Lisa Elvin NP Spine Center

MT. TAM New Patient Form
ORTHOPEDICS
Name: Age: ____ Date:
Occupation: Dominant Hand: ___Right ___ Left
Referred by: Primary Care Doctor:

1. Area of Problem:

2. Please describe symptoms:

3. When (roughly what date) did your present pain start?

Are you still working? ___Yes ___No Last day on job:
4. How did the pain start? (check appropriate responses)
___Suddenly ___ Twisting ___ Puliing ___ Hit from behind
___ Gradually — Fall — Work injury __ Injured during sports
__Lifting ___ Bending _ Automobile injury - ___ No apparent cause
5. What activities make the pain worse?
— Exercise (during) __Standing — Bending backward
— Bxercise (after) _ Walking — Coughing
— Sitting ___Bending forward —__Sneezing
—_ Upon awakening in the A.M.
6. Do you have nightpain? __Yes ___ No
7. Do you have bowel and/or bladder problems? ___Yes ___No
8. What reduces the pain?
— Lying down _ Walking —_ Pain Pills — Muscle relaxants
— Sitting_ —_ Manipulation — Injection for pain  ___ Nothing
___Standing - Physical Therapy  ___ Aspirin or anti-inflammatory medication
Other: _

9. How long have you had this pain? # ___ Years # __ Months # ___ Weeks
How long have you had similar pain? # ___ Years #__ Months # ___ Weeks

10. Have you had any of these diagnostic studies? Yes No Date
Diagnostic x-rays of injured area
MRI (magnetic resonance imaging)
CT (computed tomography) scan
Myelogram (x-ray with dye injecticn)
Electromyogram (EMQG)
Discogram
Arthrogram or sonogram
Injeciton
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Have you had epidural steroid injections? ___Yes ___No If so, when?
Have you been hospitalized for your pain problems? ___Yes ___ No
Number of times Dates
Have you had surgery for this problem? __Yes ___ Na. ,
Type Date Surgeon
Type Date Surgeon

What other types of doctors or health care providers have you seen for this condition?

Have you been hospitalized for other medical problems? ___Yes ___ No Number of times
Describe

What medications are you currently taking?

Do you take antacids? ___Yes ___No
Do you have allergies? ___Yes ___No Please List:
Do yousmoke? ____Yes ___No How much?-
Do you drink alcoholic beverages? ___Yes ___ No How much?
Do you use recreational drugs? ___Yes ___No Type?
How much?
Living Status of Parents:
Mother: ___ Living ___ Deceased Age Cause of death
Father: __ Living ___ Deceased Age Cause of death

Do you have any additional information that would be helpful in understanding your problem?

. To be sure ali paperwork is filled out correctly, please check appropriate:

__ On Workman’s Compensation
—_ Receiving Disability Income
__ Legal Proceeding Pending
___Report should be sent to: Referring Physician or Family Physician
— Report should be sent to another party:
Name and address:

. Do you plan to be at your regular job in 6 months? ___Yes ___ No
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25. MEDICAL HISTORY
Have you been diagnosed with any of the following problems? (circle)

Ulcer or gastrointestinal bleeding

Diabetes mellitius- when diagnosed? Insulin?
High Blood Pressure

Heart Disease/Prior Myocardial Infarction

Hepatitis -Which Type?

HIV

Neurologic disease- including stroke, epilepsy, transient ischemic attacks
Chronic Lung Disease- including asthma, bronchitis or emphysema
Liver Disease
Kidney Disease
Thyroid

Migraines

Cancer (what type?)
Rheumatiod Arthritis
Depression
Osteoporosis

Other?

26. What Surgéries have you had in your life? :
Surgery: Year:
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