
Gurrent History Form coc #

;
All questions contained in this questionnaire are strictly confldential and will become part of your medical record. lt is very important that you
clearly tell us your current or past history as this assists the physicians in understanding your problem and executing the best care and
outcome for your current condition.

Name:

Date of

Age:

Birth.

Today's Date:

Sex O Male O Female
Ht: wt. Your Occupation?

Referring Doctor: Primary Care Doctor

circles like this... OPlease darken the

Your Chief Complaint:

How long have you had
this problem?

1-2 3-5 6-8

ooo
9-12

o
days

o
weeks months

oo
years

o

Date of this onset?

Was this an injury (accident)?

ls your injury work / job related?

Are you left or right handed?

State in your own words how the

choose one

HISTORY OF THE PRESENT CONDITION

Ever had this before? O Yes O No Date?

OYes ONo

O Yes O No Last date Uou *orn"O,

O Left O Right

present problem happened and what you felt at the time:

cnoose one
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General Medical History Form coc #

.: , Past Medical History
Fill in thb circles if you have had any of the following problems. Fill in like this 0

O High Blood Pressure

O High Cholestrol

O Coronary Artery Disease

O Heart Failure

O Stroke

O Diabetes

O Breathing Problems/COPD

O Asthma

O Depression

O Kidney Stones

O Prostate problems

O Thyroid Disease

O Stomach Ulcers

O Gastro-Esophageal Reflux

O Liverproblems/Hepatitis

O Tuberculosis

O Cancer....type of (

O Allergy to anesthesia

O Drug/Alcohol Addiction

O Sleep Apnea/CPAP

O osteoporosis

O Rheumatoid Arthritis

O HiV/AIDS

O other (

Over the past year have you fallen and broken a bone, or fallen more than once?

Mark if allergic to: O wetals O Latex O lodine O Wf Oye

Do you have any metal implants, infusion catheters, surgical clips or pacemaker?

Past Surgical History
Please indicate all previous surgeries you have had.

Current Medications
Please list all prescription and over-the -counter medicines

ffimxffiffiffi%*#

O Yes

O Steroids

O Yes

No

Aspirin

No

o
o
o

Allergies to Medications, foods or other substances

COLUMBIA ORTHOPAEDIC GROUP



At the moment, my pain is in....,

O My back only O My back and Rt. leg

O My neck only O My neck and Rt. arm

Pain changed in location or intensity lately?

Is there any numbness or tingling?

Is there any weakness?

Increased pain when you cough / sneeze?

Increased pain when lifting?

Increased pain when you bend?

Increased pain when you stand or walk?

Increased pain when you sit in chair3Z

Increased pain when you get up or down?

Had any loss of bowel or bladder control?

Does sitting down help your pain?

Does lying down help your pain?

How long can you stand without sitting?

less than 20 feet

tl4 of a mile

5-10min O 10-15min

30min - 1 Hr O morethan 1 Hr

o
o

o
o

My back and Lt. leg

My neck and Lt. arm

coc #

My back and both legs

My neck and both arms

o

o

o

o

o

o

o

o

o

o

o

o

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

o

o

o

o

o

o

o

o

o

o

o

o

explain...

No if yes, where?

No if yes, where?

No if yes, where?

No if yes, where?

No if yes, where?

No if yes, where?

No if yes, where?

No if yes, where?

No

No

No

o

o

o

o

o

o

o

o

0-5min

15 - 30 min

20 to about 100 feet

more than a mile

How far can you walk? O about a block



Show us on these,pictures where your pain

coc #_
is located (mark accordingly)
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(none)

Rate neck or back pain today

0123456789

OOTOOOOOOOO

0 1 2 3 4 5 6 7 8 9 10

ooooooooooo

10 (worst)

o

(worst)
(none)

\Un_or leg/b$tggK pai n today
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;

Have you had any of the following tests (past 12 months):

O Blood Tests O MRI O CT Scan O EMG/Nerve Test

O X-Rays O other

O Bone Scan

O Myelogram

Mark the following you have done recently:

O Steroid Shots O Daily Exercise

O Quit Smoking O Phys. Therapy

o

o

o

o

Pain Clinic

Swimming

Brace/Corset O Taken Medications

Biking O Walking O Lost Weight


