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Please provide the following information to help us better understand 
your medical history and your current health issues. 

	Last Name


	First Name


	M.I.

	Street Address


	City
	State
	Zip Code

	Date of Birth


	Male     Female

	Home Phone


	Work Phone
	Cell Phone

	Email Address



	Parent/Guardian (If patient under 18)


	Phone

	Name of Pediatrician/Primary Care MD

	Phone


CURRENT HEALTH:
1. What is the main reason that you came to the Sports Medicine clinic today? ________________________________________

___________________________________________________________________________________________________________
2. What is your current pain level on a scale of 0 to 10? (0=no pain, 10=extreme pain)​​ 

Please circle one:    0      1      2      3      4      5      6      7      8      9      10

3. Did your doctor or other health professional refer you to Sports Medicine?     Yes     No 
Name/number: ______________________________________________________________________________________________

MEDICAL/SURGICAL HISTORY
4. Do you have any chronic medical conditions? (ex: diabetes, heart disease, stroke, high blood pressure)     Yes     No
If yes, please list: ____________________________________________________________________________________________ ___________________________________________________________________________________________________________ ___________________________________________________________________________________________________________
5. Have you ever been hospitalized (medical, psychiatric, substance abuse etc.)?     Yes     No
If yes, please list reason for hospitalization and dates: _______________________________________________________________

___________________________________________________________________________________________________________          ___________________________________________________________________________________________________________

6. Have you ever had surgery?     Yes     No
If yes, please list types of surgery and dates: _______________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________

7. Have you ever had general anesthesia or sedation?     Yes     No
If yes, was there any difficulty or complication?     Yes     No
If yes, please explain: _________________________________________________________________________________________ ______________________________________________________________________________________________________________________________________________________________________________________________________________________
8. Is there a family history of problems with anesthesia?     Yes     No
If yes, please describe: ________________________________________________________________________________________  

______________________________________________________________________________________________________________________________________________________________________________________________________________________
9. Have you ever had a transfusion or received blood products?     Yes     No
If yes, was there any difficulty or negative reaction?     Yes     No
If yes, please describe: ________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________

MEDICATIONS

10. Are you currently taking any medications (including prescription, over-the-counter, birth control pills, vitamins, 

supplements)?     Yes     No
If yes, please list: ____________________________________________________________________________________________ ___________________________________________________________________________________________________________
___________________________________________________________________________________________________________
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	Last Name


	First Name
	M.I.


ALLERGIES

11. Do you have any allergies? (Please include medication, food, or environmental allergies)     Yes     No
If yes, please list and describe allergic reaction: ____________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________________________________________
SOCIAL HISTORY

12. Do you smoke?   No   Yes, number of packs per day: _____ for how long? ______

13. Do you drink alcohol?   No   Yes, number of drinks per week:_____


14. Do you use any other types of drugs or take any prescription medications not prescribed for you?     Yes     No
If yes, please list: ____________________________________________________________________________________________

___________________________________________________________________________________________________________
15. Occupation or year in school: ________________________________________________________________________________

16. Do you play any particular sports?     Yes     No
If yes, what is your main sport? (List only one): _______________________________________ Hours per week: ________________

Other sports? _______________________________________________________________________________________________

_________________________________________________________________________________________________________________________________________________________________________________________Hours per week total: ___________

17. Do you do other types of exercise?     Yes     No
If yes, please list: ____________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________ Hours per week total: ______________________________

FAMILY HISTORY

18. Family history of arthritis or other rheumatologic diseases?     Yes     No   

If yes, please list: ____________________________________________________________________________________________
___________________________________________________________________________________________________________

19. Family history of an injury or symptoms similar to what you have now?     Yes     No   
If yes, please explain: _________________________________________________________________________________________ ___________________________________________________________________________________________________________
20. Family history of bleeding or clotting disorders?     Yes     No
If yes, please explain: _________________________________________________________________________________________
___________________________________________________________________________________________________________

21. Family history of heart disease or sudden death?     Yes     No   

If yes, please explain: _________________________________________________________________________________________

___________________________________________________________________________________________________________

CURRENT SYMPTOMS
22. Do you have now, or have you recently had, any of the following?: 
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Fevers/chills


     

Yes
No

Nausea/vomiting

     
             

Yes
No            

Abdominal pain




Yes
No

Diarrhea





Yes
No

Constipation




Yes
No

Incontinence (inability to hold urine or stool)

Yes
No

Weakness




Yes
No

Chest pain




Yes
No

Females: At what age did you have your first period? _______________ When was your last period? ____________________

                How often do you have your period? ____________________

ADDITIONAL INFORMATION
23. Is there anything else you would like your doctor to know? ______________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________________________

_______________________________________________                               
______________________________________

Signature of Patient (or parent/guardian if patient under 18) 


Date



Shortness of breath			Yes	No


Headache				Yes	No


Numbness				Yes	No


Rashes					Yes	No


Loss of consciousness			Yes	No


Seizures					Yes	No


Joint swelling                   			Yes	No


Morning stiffness           			Yes	No





MD use only: FORM REVIEWED (initial & date) ___________________





MD use only: FORM REVIEWED (initial & date) ___________________
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