabolic/Endocrine

[JAdrenal Insufficiency

[Diabetes (Insulin Dependent)
[Diabetes (Non-insulin Dependent)
[JOsteoporosis

[JThyroid Disorder

Head/Eyes/Ears/Nose/Throat
[Blurry Vision
[IDifficulty swallowing

IDouble vision

IHearing Loss

IHoarse Voice

INose Bleeds

IRinging in ears

[TWears glasses/contacts



Hematologic/Lymphatic
[JAnemia

[IBleeding

[IBruising

[INode swelling

[ISlow to heal after cuts

Neurologic
[IDizziness
[JHeadaches
[CONumbness
[ISeizures
[IStroke
Tingling

Skin

[JChronic wounds
[JRash

[JSkin Lesions

[lUlcerations

Psychiatric
[JAnxiety
[JConfusion
[IDepression
[lInsomnia
[IMemory Loss
[Suicidal Ideation

Musculoskeletal
[1Back pain
[IDifficulty walking
[Fibromyalgia
[Joint pain
[IMuscle Cramping
[JMuscle weakness
[INeck pain

Respiratory

[JCough
[JHemoptysis
[JOrthopnea
[UShortness of Breath
[\Wheezing



