Inland Orthopaedic Surgery and Sports Medicine Clinic                Express Care or New Patient Questionnaire

Demographics
Patient Name:   _________________________________________________                    DOB:   _____/______/________ 
 Sex ______                 Height ____________                  Weight _____________                     
 Dominant Hand: Right / Left                                                             Occupation: ______________________________________

Reason for Visit
Chief Complaint/Reason for visit: ________________________________________________________________      Side: Right / Left
Date of injury/onset of symptoms:   _____/______/________
Prior treatment for this injury (circle all that apply):     Surgery      Physical Therapy        Injections         Bracing        Medication
What tests have you had?   X-rays    MRI    CAT Scan    Bone Scan    Nerve Test

Pain Assessment
Since my problem started, it is:    Getting better          Getting worse          Unchanged 
My pain is bettered by: _________________________         My pain is worsened by: ______________________________________
What activities do you have difficulty doing?: ______________________________________________________________________

Allergies
Allergic to any medications?  Y / N    If yes, please list:__________________________________________________
Allergy or sensitivity to metal or Jewelry?  Y / N                Allergy to iodine, latex, local anesthetics or anti-inflammatories? Y / N  

Social History
Do you use tobacco or nicotine products?      Y/N/Occasionally/Former                       Type(s)?   Smoking/Smokeless/Vape
Do you consume Alcohol?  Y/N/Occasionally 	How many drinks per week?   		
Recreational Drug use? Y/N/ Occasionally		Type(s)?									

Past Medical History
Have you ever had any of the following (circle all that apply):        Blood clots in the leg or lung            Heart disease or stent         COPD/asthma/lung disease          Cancer           Bleeding disorders           Clotting disorders           Gout           Diabetes           MRSA           Wound/Joint Infection
Other current and past medical problems: _________________________________________________________________________
List All previous Bone or Joint Related Surgeries
Surgery #1 __________________________________ Surgeon  ___________________ Year  __________
Surgery #2 __________________________________ Surgeon  ___________________ Year  __________
Surgery #3 __________________________________ Surgeon  ___________________ Year  __________
Surgery #4 __________________________________ Surgeon  ___________________ Year  __________

List medications and doses:  If necessary, attach list of medications.	  
________________________________________________          _______________________________________________________
________________________________________________           _______________________________________________________
________________________________________________           _______________________________________________________
Preferred Pharmacy: _____________________ Pharmacy Address: ____________________________________________________

 
