Patic.u. segistration Form -SPINE : CHARTRE | DATE | DocTor

:u_.m.pmm PRINT INBLACK INK, AND ANSWER ALL QUESTIONS) .
_mm_.:_m PROBLEMA mmmozr_. INJURY OR WORK RELATED? IF YES, STOP AND INFORM RECEPTIONIST.

NAME A HOME PHONE
"YADDRESS __ | APT#____  WORKPHONE
ey | EMPLOYER
. STATE 2P EMAL__. . OCGUPATION
DATE OF BIRTH ___ AGE OCCUPATION BEFORE RETIREMENT .
f O MALE O FEMALE - _ , SOCIAL SECURITY # - -
- "SECOND ADDRESS ,
NAME . HOME PHONE
ADDRESS ___ - __APT# WORK PHONE
ey | . STATE___ zIP |

| GUARDIAN OR EMERGENCY CONTACT: . " .
| Name e N . STATE___ 2P

ADDRESS _ . ) . . - PHONE#
- CITY . . : 5 ‘RELATION
“PRIMARY INSURANCE: . . . — — ‘
MEDICARE PATIENTS: _sm_u_nkam # ' (1 MEDICARE PRIMARY INS? O YES [ NO)
_zmcm>zom Co. __ - . "~ PHONE#_ | .
ADDRESS . . - ‘ POLICY/ID#.
CITY ___ . - . GROUP #
STATE pal .
"SECONDARY INSURANCE: . RELATION TO INSURED: ~ SELF ~SPOUSE CHILD OTFER
INSURANCECO. __~ - POLICY OWNER'S NAME
| | | " POLICY OWNER'S S8 # - .
ADDRESS _ - _ PHONE #
CITY POLICY/ID #
STATE ZiP_ . GROUP# OR EMPLOYEE .
CHECK ONE: HMO O0__PPO O DID YOU BRING A REFERRAL SLIP? O YES O NO

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

O Attended Seminar [ Referred by our patients - 00 Referred by Physician

3 Other ‘

VAME AND ADDRESS OF YOUR PRIMARY. CARE DOCTOR OR FAMILY DOGTOR: T
PHONE _JFAX

-Dpxo_owoo_m._. - . PHONE {FAX

SPINE - 10/2004 |



"TODAY’S DATE _

 If yes please list m..#oamwm name and address.

PATIENT NAME HEIGHT

WEIGHT

Emmwm state; in UBE. own words, what it is that wdnmm %oc in
today .

What are your expectations of S&Q,m
- visit?_

How did your present symptoms begin? 0 Auto accident 0 Work injury O Other

Asbest you can recall, what was the date of the injury or painful event?

Please list all the medications which you are taking for your spinal condition

- Have you had any meEoBm wno_. to the EHEu%mE.E oﬁgﬁa O %om 0 No
. If yes, Enmmn momnﬂwm ‘

Is there an attorney involved in your case? O Yes ONo

Have you been treated for this condition prior to today’s visit? OYes [ No
Have you had Emergency room visit ? OYes O No
Have you been treated with any medications 7 ~ OYes ONo
Have you had spinal injections (epidural steroids etc.)? 0Yes O No -
Have you had a spinal MRI ? - OYes ONo
Have you had a Myelogram or myelo/ CT O Yes C No

C Yes C No

Have uac had a CAT scan ?



W

2-

Since the initial i injury or symptom onset, my symptoms ﬁa (check one)

0O Worse O Better C About the samne.

1 would describe thie pain as A&poow all applicable) .
ODul O mwm_ﬁ O Aching _u wEdEm C Stabbing.

Does your pain move from your back into your Hom% mw.om O No
My spinal condition Aowo%o one)

O Prevents me mBB &._Sbm

O Significantly limits my driving
O Does not limit my driving

I can i&w. before stopping dbout

less than 50 feet

between 50 feet and 200 feet ,
_-more than 200 feet but less than a block

between 1 and 3 blocks-

more than 3 blocks but less Emb amile -

at least amile .. - . :

as far as I like.

oooobog

. Thave numbness or tingling in n..a\ |

- Right leg
O Leftleg
‘0 Right arm
- 0 Leftarm

:
LT g
AEEAIRE-

RERRRNAR:



- .lwl

Have you had any prior surgery on your back or neck? G Yes C No.

Ifyes, please list procedures and when they were performed:

Qanﬂna&ngmmwm&mmgrwﬁgmmgwong .

Onwmoamomuacsﬁr §E§§3H§n§n§§&m§ﬁ§§coﬁ§8
gﬁwﬁaﬁngﬁégﬁoﬁmgﬁﬁgﬁz , .

Obﬁnmﬁsomo&awcig_m&nuabswoﬁnmgmmm ?

: Onmﬁmﬁﬁ%&mwoigamsgswoﬁ_&ymmm _

_ Qﬁmanoomgouﬁﬂvﬂmgm&ﬁogo Emmaﬂdmmﬁgoomﬁnﬁsbﬁwoﬁwm%ﬁoueﬂ .
in your legs. m.ongﬁqm\uméncoqmﬁagc&nﬁﬁmm&_mmg Yo back: :

Yelegs

WORK mﬂﬂ..cw

o cms_ Ocoupation

. H.Hmca you missed work vonmpmo omuéﬁ. %Bﬁoam.u O Yes.
‘ . Ifso please give datés of work missed:

ONo .

_mmsmwo:o&mbm& .B_umoa Bo&m& ua.ﬁ. ionw voombmo om woﬁ
 symptoms? OYes 0O No .

Hm so please: mﬁEEﬁ .

?.n you HEMQE% receiving disability pay or are you considered Hug.mﬁg&\
" - disabled? O Yes DZo N .

If so, please explain

In the remaining space, please add anything else wmc wish
to. .




?._anmaﬂim

NAME

CHART# DATE

~

Hu.mmm lof3.

REVIEW OF SYSTEMS

Please check items if you have ever had:
Heart and circulation problems: [ None:

‘0 High blood pressure

O Low blood pressure
O Heart attack or coronary
Q At what age

~ O Chest pain or angina lasting more than one minute

[ Any cardiac arthythmia or irregular heartbeat
‘ Hﬁua

o Heart wm__cHQGmHaHoB%o_quu_

Q Heart murmur /Valvular heart disease
_ Which valve

O Being awakened from sleep by oocmrﬁm or
shortness of breath

O Blood clot in the lung

O Phiebitis( biood clot in the leg)

[J Difficulty walking up two flights of steps
(getting short of breath) ‘

O Have you ever had cardiac tests .

3 Stress test When: Where:

O Echocardiogram When: Where:

O Catheterization/Coronary mﬁonq.}bmwoﬁmﬂ%
" When: Where:

O Open-heart surgery When:

Where:

Lung or breathing problems: [ None.

3 Shortness of breath or any difficulty breathing -

{0 Any breathing problem s&:& Eﬂo_.moﬂaa EHE
- normal activity

0O Do you use oxygen -

O Do you bring up anything when you nocmr

O Asthma or wheezing .

o mﬁﬁwwmoﬁm\OOwU\wBuoEcm

O Do you have sleep apnea

O An abnormal chest x-ray

O A cold at this time

Muscle or joint problems:
O Unusual muscle weakness

O Nong.

‘0O Back or néck problems

|

O uuumumu

O Any limited movement in your feck or jaw-
LI Any treatment for sciatica .

.

Neurological E.oEmEm. ] None.
Stroke
Epilepsy .or seizures
# per month:
Frequent headaches or migraines
Paralysis
Dizziness or fainting
An arm or leg that becomes numb or Emmx
frequently _
Any treatment by a tmu\nEmﬁwﬁ

_Gastrointestinal problems:

'Metabolic and blood uwoc—aﬁm.

e et

oo O DDD

O None.

O] Vomiting of blood -

O Stomach pain or been treated for an c_nﬂ.
O Bloody or black stools

O Jaundice or hepatitis

a Qﬂsoﬂm or enlarged liver

C_.En..q tract or _.munoncnzﬁ problems: 0O None.
Painful buming during urination or mqmbcoa
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 nnnon
O Are you on dialysis

T

opooooo - D

1 None.

O Diabetes .

Q@ Do you take insulin
How much

O Anemia .

[] Easy bleeding/ ﬁoon blood clotting

O Frequent or large :omogmo%_

O Sickle Cell disease

[1 Blood transfusions

3

| O Do you take cortisone or mﬁ_.oam

mos, Bﬁ%

Eye, ear, nose and 932 E.oEmEm. B None:

0 Glaucoma or other eye problems

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

[J Any nose or jaw surgery
When: ‘Where:.

