Ohio Orthopedic Center of Excellence

Ohio Spine Institute

Name: ___________________________________________

Date:  _______________________________

Referred By: ______________________________________

Date of Birth: __________________________

Primary Care Physician: _____________________________

(City) ____________________________________________

REASON FOR VISIT:  __________________________________________________________________________________

When did it start? ____________________________________
What makes it worse? ______________________________

Did it come on suddenly or gradually?  ____________________
What makes it better? ______________________________

Where is it located?  __________________________________
Describe the sensation. _____________________________

What treatments have you tried? (over-the-counter, prescription, therapy, alternative medicines)

Using the symbols below, mark on the drawings which areas of your body you feel the described sensations:
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Numbness
=====


Dull Ache
ooooo


Burning

xxxxx


Sharp Stabbing 
////////


Pins and Needles ++++

Using the following scale, mark the box corresponding to the severity of your pain in general:  (0=no pain, 10=excruciating pain)

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


PAST HISTORY - Circle any of the following problems you have had.
Blocking of coronary artery
Heart attack

Arrhythmia

Congestive heart failure

High blood pressure

Emphysema

TB


Thyroid disease

Diabetes


Degenerative arthritis
Rheumatoid arthritis
Lupus

Cancer



Ulcers


Hepatitis

Kidney failure

Stroke



HIV


Irritable bowel

Mitral valve prolapse

Trouble sleeping

TMJ


Heartburn (GERD)
other: ________________________________
Patient’s Name: __________________________________________________

Date:__________________
Review of Systems
 - Circle any of the following symptoms you have.

Gen
fever


chills


weight loss/gain

heavy sweating

Skin
rashes


sores or ulcers

changes in skin color
dryness

ENT
trouble hearing

trouble swallowing
trouble speaking


HE
double vision

blurry vision

headaches

Lung
shortness of breath
cough

Heart
palpitations

chest pain

feet swelling

leg pain with walking

GI
stomach pain

heartburn

constipation

diarrhea

GU
urinary incontinence
difficulty urinating
increased frequency of urination

Endo
heat intolerance

cold intolerance

increased appetite or thirst

Neur
numbness

burning


weakness

tingling

cramps

Musc
neck pain

back pain

muscle aches

joint swelling

Hem
easy bruising

anemia


prolonged bleeding

Psych
depression

anxiety


panic attacks

PAST MEDICAL HISTORY -  List past surgeries and dates.
MEDICATIONS  -  (prescription, over the counter, alternative)

Medication

Dose

Frequency

Medication

Dose

Frequency

_______________________________________________
__________________________________________________

_______________________________________________
__________________________________________________
_______________________________________________
__________________________________________________
_______________________________________________
__________________________________________________
_______________________________________________
__________________________________________________
DO YOU HAVE ANY DRUG ALLERGIES? (circle one)
YES
NO
If yes, describe drug and reaction: 
FAMILY HISTORY - List any family member (parents, children, grandparents, brothers, sisters, aunts, uncles, cousins)   with the following conditions.
diabetes___________________________
thyroid disease________________________
lupus____________________

osteoarthritis_______________________
rheumatoid arthritis_____________________
muscle disease____________

high blood pressure__________________
heart disease__________________________
cancer___________________

nerve disease_______________________
depression____________________________
fibromyalgia______________

SOCIAL HISTORY – How much and how often do you:
How much do you:

Smoke _________________________________
Drink caffeine (colas, tea, coffee) _____________________________

Drink alcohol_____________________________
Use recreational drugs (cocaine, LSD, pot, etc.)__________________

Circle which applies to you:
R handed
L handed
Single

Married
Divorced
Widowed

Have you ever been abused? 
Y

N
STOP HERE AND RETURN FORM TO OFFICE PERSONNEL
Patient’s Name: __________________________________________________

Date:__________________
NEUROMUSCULOSKELETAL EXAM
Gen

· BP:_________
Pulse: __________

Ht: ___________

Wt: __________

· Appearance:
Well

Ill

Depressed

In Pain
Other​​​_________________
Normal

Abnormal/Comment

Normal

Abnormal/Comment

HEENT








NEURO/PSYCH

PERRLA/EOMI







Reflexes

Tongue








Light Touch










Vibration

CV








Proprioception

Pulses








Coordination

Extremities







Orientation










Mood and Affect
LYMPH








Memory

Neck/Axilla/Groin






Language










Cranial Nerves


SKIN

Head/Neck





Trunk




RUE




LUE




RLE






LLE





MUSCULOSKELTAL

Station and Gait








Normal






Abnormal Comment
Joints/Bones/Muscles
Inspection
ROM

Strength




Palpation


Tone

Head and Neck






Thoracic Spine/Chest





Lumbar Spine/Pelvis





RUE







LUE







RLE







LLE







Other:

Xray/MRI Reviewed

Consult Letter Reviewed

Physician Called__________________
Labs Reviewed

Medical Records Reviewed
Patient’s Name:___________________________________________________


Date:______________
HISTORY OF PRESENT ILLNESS:  (Location, quality, timing, severity, duration, context, modifying factors, etc.)
PHYSICAL EXAM:











Exercise Instruction

Physical Therapy

IMPRESSION:









Counseling/Education
Non-invasive procedure












Invasive procedure












Xrays ordered












Labs ordered

Referral
Records Requested

PLAN:













_________________________________________________________

_________________________________

Physician’s Signature







Date










2

