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OMAHA ORTHOPEDIC CLINIC
& SPORTS MEDICINE, PC. Pulse Rate
11704 West Center Road, Suite 200
Omaha, NE 68144-4327
Comprehensive History Questionnaire

Name: Date

Occupation:

Age Work Related? Yes No If yes, date of injury

Who requested that we see you in consultation?

Family Physician

Chief Complaint: (Brief description of your current orthopedic problem)

Date Problem Originated:

History of Present Illness: (Answer these questions regarding your current
orthopedic problem(s) only). You may indicate on the pictogram below.

Where on your body are you having this problem?

‘What symptoms are you having?

How long have you had this problem?

How did it happen?




Name Date

What makes it worse?

What makes it better?

Give previous treatment for this problem. (i.e. ER, PT, Chiropractor, injections, medications)

Have you had any of the following diagnostic studies or procedures for your current problem?

Diagnostic X-Rays yes no
CT (Computed Tomography) yes no
MRI (Magnetic Resonance Imaging) yes no
Myelogram yes no
Epidural Steroid Injection/Other Pain Blocks yes no
EMQG (Electromyogram) yes no

Review of Systems: (Please indicate yes or no. If yes, please circle the specific items and add other
items as needed.)

Constitutional Fever Weight change Yes  No
Gastrointestinal Fever, Nausea/Vomiting, Weight change, Blood in stool Yes  No

Eyes Visual change Yes  No
Genitourinary Urinary Infections Incontinence Yes  No

Ears, Nose, Mouth Hearing change/Sinus problems/Dental problems  Yes  No

Skin Infections Lesions/Ulcers Yes No
Cardiovascular Chest pain  hypertension shortness of breath Yes No
Neurologic Seizures Paralysis Yes  No
Psychiatric Depression Yes  No
Respiratory Tuberculosis ~ Pneumonia Asthma Yes  No
Hematologic Blood clots Bleeding Yes  No
Endocrine Diabetes Thyroid problem Yes No

If yes, Insulin dependent? Yes No



Name Date

Past Medical History: Past Surgical History:
(Please list medical conditions for which you (Please list prior surgeries)
are followed by a doctor)

1 1.

2 2,

3 3.

4 4.

5 5.

6 6.
Allergies:

Medications: (Please list current medications name, dose, and frequency)

L. 4.
2. 5.
3. 6.

Family Medical History: (Please list medical illnesses affecting your immediate family)

1. 4.
2. 5.
3. 6.

Social HiStOl‘y: (Please check all that apply)
Single married widowed divorced/separated

Alcohol use (drinks per week): Tobacco use (packs per day):

This document was reviewed on the above date by




