
M~dical History MIAMI BONE & 
JOINT INSTITUTE Name: Date: __________~______ 

Date of birth: _____ Height: I--_~___ Weight: ____ Social Security #: _______~_ 


Dominant hand? Right or Acct. #: ________ 


Was this result of an accident? Yes No Date of injury: ______________ 


If Yes, it is: _Automobile -+-Work Related 

Injury or Symptoms: ---~.---l---------------------------------------
Have you seen a Physician in the last 6 mpnths? Yes or No 

If yes, Name of Physician and what condition you were treated 
I · 

Allergies: None Aspirin Codeine Iodine Morphine Penicillin Sulfa Versed Valium 

Other: -----------------r---------------------------------------- 
Please list of medication that you are (prescribed or not nrl"c;rr'II'lI"" .____________________ 

Pharmacy Name: ___________ vnnn,,,n' ___________________ Address: ________________ 

K73.9 

*Anxiety F41.9 

*Anemia D64.9 

Arthritis 

Asthma 

*Blindness HS4.8 

*Cancer 

Cataracts 

*Chronic anxiety F41.1 

*Chronic cough ROS 

Chronic lung disease J44.9 

*Chronic sinusitis 132,9 

*Cardiovascular Disease 151.9 

Colon polyps 

*Constipation KS9.00 

*Crohn's disease K50.90 

F34.9 

*Diabetes Tl- ElO.8 T2 - El1.9 

*Diverticulitis KS7.92 

*Ear / Nose / Throat 

Disorder FSO.9 

Emphysema 

Epilepsy 

*Fatty liver K76.0 

M79.7 

urinary infection 

Gallstones 

*Glaucoma H40.9 

Gonorrhea 

Gout 

Groin hernia 

Heart attack 

Heart murmur 

Hiatal herpia 

*High blo9d pressure R03.0 

* High cholesterol E79.5 

High trigly,cerides 

Hiatal herria 

*HIV/AIDS B20 
I 

Iritis . 

Irregular ~eart beat 

*Irritable syndrome KSS.2 

Iron 

/ failure N1S.9/N17.9 

K76.9 

J44.9 

*Lupus M32.9 

*Migraines G43.001 

*Multiple $clerosis 

*Osteopor9sis M81.0 

G83.9 

* Parkinson! s G20 

*Phlebitis 180.9 

Prostate Difease 

Pneumonia: 

Polio 

*Psoriasis 

Rheumatic pisease 

Seizures 

Sexually transmitted disease 

Stomach/Dt!.Iodenal ulcer 

"'Stroke 163.9 

Syphilis 

TB (tuberculosis) 

TB skin test positive 

*Thyroid disease E07.9 

Ulcerative colitis 

Social History! Marital Status: 

Divorced 

Married 

Widowed 

I have never used recreational drugs 

I am currently using recreational 

I have been treated for substance abuse 

Never 

Rarely 

Daily 

More than 2 days/week 

Less than 2 days/week 

t quit using alcohol 

I use tobacco products 

I quit using tobacco products 

I have never used tobacco products 

Right Left 

Veteran: Yes or No 


Patient hobbies: _____.________ 




Musculoskeletal: 

None 

Back 

Broken bones 

Chronic stiff joints 

Disc problems 

Swollen joints 

None 

Abnormal EKG 

Angina/chest pain w/activity 

heart 

Pain in w/activity 

Shortness of breath 

Swelling in the legs 

Varicose veins 

None 

Chills 

Fatigue 

Fever 

Night sweats 

Poor appetite 

Sweats 

Weight 

Weight loss 

Weight stable 

Other: 

None 

Blindness 

Chr\:mic numbness/tingling 
I 

DizzJness/Light headiness 

Heaidaches 


We~kness in arms 


Weakness in legs 

OthJr: _______ 

Ears, N;ose and Throat: 
I

None 


Blee~ing gums 


Chropic sinusitis 


Hearing loss 


Hoar$eness 


None: 

Chro~iC 
up blood 

Abdominal pain 

Bloati~g 
Bloodl in stool 

ConstIpation 

DiarrHea 

Heart~urn 

Jaundice 

Nause1as, vomiting 

Trouble swallowing 

Other; 

None 

Breast 

Cardiac Surgery 

Colonoscopy 

Gallbladder surgery 

Joint replacement 

Trauma 

ThyrOid 

Tonsillectomy 

None 

Abnormal growth/loss of hair 

Abnormal hot or cold 

Excess thirst 

Goiter 

Hot flashes Thyroid 

None 

Bleeding doesn't stop easily 

Frequent bruising 

Thrombosis/ blood clots 

Transfusions 

None 

Abnormal sleep 

Anxiety 

Emotional problems 

Memory loss/ confusion 

Nervous breakdown 

Other: 

Immunizations: 

Change in vision None 

Inflammation None Flu Pneumonia 

Poor vision Blood ,n urine Hepatitis A Tetanus 

Other: in urinary frequency HepatitiS B 

Other: 

Family History Mother Father Siblings 

Patient Date: 


