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OPELOUSAS ORTHOPAEDIC CLINIC FOR OFFICE USE ONLY
' DR:

Patient Name: Date:

_ } CHART NO:;
Age_ - Height: Weight: Sex: Race:
Occupation Employer How long Employed
( )YRIGHT ( )LEFTHANDED Education:
Where is the pain located? { )Right ( ) Left
When did the pain start? If injury, how and where did it happen?

Did you see adoctor? ( ) Yes ( )No Doctor's Name if yes:

Were any test done (x-rays, MRI, blood work) for this problem? ( ) Yes ( ) No If Yes, when and where?

Have you had any previous problems to this area? ( ) Yes ( )No If so, when?

Do you have an attorney for this injury? { ) Yes ( ) No If so, attorney's name:?

MEDICAL HISTORY OF PRESENT PROBLEM WHICH IS THE PRIMARY REASON FOR YOUR VISIT TODAY:
PLEASE CHOOSE ONLY 1 BODY PART

Side: Left, Right or Bilateral Knee 00O
Neck [] | Shoulder QO QO Wrist OQOQ UpperLeg OO0 (OFracture
Upper Back [] | UpperAm QO QHand QQQ Lowerleg OQQO QPain
Lower Back [[] | LowerAm QO QQ Forearm QO Ankle OO0 (O Sweliing
Tail Bone [ ] | Elbow OQOQO Hip OO QO Foot OO0

When did Symptoms First Appear? Date or Approximate Date Is condition getting worse? (Oyes Ono
Your symptoms are aggravated by: Have you ever had these
[Jvending [Jclimbing stairs Ddteg.cending [Jiting  [Jmovement symptoms before? QOyes Oro
stairs
[Jpushing [sitting [standing [Jwalking other L |
Your symptoms are relieved by: pain
. R prescription

[Jbrace/splint [ Jetevation [Jexercise [Jheat ice Jinjection [Jmassage [Jmeds

mobili OTC meds hysical rest stretching other
Omoviity ] Opysical O O i
Severity of pain from 1 to 10 with 10 being the worst average at its worst
Type of pain:
[Jaching [Jburning CJdut [Jstabbing [Jsharp [Jthrobbing
[Jshooting ~ [pinsineedles  []stifiness eramps  [Jnumbness  other ‘ ‘

Have you had other treatment for this problem? (Qyes Qno
If yes:

X-rays within PIaceL ‘ MRI or CT Scan Place
I:]Iasat Gys months I:Iwithin last 6 months
[]Prescribed [JPhysical Therapy []Surgery [JMassage [JChiropractic [Jinjections []Bracing
meds

Is your current problem injury related? (Oyes Ono  [f yes, date of injury:
Cause of injury: (Q)Work Accident (O CarAccident (O Home Accident
() Sports Activity (O School Activity OOtherL T




CONFIDENTIAL PATIENT PROFILE

Pharmacy Name

Pharmacy

Pharmacy Address

Phone Number

NN

Street or PO Box Number

City

State Zip

i "CURRENT MEDICATIONS: Please iist ail current medications. IF UNSURE, CALL OR EMAILAN ACCURATE LIST AS SOON AS POSSIBLE
i e Piease Include vitamins, over the counter medications and supplements.
MEDICATION DOSAGE FREQUENCY MEDICATION E)-éSAGE — ;;EQUENCY —
1 6
2 7
3 8
4 9
5 10
‘l PAST MEDICAL H|STORY }P'Ffie,_check all that apply)
__1 Acid Reflux ] Emphysema [ Rheumatoid Arthritis
C1AIDS/HIV [ Fibromyalgia ] Osteoporosis
1 Alcoholism [ Galibladder Disease (1 Other lung problems
[_]Alzheimers ] GERD (] Parkinson’s Disease
[]Anemia [ ] Gout [] Peptic Ulcer Disease
[ Angina (Chest Pain) ] Hiatal Hernia ] Psoriasis
[ Atria! Fibrillation ] Heart Murmur [ Peripheral Vascular Disease
[ ] Arthritis (] Hepatitis [ Polio
[]Asthma (1 High Blood Pressure ] Renal Disease

{ _1Enlarged Prostate
[]Bleeding Disorders

[l Cancer. Djj]

What Type Year?

