EST PATIENT-NEW PROBLEM

Chief Complaint

D‘o'mlnant hand:
CJrighthand [JLeftHand [] Ambidextrous

Description of the symptoms (select only one)

Cpain CINumbness/Tingiing [ Jrracture Cstifness Other:
Shoulder [right  [Clieft pelvis Clright  [Cieft Neck M|
Upper Arm Clright  Cleft #ip Cright  Cieft upper Back O
Elbow Cright  CJLekt Thigh Oright  [Ceft mid Back O
Forearm Oright [Jteft Knee Oriaht  [Jleftlow Back O
Wrist Clright [Ceft LowerLeg Clwight  [ieft Buttocks 0O
Hand Clright [CJtert Ankle [Oright et vallgone O
Thumb. Olright et Foot Oright et
Index Clright [CJlekt GreatToe Oeright  [Cett
Middle Clright [CJteft 2nd Digit Oright et
Ring Clright [Cleeft 3rd Digit Oright [Tett
Pinky Clright  Clieft ath oigit [Cdaight [Ctett

5th Digit Orght et
History of Present Iliness
1. Is your problem the result of an Injury or accident?
Cno injury Chinjury Clinjuryatwork  JAutoAccident [ISportinjury  [Jprior Surgery

2. Are you reprasented by an attorney? [Jves[INo
3. Have you had a problem llke this before? [Jres [Jno
4, Have you been seen ¢n ER? []ves [JNo

5. Rate the pailn (10 being the most pain).
Oo Ta 02 3 0e Os Cls 708 Co o

6. Do the symptoms wake you from your sleep? [CJves [INo

7. Please describe the symptoms.

DOsharp Cloun [Cstabbing [CIrhrobbing
Daching Csuming Clshooting

8. What is the timing of the symptoms?
Ceonstant [CJintermittent {comes & goes)

9. Is the problem getting better or worse?
[CJGettingbetter  [JGettingworse  [Junchanged




10. What makes the symptoms worse?

CIsquatting [Knealing Csieting [TJeending Ostatrs Crwisting
[Cmoving CiyinginBed  [JRunning Clwalking Cathlaties CIstending
Cenpping Cuking [JReaching Overhead

11. Are there any other symptoms assoclated to this problem:

[Oredness Clerulsing Cswelting CINumbness [stittness Clumping
CJclicking DClocking [Cropping Clvingiing Cweakness Claiving way

staff Enter History (Please type full sentences)

Prior Treatment / Testing

Did you have any prior tests?
[ None Ox-rays COmn [CJeatsean CJeone scan [OInerve Test (EMG)

Did you have any prior treatments for this problem? {(Jves Ino

Review of Systems

Please Indleate if you have experienced any of the following symptoms In the last 6

months? [ INone for all Comments
NONE
1coN  [weighttoss Loss of Appetite Fatigue
2)EVE Blurred Vision Double Vision Vision Loss
3)ENT Hearlng Loss Hoarseness uble Swallowing
4)CARDIO | IChest Palni Palpitations
5) RESP Chronlc Cough Pneumonta Shortnass of 8reath
6)& . Heartburn, Ulcers Nausea, Vomiting Blood In Stool
7)GU Painful Urination Blood In Urine Kidney Problems
8) SKIN Frequent Rashes kin Uleers Lumps [IPsostasis
9) NEURO Frequent Falls Loss of Coordination Numbness
[Ichange in bowel Change In bladder Dizsiness

10)psveH  [Joepression/Amdety E;:""‘o’:'“'”' [Jsteep Disorder O

. . {C] Heat or Cold
a,z_)wn“d ”l:l Fever . intolerance ] Night Swaats 0
12)HEM  [Jeasy 8leeding [Jeasy ruising Clanemia O
Medical Questions
[CIvetat inbody [Jdaustrophoblc [Jpregnant
Clsleep Apnea Duseacrar Csnores

ts the patlent taking blood thinners? [Jves gNo )

lI’l\l\.‘lll.? HISTORY:
Please list any new maedical conditions you parents or siblings have been diagnosed with:




SURGICAL HISTORY :
Please list any new surgeries or hospitalizations since your last visit:

Enter all lnformatlon Into the Medlcal Information Tab

Plese list any new allergles you: -have developed slnce vour last visitt  [INone ~
Please lrpclude allergy and renctlon. .

Please llstsany changes to the madlcatlons you taka, slnce your Iast visit: . [CJNONE
Please Inciude Medtcatlon Name and Dosase. . )

Pleasa list any changes to the supplemeuts you take, since the last visit: . E]NONE
Please Include Supplement Name and Dosage. .

'ETase {ist any new medlcal condltlons you have been dlagnqsed wlth, slnce your last vlslt. .
NONE ; .

SOCIAL HISTORY

1. Do you smoke tobacco? ﬁ Dally [Joceastonally (] FormerSmoker [INever

2. Do you drink alcohol? [Joally [TJoccasionally [JRarely [CINever

3. Marital History: [Imarried [Jsingle [Joivorced [CJwidowed [Joomestic Partnership

4. Are you currently working? [Jves [JNo [TRetired [Jolsabled

Occupation: Employer: [JStudent




