Name:
DOB:
Chart: SHAREDID
%* / - 3 %

Age:

Date:
| gﬁrﬂ iﬂ%iumdgr o ( rthopaedlcs Orthopaedic immediate Care
HEALTH HISTORY QUESTIONNAIRE
All questions contained in this questionnaire are strictly confidential
and will become part of your medical record.

Name (Last, First, M.1.): _ OM OF |DOB:
Marital status: O Single O Partnered O Married O Separated Divorced 0 Widowed
Referring Doctor: Iemail address (optional):

What is the reason you seek care from a neurological surgeon?

~ PERSONAL HEALTH HISTORY

List any medical problems that other doctors have diagnosed

Surgeries

Year Reason Hospital

Other hospitalizations

Do you have any lawsuits pending with regard to your chief complaint? OO Yes O No

Please turn to next page




Name:
DOB:
Chart: SHAREDID
* / - 3 %

Age:

Date:
List your prescribed drugs and over-the-counter drugs, such as vitamins and inhalers
Name the Drug Strength Frequency Taken

Allergies to medications

Name the Drug Reaction You Had

- HEALTH HABITS AND PERSONAL SAFETY

ALL QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL.

Exercise O Sedentary (No exercise)

O Mild exercise (i.e., climb stairs, walk 3 blocks, golf)

O Occasional vigorous exercise (i.e., work or recreation, less than 4x/week for 30 min.)

0 Regular vigorous exercise (i.e., work or recreation 4x/week for 30 minutes)

Diet Are you dieting? O Yes [0 No
If yes, are you on a physician prescribed medical diet? O Yes |O No
Are you on a special diet? If so, briefly explain:

Alcohol Do you drink alcohol? |0 yes |0 No

If yes, what kind?

How many drinks per week?

Have you ever felt you needed to cut down on your drinking? O Yes (O No
Have people annoyed you by criticizing your drinking? O Yes [0 No
Have you ever felt guilty about drinking? O Yes |0 No
Have you ever felt you needed a drink first thing in the morning (eye-opener) to steady U Yes (O No
your nerves or fo get rid of a hangover?
Do you drive after drinking? O Yes {00 No
Tobacco Do you use tobacco? O ves |0 No
O Cigarettes - pks/day: |I'_'| Chew - #/day: ID Pipe - #/day: O Cigars - #/day:
O # of years: IEi Or year quit:
Drugs Do you currently use recreational or street drugs? O Yes |0 No
Have you ever given yourself street drugs with a needle? O Yes |0 No
Have you ever abused prescription narcotics? O Yes |O No

Please turn fo next page




Name:
DOB:
Chart: SHAREDTID

* / - 3 %

Age:

Date:
Occupation Are you able to work in your current condition? O Yes |0 No
Safety Do you have frequent falls? O Yes |0 No
Do you have vision or hearing loss? U Yes |0 No
Do you have an Advance Directive and/or Living Will? O Yes |0 No
Do you live with someone or know someone that can provide help for you at home? O Yes |0 No
Do you have to go up or down more than five steps either to enter your home or enter O Yes [0 No
your bedroom?
FAMILY HEALTH HISTORY
AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
Father Children Om
OoF
Mother e
OF
Sibling Om Om
OF OF
am Om
OF OF
Om Grandmother
O F Matemal
Om Grandfather
OF Matemal
O m Grandmother
OF Patemal
Owm Grandfather
OF Patemnal
MENTAL HEALTH
Is stress a major problem for you? O Yes |0 No
Do you feel depressed? O ves |0 No
Do you panic when stressed? O Yes |O No
Do you have problems with eating or your appetite? O Yes |O0 No
Do you cry frequently? O Yes | No
Have you ever attempted suicide? O Yes |0 No
Have you ever seriously thought about hurting yourself? O Yes |0 No
Do you have trouble sleeping? O Yes | No
Have you ever been to a counselor? O Yes |0 No

Patient Signature: Physician Signature:




Patient Pain Drawing

Name Date

Where is your pain now?

« Mark the areas on your body where you feel the sensations described below, using the
» Mark the areas of radiation.

« Include all affected areas.

+ To complete the picture, please draw in your face,

Aching Numbness Pins and needles Burning Stabbing

Front

How bad is your pain now?
» Please mark with an X on the bady form where the pain is worst now.
+ Please mark on the line how bad your pain is now:

No pain Warst

possible
pain







