.« — . - le . n:ﬁﬂ DATE . DocTor
Patient Registration Form ‘ _ S
:u_.mbmm _u_a_z._. IN BLACK uzx AND ANSWER >_._. ocmm._._ozmu

[ISTHIS vamrmz >ﬁmwmoz>_.=f¢m< OR WORK RELATED?-IF YES, STOP-AND Emowz _am.umv.moz_m.—. g

NAME | - Iogm PHONE
ADDRESS _____ . APTHE__ . WORKPHONE _

cry L " EMPLOYER
STATE ZIP EMAIL OCCUPATION
DATE OF BIRTH __AGE_-___ OCCUPATION BEFORE RETIREMENT .

0 MALE O FEMALE - - - SOCIAL SECURITY # 0 = = o o

SECOND ADDRESS

NAME _ ) HOME PHONE
ADDRESS APT# " WORKPHONE

CITY _ _ STATE _ ZIP

GUARDIAN OR EMERGENCY CONTAGT: R
. NAME - _ : - S - STATE

|  ADDRESS " o - . PHONE#_
SR gy e e e mm_.ﬁ_ozw.._ﬁ
. w .
PRIMARY INSURANCE:

.!mU_oEﬂm v>._._mz._.m ZmU_O>Wm a

“PHONE %

e PR - POLICY/ ID#.
CoE ‘ ' GROUP#

Czp . - POLICY OWNERS z>_sm
B " POLICY OWNERS S&#. .
" POLICY OWNERS DATE OF BIRTH

SECONDARY INSURANCE: “RELATION TO INSURED: ~ SELF SPOUSE - CHILD OTHER
oo | POLICY OWNER'S NAME
INSURANCECO. ___; ’ POLICY OWNER'S DATE OF BIRTH

L . POLICY OWNER'S §S # - -
ADDRESS . PHONE #

CITY ‘ . POLICY /ID #

STATE _ZIP - GROUP# OR EMPLOYEE

CHECK ONE: HMO O rrPO D DID YOU BRING A REFERRAL SLIP? O <mm O NO

GETTING TO KNOW YOU: HOW DID YOU HEAR ABOUT THE FLORIDA KNEE AND ORTHOPEDIC CENTERS?

O Attended Seminar [ Referred m< our patients O Referred by Physician

O Other

NAME AND ADDRESS OF YOUR PRIMARY CARE DOCTOR OR FAMILY DOCTOR:
_ PHONE FAX
CARDIOLOGIST PHONE __FAX

Revised 8/05 a.s.




| REVIEW Om. SYSTEMS ,wx_wn 20fd

CHART# __~ _ DATE

100 O en oo oo

PLEASE CHECK ITEMS IF: 4®¢§m§$m@r - m‘ymaEEanEGSEEP . h_,zgn SR

.Heart and circulation problems: -'[0 None: -

O High blood pressure .

Low blood pressure

Heart attack or coronary =+~
At what age

bbu.ama&mogwémoaaomaﬂ_uomnwaﬂ
Type _

Heart wﬂ_ﬁn\oﬁ&oawovm_&w

Heart murmur /Valvular Unmn &mnmmm

Which valve

Being awakened from sleep by coughing or

shortness of breath

Blood clot in the lung

Phlebitis( blood clot in the leg) &

- [ Difficulty walking up two b_mEm of mﬁvm ‘

(getting short of E.nmnb s

" [ Have you ever had cardiac tests:

PIRCET SN

. Stress test When: +Iu|.§oam. | _
o U MOwoomH&omme Smﬁ i....l..ll.gmun. .
R a Owﬁrmﬁnmumaou\doaog wﬁgﬁ\gmwoﬁmmq

When: . Where:

B Open-heart surgery When: ﬁnﬂa .

-Chest pain or angina lasting more than one minute

o

1dunnmunn

...\“..&,‘.‘..._M® Deoiyou take insulin. A.ﬁ

Lung or breathing @now_m..,.»w I3 None.

0O Shortness of breath or any difficulty” wuom&:umw

Dbbwwummgmvnogoa EEow 581.9.3 ﬂ:&
notmal activity o .

0 Do you use oxygen ‘

O Do you bring up anything when won noﬁmw

O Asthma or wheezing

O Emphysema/COPD/Btonchitis

O Do you have sleep apnea

O An abnormal chest k-ray - .

O A cold at this tims’

Muscle or joint problems: [3 None.

D Unusual muscle weakness

0O Back or neck problems

[0 Any limited movement in your neck or _mﬁ
a bEw treatment for sciatica

Neurological vno_u_euw" O None.
O Stroke
O Epilepsy or seizures
# per month:
O Frequent headaches or migraines
O Paralysis
O Dizziness or fainting
O An arm or leg that becomes numb or weak
frequently
O Any treatment by a psychiatrist

.. 0. Vomiting of blood

[0 Stomach pain or been- c.om.ﬂam for an Enﬂ

" O Bloody or black stools

D TJaundice or hepatitis
O Cirrhosis or enlarged liver

Urinary tract or reproductive problems: [3 None.
Painful wEﬁEm aE.Em EERBH_ or m_,.mpzouﬁ

“urination. ¢ :
‘Kidney or bladder infection -

Prostate problems

Kidney stone .

Blood in the urine

Any kidney disease

Could you be pregnant?

Start date of last menstrual ﬁonom
, ‘?.m you on’ &m_ua_m A

Metabolic and blood wwo_u_o.um O None.
[3 Diabetes e

How much
0 Anemia
O Easy bleeding / poor blood o_o&bm

o s oo b Frequent.or large nosebleeds -
- O Sickle Cell disease

O -Blood transfusions

- B Do you take cortisone or wﬁ.oam _

moi Bcor

Eye, ear, nose and throat problenis: [ None.