O Any m&mm teeth, caps, bridges, loose or
chipped teeth, crowns, braces

O Any contact lenses

(| >3, difficulty hearing

Other health questions . [0 None.
Significant weight loss in the past 4 months
without dieting?

Loss of appetite?
Cancer or other turnors or mBEEmo

Treatment for depression? -

O

Any history of skin Q::_Enm color or of mzﬂ.m%
after contact with jewelry or other metal?
Are you under the treatment of any specialists?
Are you feeling extremely anxious about

pending surgery. ‘ Knee



- Current Eo&nmno:m

. supplements:

@m@mﬁﬁoww. page2of3 NAME_____  CHART¥_ DATE

PAST MEDICAL HISTORY

::588
Please list any ather non-surgical illnesses you have vma HBEn:m hospital
" doctor and give dates:

nmmou or repeated visits to your

PAST SURGICAL / ANESTHESIA HISTORY

" Have you ever had any mna.mmﬁa.w or surgery? If so, list surgery and approximate dates: -

‘Have you had any problems with prior mnomm_nﬂom EoEaEm nausea and vomiting? Cyes ONo

If any problems, please describe:

.+ 0 Waking up

" QO Putting in breathing Ewo

~ Q Other

mmﬁ any of your blood relatives had any E.oEoBm with mbomﬁwomﬁ including Emr fever? OYes O Zo‘
Are you allergic to local anesthesia such as xﬁoo&ﬁ% _ Novocaine?

Have you had prolonged bleeding after tooth extraction or any bleeding problems? O w.om a Zc

Do woc have problems with your neck or jaw? U Yes U No

Are you taking any medications? [0 Yes _UZo

If yes, please list medication names mba dose. Please EoEmm over the oocaon medicines and émﬁi or herb

1.

ooy

2,
3,
4

Allergies
Please check if m:o_.mun to Ed\ of Emmm drugs:

'O Penicillin O Sulfa 0 Codeine [ Iodine [ Novacaine O Latex or Rubber -

- Describe your reaction to the medication:

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

~:D0 v\oc.:mé asthma? - "Yes - - .No - Knee




)

| ROS & HISTORY ~  page 3 of 3 NAME CHART# ___ DATE

" : . | SOCIAL AND FAMILY HISTORY
“:u0 Marded. O Single. 0O Widowed. "0 Divorced.
Did any of u\_oE. blood relatives have a heart attack or coronary? At whatage?

Did any of your blood relatives have rheumatoid arthritis or osteoarthritis?
Did any of your relatives have problems with mbomﬁo.ﬂ.w. inicluding fever? -

- Mother _u., Living 0O ._Umommmoa Cause of death - Age:
" "Father -0 Living. O Deceased Causeofdeath_ . = . - Apger

ImEE care providers are required by some insurance companies to ask their patient if Sow wmﬁw

a living will. _u Yes 0O Zo If wmm, Eomma uBSam us with a 83,
Do you live alone? [ Yes O No .
Do you have children? 0@ Yes {1 No  If yes, how many?

Exercise? O Daily O 2-3xweek O Other
What type of oxﬂnmm%. _ S

. Are you on a special diet? O Yes [ No
- Describe , -

" Recreational .&dm use? O Yes O No

- Which type____ When last used?
" Currently smoking? O No O Yes mmnwm per day, for ____years
- Quitsmoking? - OThis year T+ 1 year O+ 5 years [0+ 10 years
Previously smoked packs per day years -
* Drink alcohol? O Yes O No.
0O Daily 0O 1-2x/week ._U 1-2x month 0 Rarely
For FKOC Internal Use v>HHmZH ) date
Date of Data Entry
Initials . .
- PHYSICIAN ~  date

x:mm



DATE

PATIENT NAME,

PAIN DRAWING

m“” %M M Mmu o/_”x WOE. wo% ...cr.m.*.m you feel the described sensations: Use the appropriate symbols.
! ere the sensafions travel, if any. Please include all affected areas. Just to complete the picture,

please draw your face.

ACHE - NUMBNESS PINS & NEDLES  BURNING STABBING
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