
PATIENT HISTORY 
Welcome to the Calton-Harrison Clinic.  Please complete this past medical history form accurately to help 
us serve you better.  This information is very important to your care, please be as accurate as possible.  
Print this form and bring it with you to your appointment. Thank you. 
Name:  Date: 
Age: Height: Weight: 
Occupation: 
Primary care physician: 
Who referred you to our office? 
Have you seen any other orthopedic surgeons for this condition?  
If YES, who? 
SOCIAL HISTORY 
Are you Right or Left handed?       �  Right    �  Left 
Please list recreational activities you enjoy: 
 
Marital Status:  �  Married   �  Single  �  Divorced  �  Widowed 
Tobacco Use:  � No  � Yes- Frequency:______________# of years _____________ 
Alcohol Use:   � No  � Yes- Frequency:______________ 
Recreational Drug Use:  � No  � Yes-Frequency:______________ 
HISTORY OF INJURY 
Did this occur at work or in an auto accident?   � No   � Yes 
Which body part hurts? Right    or    Left 
When did the pain begin? 
Was this a recent injury?     
� No   � Yes – How: 
 
 
Is the pain:  � Constant  � Occasional   � Sharp  � Dull  � Aching  � Stabbing  �  Throbbing 
What makes your symptoms worse? 
What makes your symptoms better? 
Is this problem preventing you from doing anything? 
� No  � Yes- What? 
Rate your FUNCTION of the injured joint on a scale of 1-10 (10 being perfect): 
1 2 3 4 5 6 7 8 9 10 
Rate your PAIN intensity on a scale of 1-10 (10 being the worst):              AT BEST: 1 2 3 4 5 6 7 8 9 10 
                                                                                                           AT ITS WORST: 1 2 3 4 5 6 7 8 9 10 
Have you had any previous surgeries on this body part? 
� No  � Yes – What:                               When:                                         Surgeon: 
Have you hand any steroid injections in this joint? 
� No  � Yes – How many:                      When:                                        Physician: 
Have you had any recent physical therapy for this condition? � No  � Yes _______(# of visits) 
Have you done anything else for it? 
Have you had any of the following for this injury? � X-ray � MRI � CT scan � EMG � Arthrogram 
If YES, where? 
 

 



ALLERGIES 
Check if you are allergic to :  � Latex   � IV Dye   � Iodine/Betadine   � Tape   � Sulfa   � Steroids 
 
 � No known drug allergies 
Please list any other medications you are allergic to: 
 
 
MEDICATIONS 
Please list all mediations you are currently taking, including dosage and frequency (include insulin and 
blood thinners): 
Medication Dosage Frequency 
   
   
   
   
   
   
PAST MEDICAL HISTORY 
Check if you have or had: 
�  High Blood Pressure �  Stomach/GI ulcers �  Sleep Apnea (CPAP/BiPAP/O2) 
�  Heart Disease �  Kidney Disease �  Tuberculosis 
�  Heart Attack �  Dialysis �  Bleeding Problems 
�  Chest Pain �  Hiatal Hernia �  Blood Transfusion 
�  Heart Rhythm Disorder �  Gastric Reflux �  Blood Clots 
�  Heart Failure �  Cancer:______________ �  Depression 
�  Rheumatic Fever �  Seizures �  Other Mental Disorders 
�  Heart Murmur �  Gout �  Substance Abuse 
�  Pacemaker �  Multiple Sclerosis �  Addiction 
�  Stroke �  Muscular Dystrophy �  Sexually Transmitted Disease 
�  Diabetes (diet / pills / insulin) �  Asthma �  Chronic Infection (i.e. MRSA) 
�  Liver Disease �  RSV �  Possibility of Pregnancy 
�  Hepatitis �  COPD �  OTHER: 
PAST SURGICAL HISTORY 
Please list all surgeries you’ve had in the past performed: 
Type of Surgery Date Surgeon 
   
   
   
   
FAMILY HISTORY 
Please check immediate family history conditions: 
Member Age At Death Cause of Death 
Mother   
Father   
Siblings   
Grandparents   
 



 

REVIEW OF SYSTEMS 
Check if you currently have the following: 
�  Recent Weight change �  Vision Change �  Numbness 
�  Chills �  Eye Pain �  Tingling 
�  Fever �  Double Vision �  Loss of sensation in any area 
�  Excessive Thirst �  Abdominal Pain �  Dizziness 
�  Hot/Cold Intolerance �  Nausea/Vomiting �  Headaches 
�  Excessive Fatigue �  Heartburn �  Swelling of joints (overall) 
�  Chest Pain �  Rash �  Muscle Aches 
�  Shortness of breath �  Persistent Itch �  Neck Pain 
�  Palpitations �  Abnormal Scars �  Back Pain 
�  Swelling in Legs  �  Skin Infections �  Wheezing 
�  Fainting �  Ulcers �  Frequent Cough 
�  Loss of hearing �  Swollen Glands �  Painful Urination 
�  Ear Infection �  Depression �  Urinary Frequency 
�  Sore Throat �  Ever Considered Suicide �  OTHER: 
�  Easy Bruising �  Addiction �   
�  Anemia �  Severe Mood Swings �   
PATIENT SIGNATURE 
This information is true to the best of my knowledge. 
 
Patient Name (Print):___________________________________ 
 
 
Patient / Guardian Signature:_____________________________ 
 
 
Date:_______________ 
 
 
Physician’s Signature: _______________________________  Date:______________________ 
 
 

IMPORTANT - Bring previous X-rays, MRI films and radiology report with you to your appointment. 


