Please complete the following information to maintain our record current.

Patient Name: ____________________________________		Date: ___________
                Last, First M. Initial 

Date of Birth:   __________  	Sponsor’s SSN:  __________________________  Rank _______

Health Record Kept at:  __________________  Primary Doctor Name: ______________________

Health Insurance Information (check one):  
Tricare Prime or Active Duty		Tricare for life		Tricare Plus	 
Tricare Standard			VA		 	Other ____________ 

Branch of Service (circle one):  	USN	USMC	USCG 	USA	USAF
	(check one)	Active Duty(  )	Retired(  )		TDRL(  )

Dependent  (circle one): 	Spouse	Child	Other

Home Address: 	Duty Address: 
______________________________________ 	____________________________________

______________________________________	____________________________________
Phone Numbers: Home:	(     )  ____________	Work:  (     )  _______________
	Cell:	(     )  ____________	AV/DSN:         _______________

What are we seeing you for today?  ____________________________________________

Body Part Being Seen For: _________________________  Hand Dominance:  Right ( ) Left ( )

Side of Body:	Left 	Right 	Both	Date Symptoms Began: _________________

Was there an injury:  Yes ___	No ___ 	IF YES, How did it happen?  



If there is pain, where is it located?


Are your symptoms (circle): 	Improving 	Worsening	Stable

Are your symptoms (circle): 
  1		3	5	7	10
Mild	Mild/moderate	Moderate	Moderate/severe	Severe

What activities or body positions make your symptoms worse? 
(ex Walking, Running, Reaching overhead)



Are your symptoms worse at a particular time of day (circle)? 

All Day 	Morning	Mid-day	Evening

Have you had any prior treatment (ex. Injections, Physical Therapy, Surgery): If yes, when?






CHECK IF YOU HAD ANY OF THESE MEDICAL PROBLEMS IN THE PAST:
	MAJOR ILLNESSES
	YES
	NO
	
	YES
	NO

	Anemia
	
	
	Liver Disease
	
	

	Arthritis
	
	
	Kidney Disease
	
	

	Heart Arrythmia/Palpitations
	
	
	Loss of Vision
	
	

	Asthma
	
	
	Mitral Valve Prolapse
	
	

	Bleeding Problems
	
	
	Neuropathy
	
	

	Blood Clots
	
	
	Paralysis
	
	

	Cancer: Type
	
	
	Peripharal Vascular Disease
	
	

	Chest pain/Angina
	
	
	Pneumonia
	
	

	Diabetes
	
	
	Psychiatric Illness
	
	

	Gall Bladder disease
	
	
	Pulmonary Embolism
	
	

	Gastric Ulcers
	
	
	Reflux
	
	

	Glaucoma
	
	
	Skin ulcer/breakdown
	
	

	Heart Attack
	
	
	Steroid Use
	
	

	Heart Failure
	
	
	Stroke
	
	

	Heart Murmur
	
	
	Thyroid Disease
	
	

	Hepatitis B
	
	
	Tuberculosis –TB
	
	

	Hepatitis C
	
	
	Urinary Infections
	
	

	High Blood Pressure
	
	
	Valve Disorders (Heart)
	
	

	HIV/ADIS
	
	
	Wound healing problems
	
	

	Immune Deficiency
	
	
	OTHER
	
	

	PLEASE LIST ANY OPERATIONS YOU HAVE HAD

	SURGERY/REASON
	DATE
	SURGERY/REASON
	DATE

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



	PLEASE LIST MEDICATIONS THAT YOU ARE CURRENTLY TAKING

	DRUG NAME
	DOSAGE
	PHYSICIAN
	DRUG NAME
	DOSAGE
	PHYSICIAN

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	ALLERGIES TO MEDICATIONS/SUBSTANCES (LATEX GLOVES, ETC.?)
YES □            NO □
	List



FAMILY HISTORY: List medical illness affecting immediate family (parents and siblings)
MEDICAL ILLNESS	FAMILY MEMBER
1. __________________________	_________________________________
2. __________________________	_________________________________
3. __________________________	_________________________________
4. __________________________	_________________________________

SOCIAL HISTORY
	PLEASE LIST HABITS

	□ Married          □ Single            □ Divorced          □ Widowed 

	Alcohol: □ Yes     □ No     Drinks per week:

	History of Illicit Drug Abuse: □ Yes     □ No     Kind: __________  Frequency: _________


	Smoking/Tobacco: □ Yes     □ No     Packs per day: _____ Years ____ Smokeless Tobacco  □ Yes □ No






REVIEW OF SYSTEMS:
PLEASE CHECK (X) IF ANY OF THE FOLLOWING APPLIES TO YOU TODAY 
	GASTROINTESTINAL                  NOTES
Tarry Stools           □
Vomiting               □ 
Abdominal Pain         □
	GENITOURINARY                      NOTES
Frequency              □
Urgency                □ 
Painful urination      □

	CARDIOVASCULAR
Chest Pain s           □
Irregular Heart Beats  □ 
Rapid Heart Beats      □
Swelling of legs       □ 
	NEUROLOGICAL
Muscular Weakness      □
Numbness or Tingling   □ 


	RESPIRATORY
Cough                  □
Shortness of breath    □ 
	MUSCULOSKELETAL
Joint Pain or Swelling □
Muscle Pain            □

	INTEGUMENTARY
Rash                   □
Wound Healing Prob     □ 
	HEMOTOLOGIC/LYMPHATIC
Bruises, frequent or easily      □
Cuts do not stop bleeding        □ 

	CONSTITUTIONAL
Fever/Chills           □
	PSYCHIATRIC
Anxiety                □
Depression             □



The information provided in this history form is true and complete to the best of my knowledge. 



Patient Signature: ______________________________ 	Date: _______________________



Orthopedic Clinic Information Sheet

1.  Our hours of operation are Monday through Friday from 0730-1600.

2. Initial appointments are via consultation from your Primary Care Manager or another health care provider.

3. In case of emergency, contact the Emergency Room at 505-6199.

4. Our clinic phone number is (850) 505-6797 or DSN 534-6797

5. Active duty members MUST bring their medical record and x-rays or other information to all appointments, unless otherwise instructed.

6. Active duty personnel MUST be in the uniform of the day unless in a leave status.

7. If you need to speak to your orthopedic physician, please contact the clinic via the number above to leave a telephone consultation.  Your physician or other staff member will contact you at the first available opportunity.

8. Please make your follow-up appointment BEFORE you leave the clinic.  Follow-up appointments can be made up to 6 weeks in advance through Central Appointments at 505-7171 or at the clinic Front Desk.

9. We maintain a convenience file of all orthopedic visits for our reference.  This file will be destroyed approximately 18 months after your last visit.  Clinic staff will ensure that the original documentation is placed in your medical record at EACH and EVERY visit.  

10. Prior to departing the clinic, stop at the Front Desk so that a staff member can complete any necessary documentation and assist in scheduling your follow-up appointment as needed.

*If a MRI has been ordered for you: 
	a. Make sure your phone number is in CHCS current, if not go to the Outpatient Records and have staff to change your correct number in CHCS.

	b. If you do not receive a call in 5-7 working days call the following number: 
		ACTIVE DUTY:	877-879-1621
		ALL OTHERS: 	800-444-4554

	c. As soon as you know the date of your MRI appointment, please call Central Appointments @505-7171 or 505-6797 to schedule a follow-up appointment 5-7 days after the MRI scheduled date. (DO NOT WAIT UNTIL AFTER YOUR MRI HAS BEEN COMPLETED TO SCHEDULE YOUR FOLLOW-UP WITH ORTHOPAEDIC.  THIS MAY DELAY YOUR TREATMENT)

*If a Physical Therapy has been ordered, please call 505-7171 to schedule your appointment. 

Patient information&history