[] Cerebrovascular Accident (Stroke)

[[1Congestive Heart Failure
L 1COPD

[] Coronary Artery Disease
[ Crohn’s Disease

{1 Depression

[] Diabetes

[1Drug Abuse

[ DVT/PE (Blood Clot)
[1Eating Disorder

Have you ever had any of the following?

[] Inflammatory Bowel Disease
] Irregular Heartbeat

[ Juvenile Rheumatoid Arthritis
[ Kidney Disease

[] Liver Disease

] Lyme Disease

[1 Migraine Headaches

[] Mitral Valve Prolapse

] Motion Sickness

] MRSA (Staph Infection)

1 Multiple Sclerosis

[ Heart Attack
] Obesity

(1 Osteoarthritis

Year?

] Scoliosis

[ Seizure Disorder D:]:D

Year of last seizure?

[1 Shortness of Breath

I Lupus

[1Sleep Apnea

L] Spinal Stenosis

1 Spondyloarthropathy

(1 Thyroid Disease

[1 Tuberculosis

[ Valvular Disease

[1High Cholesterol

[ Other llinesses Not Mentioned

COMRI [IX-Ray [JEKG [BoneScan [JEMG/Nerve Conduction [JUltrasound [ICT/CAT Scan
[IProblems with anesthesia ] Injured by a metallic object or foreign body [ Stress Test

If yes to any above, please explain: | ‘
[FAMILYHISTORY . ]
ClArthrits  [IHeart Attack  [] Cancer | | [] Diabetes L] DVIPE  Other |

NAME

Type
CHART #:

(Blood Clot}




CONFIDENTIAL PATIENT PROFILE

irggsﬁésﬂﬁG'E'Ri'ES?(PIease.note year and side where applicable)

Side:

Side:
Left, Right Left, Right
Year  or Bilateral Year or Bilateral

L] ACL Surgery 1 0OR® [] Gastric bypass ]
(] Angloplasty ] ] Hernia repair ]
[J Angio with stent ] [ Hip replacement 1T 0O0®
[] Appendectomy [ [1 Knee replacement [ 1 O®
[ Arthroscopy ankle 1 O® [] LASIK [ T O®
[J Arthroscopy elbow 1 O0O® ] Meniscus surgery 1T 0O®
[ Arthroscopy hip [ 1T O® [] Muscle biopsy [ T O®
(1 Arthroscopy knee 1T O® [1 Pacemaker 1
[] Arthroscopy wrist [ T O® [] Rotator cuff repair [ TO®
[J Arthroscopy shoulder L 1T0O® [J Small bowel resection [ 1]
[J Coronary artery bypass graft [ [ Thyroidectomy 1]
[] Cardiac valve replacment [ | [ Tonsillectomy [ ]
(] Carpel tunnel release [ T O® [] C-section L]
[] Cataract extraction 1T O® (] Tubal ligation ]
[] Galibladder surgery ] [] Hysterectomy ]
[1 Colectomy ] [ Prostate surgery
L] Colostomy ] ] Shoulder reptacement ]
(] Fracture Repair 1 O® (] Backineck surgery 1

What bone? [ Dorsal Column Stim Pain Pump[ ]
Other surgeries not listed above
TYPE OF SURGERY YEAR TYPE OF SURGERY YEAR

3
4
ALLERGY REACTION ALLERGY REACTION

Do you have an allergy to: Latex - OYes (ONo Contrast Dyes - (O Yes (ONo lodine / Shellfish O Yes (ONo

(O mMarried ) Divorced () Partner | ALCOHOL LAm T{Pe _ Eecreational Drug Use
O single ) Widowed OYes O Mo :““ per day ist:
ast drink
] Sons _ Daughters Tvoe
Number of Children D:, E:I TOBACCO yp
OYes O No Amount per day
For Wo :
Isol;'lerer:e:hance you O Yes O No Years USéd
may be Pregnant? L Year quit
NAME Height
CHART #: Weight.



