
Today’s Date  __________________________                       Date of Birth  ________________________ 
 
Name  ________________________________                              Age  _____________________ 
 
Height  _________________                                                   Weight  ___________________ 
 
Referring Dr.  __________________________                        Family Dr.  ____________________________ 
 
Employer  _________________________________________________________________________ 
 
Problem / Body area to be treated?  [ Please circle left or right if applicable ]  _________________________ 
 
______________________________________________________________________________________ 
 

Is this a work related injury?                       No ________            Yes  ________       Date  __________ 
 
Is this a car accident injury?                       No  ________           Yes  ________       Date  __________ 
 
Is this another type of accident injury?        No  ________           Yes  ________       Date  __________ 
 
Did you have X-rays taken?                        No  ________           Yes  ________       Where  ______________ 
                                                                    
 
 
 
 
Have you ever been treated for any of the following?    Please check. 
 
___ Diabetes                                      ___ Heart Attack                                     ___ Depression / Anxiety 
___ Cancer                                         ___ High Blood Pressure                        ___ Poor Circulation 
___ Arthritis                                        ___ Bleeding Tendencies                       ___ Abdominal Problems 
___ Stroke                                          ___ Back Pain                                        ___ Urination Problems 
___ Seizures                                      ___ Neck Pain                                        ___ Asthma 
___ Pneumonia                                  ___ Infections                                         ___ Hepatitis 
___ Emphysema                                ___ Fractures                                                   If known:  Type ______ 
___ Blood Clots                                  ___ Swollen Glands                                
 
List all operations you have had:  ___________________________________________________________ 
 
______________________________________________________________________________________

Lebanon Orthopaedic Associates Medical Information Sheet 

 
Physician Comments: ____________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 

PAST MEDICAL HISTORY 

 
Physician Comments: ____________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 



List all medications you are taking  (with dosage)  ______________________________________________ 
 
______________________________________________________________________________________ 
 
Allergies ______________________________________________________________________________ 
 
 
 
 
 
Do you now have any of the following problems? 
 
___ Fever                                 ___ Abdominal Problems                      ___ Leg Pain/ Numbness/Weakness 
___ Headaches                        ___ Urination Problems                        ___ Arm/Numbness/Weakness 
___ Dizziness                           ___ Blood in Urine                                ___ Back Pain 
___ Chest Pain                         ___ Joint Pain                                       ___ Difficulty in Walking 
___ Shortness of Breath           ___ Neck Pain                                      ___ Depression 
 

 
 
 
 
List all serious illnesses in your family. _______________________________________________________ 
 
Also please check if any listed apply: 
 

___ Cancer     _____ Diabetes     _____ Stroke     _____ Heart Attack 
 
 
 
 
Do you smoke?                                                 ___ Yes             ___ No 
 
Do you consume more than 1 to 2 alcoholic drinks daily?           ___ Yes          ___ No 
 
Have you ever used illegal drugs?                     ___ Yes             ___ No 
 
Do you live alone?                                             ___ Yes             ___ No 
 
Marital Status:                           ___ Single         ___ Married          ___ Divorced       ___ Widow 
 

REVIEW OF SYSTEMS 

 
Physician Comments: ____________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 

FAMILY HISTORY 

SOCIAL HISTORY 

 
Physician Comments: ____________________________________________________________ 
 
______________________________________________________________________________ 
 
______________________________________________________________________________ 


