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ORTHOPEDICS
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Age years old Dominant hand Right

/ Left

Occupation Job requirement

(D Have you had prior illnesses?
Please select any applicable answers from below.
- Cancer ( )
- Asthma (Recovered ;aj = Under treatment )
» Chi ldhood asthma ( until years ago)
- Hives due to medication (Name of medicine
» Gastric ulcer (Recovered years ago - Under treatment
- Other Allergies (

@) Are you currently undergoing any medical treatment?
Please select any applicable answers from below.

- Diabetes - Liver disease
- Heart disease - Cerebrovascular disease
* High Cholesterol » Glaucoma
- Other ( )
@) Do you have infections disease?
Please select any applicable answers from below.
- Hepatitis ( type) » Tuberculosis
- Other ( )

@ Do you take any medications?
[f you have a list of your current medications, please let us see it.

( Yes / No )

 Hypertension

- HIV

- Do you have a medicine notebook?
- What Medicine are you taking? (
® Have you ever had surgery?
If you answered yes, please answer the following questions

Name of disease : Hospital name :

Yes / No

Yes / No

Yes / No

Yes / No

Yes / No

Age : years old or date of surgery ( / /

Name of disease : Hospital name :

Age : years old or date of surgery ( / /

)

® Are you pregnant or is there a possibility of pregnancy?
week of pregnancy ( weeks)
@ Are you currently breastfeeding?

What is the name of your Obstetrician/Gynecologist? (
Have you ever been a Smoker?

Yes / No

Yes / No

Yes / No

Continue to back of sheet



Left hand Right hand

@ Please mark the area of pain on the human body chart.

d Since when do you have this pain?

[ J

@ Is there any cause of pain? Yes / No / Unknown

If you answered yes, please write the cause.

[ Back
. . Right
d Do you have fever with the pain? Yes / No
(3 Does the pain wake you up at night?
Yes ( Every night - Sometimes ) / No
3 Does any particular motion cause the pain?
Front Back
Left Right

@ Do you engage in sports?
Yes (sports : ) / No

Ankle

@ Questions about exercise.

I can’ t exercise due to pain. / I have a pain but I can exercise. / I don’ t usually exercise.

@ Please fill in if you visited another hospital for the pain.

- Hospital name : ( ) - Department ( )
- First visit date : ( / / ) = Last visit date ( / / )
- Diagnosis - ( )
» Examination : X-ray / MRI / CT / Blood test / Other ( )
* Medication : Yes (Name of medicine: ) / No / Unknown
 Medical treatment : Injection / Electrotherapy / Traction / Massage

/ Fixing ( Cast - Brace « Other )

Other ( )

@ Please select if there is particular type of treatment that you would |ike.

Oral or Topical medication / Local injection / Rehabilitation / Leave it up to the doctor
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