CONFIDENTIAL PATIENT PROFILE
GENERAL HISTORY: (Review of Systems): Please check if any of these apply

CONSTITUTIONAL.: CARDIOVASCULAR: INTEGUMENTARY: METABOLIC/ENDOCRINE:
|:|Chills |:|Fatigue |:|Chest Pain |:|Contact allergy |:|Cold intolerant
Cdrever [Imalaise [CIcyanosis Clitehy skin [JHair Loss
|:|Night Sweats |:|Heart Murmur DRash |:|Heat intolerant
[weakness O 'fgg?p‘i‘t'zt'.-g‘ﬁ artoeat [JSkin infections [INoue of the above apply
|:|Weight Gain |:|Leg Swelling |:|Skin lesion Other ‘ T
I:]Weight Loss DSy ncope |:|None of the above apply
[None of the above apply [INone of the above apply Other | |
Other } | Other {
HEENT: GASTROINTESTINAL: NEUROLOGICAL: PSYCHIATRIC:
[CIBIurred Vision [CJAabdominal pain [ pifficuity walking CJanxiety
[CJDoouble Vision [C]constipation [C]Dizziness [CJDepression
[Dysphagia St [IBlack tarry stools [CJPoor coordination [Cinsomnia
[CJEar drainage D Diarrhea [IMemory loss Other [
[JFacial pain [JHeartburn [Ctuscle weakness HEMATOLOGIC:
DHeadache |:|Jaundice |:|Paresthesia {Tingling) E]Bleeding
|:| Hearing Loss |:| Loss of appetite |:| Seizures |:| Bruising
[CdHoarsness [CNausea [Jrremors [CINone of the above apply
|:| Nasal congestion |:|Vomiting Dummw Other ’ 7
[CJRinging in ears [CINone of the above apply Other L ’
|:|Vertigo Other }
|:|Vision loss
D None of the above apply
RESPIRATORY: GENITOURINARY": IMMUNOLOGICAL
[CIchest pain (respiratory) | Jpysuria (Painful Urination) [CJasthma [[]Bee Sting allergies

|:|Cough

|:|Dyspnea (Difficulty Breathing)

|:| Recent Infections

|:|Known TB exposure

|:|Wheezing

[CINone of the above apply

Other {

|:| Frequent urination
[CJHematuria (Blood in Urine)
D Urge incontinence

[Jurinary incontinence

|:| None of the above apply

Other '

DContact dermatitis
[CJEenvironmentat allergies
|:|Food allergies
|:|Seasona| allergies
[Inone of the above apply

—{ Other L '

Patient Signature

Date

20

By my signature, | verify all the above information is correct to the best of my knowledge.

NAME:

CHART #:




PT NAME:

ACCT NO:

REVIEW OF SYSTEMS:

NO / YES Urinary

(

P S S N T

=
O
<

} Incontinence of urine

} Pain or burning on urination

} Frequent urination-day/night

)} Kidney stones

)} Urinary tract infection

} Extreme urge to urinate

} Difficulty starting and stopping stream

ES Musculoskeletal

|
l

P e N R e S Y T e T e T i Y
T Vagtt Vgt gt Vet Vst mgat Nt Npgut®
e T R e T e N e S T Y

} Muscle pain

} Neck pain

} Shoulder or arm pain
)} Back pain

)} Pain down legs

} Pain in joints

} Swelling of any joints
) Redness of any joints
) Stiffness of any joints




WHERE IS YOUR PAIN NOW?

Mark the areas on the diagram below where you feel the described sensation using the appropriate symbol:

ACHE NUMBNESS PINS & NEEDLES BURNING STABBING
AAA 000 — XXX il
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VISUAL ANALOG SCALE (VAS)

PLEASE MARK ON THE LINE WITH AN ‘X’ THE DEGREE OF PAIN YOU HAVE NOW

No Pain Worst Pain
ARE YOU NOW: BETTER: WORSE: SAME: SINCE THE PROCEDURE/INJURY
Signature: Date:



