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2751 Northgate DriveEINDLER 
Iowa City, Iowa 52245RTHOPEDIC 319-338-3606 • 1-800-373-6417LlNIC P.L.C. FAX 319-338-0522 ~ 

CURRENT MEDICAL PROBLEM 
Today's 

Name ofPatient _____________________ Age Sex Birth date ______ 
Consulting Doctor (Name of doctor who sent you 

Primary Care Doctor: ___________~~~_ Dominant Hand 
DR [IL 

Please tell us why you are here today: ______~___________________________ 
Where is your pain 
Was there an accident or 
Does this condition affect your DRight Side DLeft Side Is this work related? DNo DYes 
When did this 
What is the pain 
Is the pain constant 0 or intermittent D? 
What makes it worse: 
What makes it 
Is it getting: DBetter DWorse 

What other symptoms do you have: _________ 


Have you had any treatment to DNo DYes By 

If so, please indicate treatment by marking the appropriate box: 

C::Therapy Dlnjections CSurgery DHospitalization CChiropractic IJAcupuncture eBrace 

How has this been evaluated: 

OX-rays DCat Scan DMRl CEMG's DBone Scan oDiscogram 

Have you tried any medication for this problem? eNo DYes Please __~.""______________________ 


Diagram 
(mark parts ofyour body where you feel the problem. Use the appropriate symbols indicated below) 

Ache X Stabbing BB/ 
Swelling c:::::J Numbness 0 
PinslNeedles i'· Popping, C-ra-'c=:.ki-:-·n-g-. Grinding ....::d 

Your Approx. Height ________ 

Right Left 
Front 

Left Right 

Back 


Severity ofpain: 10 being worst 

---/---/---1---1---/---/---1---1---f ---f --­
I 2 3 4 5 6 7 8 9 10 

I certify to the best of my knowledge that the above information is correct 

PatientiGaurdian 

I have reviewed and agree with the findings as noted Physicians 

http:C-ra-'c=:.ki
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2751 Northgate DriveEINDlER 
Iowa City, Iowa 52245RTHOPEDIC 319-338-3606 • 1-800-373-6417lINIC P.LC. FAX 319-338-0522 ~ PAST MEDICAL INFORMATION 

Today's 
Name of Patient Age Sex Birth date _______ 
List Medical Conditions: (IMPORTANT. PLEASE LIST ALL MEDICAL CONDITIONS) 

List Your Medications: 

DYes DNoAre you or sensitive to any medications or oLatex 

If so, please list allergy and reaction: ________........................____________................._______ 


Past Surgical History: Have you ever been operated on for any condition? DYes DNo 
Procedure Date Procedure Date 

---~-------------------

Have you ever had general anesthesia? eNO IJYES Have you or your family had any problems with anesthesia? IJNO DYES 


Review of Symptoms: Are you (or the child) currently having or have had problems with your (check boxes that are positive and explain): 

Constitutional: NO YES FatigueD FeverD Weight LosslJ Other: 

Eyes: NO YES Blurred visionD GlassesD Other: 

Ears, Nose, Throat: NO YES CongestionD Hearing LossD Other: 
Lungs, Breathing: NO YES Shortness ofbreatheD WheezingD CoughD Other: 
Heart: NO YES HypertensionC Chest PainlJ Irregular heartbeatD Other: 
Gastrointestinal: NO YES' NauseaD VomitingD CoustipationlJ DiarrheaD Other: 
Bladder: NO YES IncontinenceD Urinary tract infectionD Difficulty urinatingD Have loss of control or 

accidents 0 Have a loss of sensation around groin or buttockslJ Other: 
Endocrine: NO YES DiabetesD Thyroid problemsD Other: 
Musculoskeletal: NO YES Joint painD Leg painO History ofbroken bonesD Other: 
Bleeding problems: NO YES Blood Clots/DVTIJ Prolonged bleeding after cut/injurylJ Other: 
Neurological: NO YES Numbness/tinglingD DizzinessD HeadacheslJ Frequent falIsD Other: 
Integumentary: NO YES RasheslJ Skin disordersD Other: 
Psychiatric: NO YES Change in moodD Change in sleep patternsD Other: 
ImmU11()lggiclAllergic: NO YES Chronic rashesD Other:=.:..::..::=£::..:,,-------,=-,-=----=::...:.c...:=---=A..::s:.;:thm=aD Hay feverD 
Social History 

Do you currently DNo DYes 

Have you ever smoked? DNo DYes If yes, how long ago did you quit? _____.. 

Do you consume any alcohol? DNo DYes If yes, how often? _________ 

SingleD Married:::: DivorcedC WidowedD # of children ____ 


Is there a family history of: High Blood PressureC Heart DiseaseD DiabetesD CancerD HyperthermiaD 

Deep Venous Thrombosis Pulmonary EmbolusC NoneC 


I certify to the best of my knowledge that the above information is correct: Reviewed: 


Patient/Guardian ....HSfWLUJ 

I have reviewed and agree with the findings as noted Physicians 