O Glaucoma or other eye problems

O Any serious mouth, throat or larynx (voice
box) problem

O Any nose or jaw surgery

When: Where:
O Any false teeth, caps, bridges, loose or
chipped teeth, crowns, braces
O Any contact lenses
O Any difficulty hearing

Other health questions . [J None.

O Significant weight loss in the past 4 months
without dieting?

O Loss of appetite?

O Cancer or other tumors or growths?

O Treatment for depression?

0] Any history of skin changing color or of allergy
after contact with jewelry or other metal?

O Are you under the treatment of any specialists?

O Are you feeling extremely anxious about

pending surgery.



- Are you-allergic to local anesthesia such as xylocaine? .- = - NOVOCAIIOP ke mopi s tgisprisssingic

HISTORY ~page3of4 NAME . CHART# ‘ DATE

7 PASTMEDICALHISTORY |
L

Hlinesses ‘
Please list any other non- mﬁm_nm_ illnesses you have had requiring’ wo%:m._ﬁmﬁou or: Rﬁoﬁ& visits to your -
doctor mba give dates:

PAST SURGICAL / ANESTHESIA HISTORY

Have you ever had any anesthesia or surgery? If so, list surgery and approximate dates:

25

mw& you hag muu\ ?.oEoBm g_& Hﬁon mbomﬁoﬂn\m EoEmEm nausea mna <oBEnmo ‘OYes ONo

If any problems, please describe:

® Wakingup

.,.“,i dgm.ﬁu _Hm@m,gm E—uﬂ LR PR SEN PAEEE .“..H"W..\...h... “.w.mm‘..,..m.ﬁ;..;M..ﬂ._.‘._‘- o ez g R LR n,‘,...m..h.‘.i._“

Lo L

@ OEQH ‘ va .

"

Have any of your blood relatives had any problems with mnmmEmEm, including high m@ﬁo OYes CONo

Have you had E.o_oummm Emo&um after tooth extraction or any Eo@&hm _unoEano ] 48 _H_Zo
Do you have problems with- on. neck or jaw? - ® Yes ®No - - S

0.:.3_: medications
Are you taking any Eo&omaoumo OYes ONo

If yes, please list Eo&omﬂou names m.._a dose. Please include over 9@ counter medicines and SSBE or- _uﬂ.,o_‘.

supplements: .
1. 4
2. _ :
3.
4.
Allergies

Please check if m:m@o to any of these drugs:

O Penicillin O Sulfa O Codeinee O Iodine [ Novacaine O Latex or Rubber

9 N1 O\

Describe your reaction.to the medication:

Any other drug reactions or allergies to any other medicines? If so, please list and describe reaction:

Do you have asthma? Yes No ‘ Revised 8/05 a.5.

WL R



B _n_‘é&mﬁ J%u om anﬁ.ﬂm% R,

R Uomodg... g

HISTORY - pagedof4 ~ NAME_ -~ CHART# .~  DATE_

SOCIAL AND FAMILY HISTORY T

O ‘Mamied. 'O Single. - O Widowed. O Divorced.

Did any of %_o_# blood relatives have a heart attack or coronary? At what age?
_ Did any of your blood relatives have rheumatoid arthritis or osteoarthritis? ’
_::Did-any. of your relativesthave problems with anesthesia, including fever?

Mother 0O Living [0 Deceased Cause of death _ Age:
Father D Living O Deceased Cause of death_ Age:
. mﬂ.

. _H_ ._.‘”.“_”Mmm‘ _H_ Zo Hm%mmm Eommm wﬂoﬁmn us g? a oow%

_,.,w._.‘”_.,be moﬁuﬁn&_oun. l. ﬂ_m.pwm_.Zo

Do you rm<o oE_&.gw _n_

Exercise? [0 Daily

 Are you on m‘mﬁao_m.__ m_n% _u 4%.. m| No

.Woﬁ.omaonm__.nam ﬁm@g [=} <mm , _H_ No

é?o_p type- . o o iy ‘When last used?- L

Currently mEo.Eum@ __U.,Zo [l Yes, packs per day, for_~~__ years

Quit smoking? - CIThis year [0+ 1 year 0O+ 5 years O+ 10 years

Previously mEowoﬁ_ _____packs per mm% years

Drink alcohol? O Yes O No

O Daily 0O I1-2x/week 0O 12xmonth -~ O Rarely
PATIENT _ date
PHYSICIAN . date

Revised 8/05 a.s.



HPI FORM - KNEE NAME

CHART# DATE

HISTORY OF PRESENT ILLNESS

Please check the answers that best describe your condition

- &

Height _ Weight Age

When was the onset of your symptoms?

0 Injury. How long ago?

a Sudden, without injury.

O Gradual onset — how many?

_ _Weeksago/ ___ Monthsago/  Years ago

Duration of pain:
O Continuous. O Intermittent.
O Chronic. 0 Acute.

What is the quality of the pain?
0 Improving.

O Worsening.

O Unchanged.

What kind of symptoms?
O Pain O mioEnw

O Stiffness O Locking/Catching
a Other

Where is the location of the pain?
Knee:
O Right O Left

O Other

What is the intensity of the pain?
O Mild.

O Moderate.

O Severe.

What arctivities aggravate the problem?

What type of treatment have you received?
Over the counter medicine.

Arthritis medicine.

Cortisone shots.

Herbal remedies.

Surgery.
Other

nooaooao

How much difficulty or disability does this

problem cause?

[ It's a nuisance.

a It’s threatening my independence.

O It’s hindering my occupation or
recreational activity.

O It poses no difficulty.

Do any of the following apply?
Previous injury to affected area.
Back problems.

Tendonitis.

Recurrent sprains.

Previous fracture.

oQoooo

Revised 8405 as.




