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JORDAN-YOUNG INSTITUTE

A DIVISION OF ORTHOPAEDICS VIRGINIA, INC.





PATIENT HISTORY
PLEASE BRING THIS COMPLETED FORM WITH YOU TO YOUR FIRST APPOINTMENT

Patient Name:  _______________________________________  Today’s Date:  ______________


Last

   First

       Middle

Patient’s Date of Birth:  _____________  Age:  _______  Height:  _______  Weight:  _________

Primary Care Physician’s Name _____________________________________________________


Address: ________________________________________________________________

Referring Physician’s Name ________________________________________________________


Address:  ________________________________________________________________

What is your primary problem or complaint?  __________________________________________
_______________________________________________________________________________

How long have you had this problem?  _______________________________________________

What is the severity of your pain?  (Circle One)  None  1   2   3   4   5   6   7   8   9   10   Horrible

Is your pain
 □ improving?    □ worsening?    □ staying the same    □  ___________________

Was there an event which you believe caused or was associated with your problem? □ Yes  □  No


If yes, what happened? ____________________________________________________


________________________________________________________________________

Is there anything that relieves or worsens your symptoms?   □  Yes    □  No

If yes, what?  ____________________________________________________________
Have you had any studies, tests or x-rays performed elsewhere that were related to this problem?  □  Yes    □  No


If yes, what?  ____________________________________________________________

Have you been examined by a physician for this complaint before?  □  Yes   □  No


If yes, who?  _____________________________________________________________

Have you been told that you need surgery for this problem?   □  Yes   □  No


If yes, by whom?  _________________________________________________________
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MEDICAL AND SURGICAL HISTORY

Please list any medical diagnoses or problems you have

	
	

	
	

	
	

	
	

	
	

	
	


Please list any previous surgeries and the approximate year

                            Surgery


  Year
                          Surgery                                    Year
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Please list all medication allergies and the reaction

	
	

	
	

	
	

	
	

	
	


Please list all medications and supplements you are currently taking

            Medication

           Dosage     Frequency               Medication                      Dosage       Frequency
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SOCIAL HISTORY

What is your occupation?  ________________________________________________________

Do you smoke?   □  Yes   □  No    If yes, how much? (packs or cigarettes per day)  __________



How long?  __________________________

Do you drink alcohol?  □  Yes   □  No
If yes, how much?  _____________________________

Have you ever had a drug addiction?   □  Yes   □  No

FAMILY HISTORY
Please indicate the health status or cause of death of your family members

MOTHER  _____________________________________________________________________

FATHER  ______________________________________________________________________
SIBLING ______________________________________________________________________

SIBLING  ______________________________________________________________________

CHILD  _______________________________________________________________________

CHILD  _______________________________________________________________________


_______________________________________________________________________


_______________________________________________________________________

Do you have a history of a bleeding disorder?   □  Yes   □  No
Have you had or do you currently have cancer?   □  Yes   □  No


If yes, what type of cancer and what treatments have you received?


_______________________________________________________________________


_______________________________________________________________________

PHYSICIAN NOTES
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REVIEW OF SYSTEMS
	Constitutional
	Genitourinary

	Excessive fatigue
	
	Yes
	
	No
	Painful urination
	
	Yes
	
	No

	Exercise intolerance
	
	Yes
	
	No
	Kidney stones
	
	Yes
	
	No

	Eyes
	Pyelonephritis
	
	Yes
	
	No

	Glaucoma
	
	Yes
	
	No
	Bladder infection
	
	Yes
	
	No

	Cataracts
	
	Yes
	
	No
	Skin

	ENMT
	Any skin disease
	
	Yes
	
	No

	Infected or painful teeth
	
	Yes
	
	No
	Lesion color change
	
	Yes
	
	No

	Cardiovascular
	Sores
	
	Yes
	
	No

	Chest pain
	
	Yes
	
	No
	Breast lump/pain
	
	Yes
	
	No

	Heart murmurs
	
	Yes
	
	No
	Neurological

	High blood pressure
	
	Yes
	
	No
	Parkinson’s Disease
	
	Yes
	
	No

	Palpitations
	
	Yes
	
	No
	Stroke
	
	Yes
	
	No

	Irregular pulse
	
	Yes
	
	No
	Seizures
	
	Yes
	
	No

	Vascular disease
	
	Yes
	
	No
	Head Injury
	
	Yes
	
	No

	Respiratory
	History of emotional or psychiatric disorder
	
	Yes
	
	No

	Asthma
	
	Yes
	
	No
	
	
	
	
	

	Coughing up blood
	
	Yes
	
	No
	Endocrine

	Pulmonary edema
	
	Yes
	
	No
	Diabetes
	
	Yes
	
	No

	Shortness of breath
	
	Yes
	
	No
	Thyroid Disorder
	
	Yes
	
	No

	Wheezing
	
	Yes
	
	No
	Unexpected weight gain or loss
	
	Yes
	
	No

	Pneumonia
	
	Yes
	
	No
	Blood/Lymphatic

	
	
	
	
	
	Any “gland” disorder
	
	Yes
	
	No

	
	
	
	
	
	Transfusions
	
	Yes
	
	No

	
	
	
	
	
	Hepatitis
	
	Yes
	
	No

	
	
	
	
	
	Swollen glands
	
	Yes
	
	No

	
	
	
	
	
	Anemia
	
	Yes
	
	No

	
	
	
	
	
	Bleeding tendencies
	
	Yes
	
	No

	
	
	
	
	
	HIV infection
	
	Yes
	
	No


Signature:  _____________________________________________  Date:  _________________
Reviewed with patient

Physician’s Signature:  ___________________________________   Date:  _________________
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