
Orthopedic Associates ofLong Island, LLP

Name:
Initial Visit History Form

Date:_- Social Sec. #'
Phone: Age: DOB: Sex :M/F
Na{re ofyour Prinlary Care Doctor:
Were you referr€d by a ph)sician? Y / N : Name: Phone:

R€rrotr for today's visit: (b,riefly state history ofgoblem and when syrnptorns began)

Problem due to: (check) - car accident - work-related - school injury

Psst Medical Ilistory: Have you ev€r had any ofthe following medical problems?
Yca No Yes No Yes No

other

_ _ Ulcers
_ - Colitis

Asthm.

Stroke - - Cancer _ Thyoid Disease
Rhdnatoid arthritis

_ _ High Blood hessure
Nervous Disordei

Endodine problems

_ _ Hepatitis
_ _ Diabetes

Tuberculosis

Kidney Stones
Lyme Disoase
Arthritis

- - Helrt Disease - - Bleeding Disord€rs

Explain .ny positive tdpons€s above (and other medical problems not listed):

Prlt Surgicsl History: (list all surgeries)

Medications (list):

Allergier (medicines):

Review of Systemsi Are you having problems with any ofthe following?
Ya! No Yes No Ye3 No

_ _ Eyes
_ _ Ears, Nose, Throat
_ _ Lungs,treathing
_ _ Recant weight loss
_ _ Weokness/fatigue

Psychiatric problems
Joint pain
Imfiune syst€m
Urinary problems
Cbest pain

Dig€stiontsowel Movement
Stomsch buming
cardiovascular problerns
Hanatologic / bleeding problems
Neurologic problems

ErphlD pocitirr ralpon8asl

Family Medicrl History: List medical problems ofyour relatives (ex- diab€tes,cancer):
Grandparents:
Mother: Father:
Siblings:
Children:

Socirl Ilistory: Occupation- Workine now? Yes / No / Retired
Do you smoke: Yes / No /Quit? Packs per day: _ lfquit, yea$ smoked: -__--J,rs.
Alcohol ure(circle one): Never / Occasional / Daily / Healy / Ilistory ofalcoholism
Any history ofDrug use (list):
(circle one) Manied / Single/ Divorced / Widowed Live alorre? yes /no
Are you oo a special diet?
Do you exercise I play spons (describe brjell))l

Completed by(sigrD Reviewed by: Dr.

Do trot write here ------------ Ileightl Weightr Temp:


