
Orthopedic Sports Specialists 
Patient History & Practice Admission Form 

 
Name:_________________________ Birth Date: __/__/__  Today’s Date: __/__/__ 
Your home town: ___________________ 
What is the Current Problem? _______________________________________________ 
________________________________________________________________________ 
When did it begin? __________ Who has treated you for this? _____________________ 
What Pharmacy do you use? _______________ Phone ____________ Town: _________ 
 
 Current Medications: 
Drug Dose Rx- MD Taken For Date Rx 
     
     
     
     
     
     
     
     
     
 
 Medication Allergies:        □ No Known Allergies 
Drug Reaction Date of Reaction 
   
   
   
   
 Your Other Doctors (including primary doctor) 
Name Specialty Phone # Fax# Address 
     
     
     
     
 
Social History – Circle all that Apply: 
 
Alcohol Denies- Heavy-Moderate-Occasionally-Never 
Drug Use: Past-Present     What: _______________ 
Education: High School-College-Graduate School-Physician 
Employment: Full time-Part time- Retired- Disabled-Student- Unemployed Profession:________________ 
Marital Status: Married-Divorced-Single-Significant Other-Widowed 
Tobacco: None Smoker- Cigarettes ( <1 PPD, 1-3 PPD, >3 PPD)-Cigar-Chew-Quit: _______ 
Children: None-Number:______    Exercise: <3 x week, > 3x week, None 
 
 
 
 
 
 
 
 
 
 
 



Name:_________________________ 
 
Your Illnesses & Hospitalizations – Circle all that Apply 
 
Alcoholism 
Alzheimer’s Disease 
Anemia  
Aneurysm 
Arthritis 
     Rheumatoid 
     Osteoarthritis 
Asthma 
Bleeding Disorder 
Cancer   
     Where_____ 
     Chemotherapy 
Cerebral Palsy 
CVA/Stroke 
Cholelthasis 
COPD/(Chronic 
Pulmonary Disease) 
 
 
 
 
 
 
 

Depression 
Diabetes- Insulin 
    Diabetes-medications 
    Diabetes-Diet 
Diverticulitis 
Eyes- Glaucoma 
Eyes- Macular 

Degeneration 
Fibromyalgia 
Gastric Ulcer 
GI Bleed 
Gout 
Heart Disease  

Angina  
Arrhythmia 
Heart Murmur 
Heart Valve Disease 
Mitral Valve 
Prolapsed 
Myocardial 
Infarction (Heart 
Attack) 

 
 
 

Hepatitis  Type____ 
Hiatal Hernia 
Hypertension High 

Blood Pressure)  
Hepatitis  Type____ 
Hiatal Hernia 
Irritable Bowel 

Syndrome 
Liver Disease 
Lyme Disease 
Migraine Headaches 
Sleep Apnea 
Osteoporosis 
Pancreatic Disorder 
Parkinson Disease 
Peripheral Vascular 

Disease 
Pneumonia 
 
 
 

Polio 
Polymyalgia Rheumatic 
Prostrate hypertrophy 
Pulmonary Disease 
Renal Disease 
    Dialysis 
Rheumatic Fever 
Seizure Disorder 
Skin Disease 
Syncope 
Thromboembolism 
Thrombophlebitis 
Thyroid Disease        
Hyperthyroidism 
TIA/ Stroke 
Tuberculosis 
Varicose Veins 
 
 
    
      
 
 
 

    
 
Family History- Circle all that Apply 
Alzheimer 
Ariourysius 
Arthritis 
Bleeding Disorder 
Blood Clots 
Breast Cancer 
 

Cancer 
Circulatory Problems 
Diabetes 
Genetic/ Hereditary 
Disorder 
GI Disease or Ulcer 
 

Gout 
Heart Disease 
High Cholesterol 
Hypertension 
Kidney Disease 
Leukemia 
 

Obesity 
Psychiatric disorder 
Seizure Disorder 
Stroke 
Tuberculosis 

 
Other Orthopedic Problems R/L or Both Date of Onset 
   
   
   
   
   
 
Past Orthopedic Operations R/L or Both Date of Surgery 
   
   
   
   
   
 


