




PERSONAL HEALTH HISTORY


NAME:_______________________________________________      Date_______________________

ANY PAST MEDICAL HISTORY/PROBLEMS?:  ___NO  ___YES  If yes please list:___________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ANY PREVIOUS SURGERIES?: ___NO ___YES   If yes please list:__________________________

_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

ANY CURRENT MEDICATIONS?: ___NO ___YES If yes please list: _______________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Are you ALLERGIC to any medications?  ___NO ___YES 

If ‘yes’, list all the medicines to which you are allergic:________________________________________

____________________________________________________________________________________ 

       MEDICAL CONDITIONS: Please check ( ) symptoms you have had in the past year

	
	
	
	
	
	
	
	
	

	
	
	AIDs
	
	Cataracts
	
	Hepatitis
	
	Multiple Sclerosis

	
	
	Alcoholism
	
	Chemical Dependency
	
	Hernia
	
	Mumps

	
	
	Anemia
	
	Chicken Pox
	
	Herpes
	
	Pacemaker

	
	
	Anorexia
	
	Diabetes
	
	High Cholesterol
	
	Pneumonia

	
	
	Appendicitis
	
	Emphysema
	
	HIV Positive
	
	Polio

	
	
	Arthritis
	
	Epilepsy
	
	Kidney Disease
	
	Prostate Disease

	
	
	Bleeding Disorders
	
	Ghonorrhea
	
	Liver Disease
	
	Psychiatric Disease

	
	
	Breast Lump
	
	Glaucoma
	
	Measles
	
	Tubercolosis

	
	
	Bronchitis
	
	Goiter
	
	Migraines
	
	Ulcers

	
	
	Bulimia
	
	Gout
	
	Miscarriage
	
	Varicosities

	
	
	Cancer
	
	Heart Disease
	
	Mononucleosis
	
	Venereal Disease


REVIEW OF SYSTEMS: Please check ( ) the symptoms that apply to you.
	
	 
	GENERAL
	
	GENITOURINARY
	
	CARDIOVASCULAR
	
	EAR/NOSE/THROAT

	
	
	Chills
	
	Blood in urine
	
	Chest pain
	
	Vision changes

	
	
	Fever
	
	Frequent urination
	
	High blood pressure
	
	Bleeding gums

	
	
	Depression
	
	Poor bladder control
	
	Irregular heart beat
	
	Nosebleeds

	
	
	Dizziness
	
	Painful urination
	
	Low blood pressure
	
	Loss of hearing

	
	
	Fainting
	
	
	
	Poor circulation
	
	Sinus problems

	
	
	Forgetfullness
	
	GASTROINTESTINAL
	
	Varicose veins
	
	

	
	
	Headache
	
	Blood in stool
	
	
	
	RESPIRATORY

	
	
	Loss of Sleep
	
	Constipation
	
	SKIN
	
	Wheezing

	
	
	Loss of Weight
	
	Diarrhea
	
	Bruise easily
	
	Continued coughing

	
	
	Nervousness
	
	Stomach pain
	
	Rashes
	
	Smoking

	
	
	Numbness
	
	Vomitting
	
	Sores
	
	Difficuty breathing

	
	
	Sweats
	
	
	
	Scars
	
	


After completing this page, please complete the next page.  Thank you.


NAME:_________________________________________________________DATE_______________

HABITS:   Please check (  ‘Yes’ or ‘No’ and answer where required.

	
	
	
	
	
	

	
	
	Yes
	
	No
	Tobacco (Cigarette,Cigars)      Packs/Day:                For how many years?

	
	
	Yes
	
	No
	Coffee/Caffeine        Cups daily:

	
	
	Yes
	
	No
	Alcohol:  How many drinks per day:

	
	
	Yes
	
	No
	Illegal drug use?  Type:


OCCUPATIONAL:
Please check (  ‘Yes’ or ‘No’ and/or answer where required.
What is your occupation?____________________________________________________________
	
	
	
	
	
	

	
	
	Yes
	
	No
	Heavy Lifting,  Specify:

	
	
	Yes
	
	No
	Hazardous Substance(s) Type(s):

	
	
	Yes
	
	No
	Stress(s)  Type:


SOCIAL HISTORY:  Please check (  ‘Yes’ or ‘No’

	
	
	
	
	
	

	
	
	Married
	
	
	

	
	
	Single
	
	
	

	
	
	Live alone
	
	
	

	
	
	Retired
	If retired, specify your daily activities

	
	
	
	 

	
	
	Disabled
	If disabled, specify your disability


FEMALES ONLY:   Are you pregnant?    ____Yes
_____No

FAMILY HISTORY:Please check (( ) all conditions that apply to your family (grandparents,parents,children, uncles,etc)
	
	
	
	
	
	
	
	
	

	
	
	Arthritis

	
	
	Bleeding Disorder

	
	
	Bone Disease

	
	
	Cancer

	
	
	Diabetes

	
	
	Epilepsy

	
	
	Heart Disease

	
	
	High Blood Pressure

	
	
	Kidney Disease

	
	
	Mental Illness

	
	
	Osteoporosis

	
	
	Stroke


SIGNATURES:
I certify that the information I have given on these pages is correct to the best of my knowledge.  I will not hold my doctor or any members of his staff responsible for any errors that I may have made in completion of this form.

Signature:______________________________________________________Date:_________________

Reviewed By:___________________________________________________Date:_________________


Checklist for Your First Visit

□  Health History (completed)

□  Registration Information (completed)

□  Referral, if appropriate

□  Comfortable clothing for the Physical Exam

□  Emergencey Room: If you have been seen in the Emergency Room of any hospital, please bring the actural X-rays, MRI’s, CT scans, or other diagnostic studies that were performed. Please be sure to bring these studies and not just the report that was dictated on these studies. If these studies are not available, X-rays or other studies may have to be repeated

□  Medical Information: Please bring the appropriate medical information to your visit.    This may include (but not limited to)


Previous Office Notes


Previous Operative Reports


List of Medications


List of Allergies

□  Insurance Card

□  Drivers License

□  Method of Payment (Visa, MC, Check, Cash)

ARLINGTON MUSCULOSKELETAL CENTER

Patient Registration Form










            Chart Number: _________________
Personal Information






Patient’s Name (Last, First, MI) _________________________________/_______________________________/______

Patient’s Address___________________________________________ City, State, Zip ___________________________

Social Security # ______________________________ Date of Birth ____/____/____ Age ______________

Home Telephone (____) ____________________________________ Marital Status __________ Sex ______________

Work Telephone (____) _______________Ext______  Employer ____________________________________________

Employment Address ______________________________________ City, State, Zip ____________________________

Occupation _____________________________Emergency Contact Name & Telephone____________ (____)_________

Referred By __________________________________ Primary Care Physician _________________________________

Reason for today’s visit _______________________________________Date of Onset:________/________/______
Pharmacy Name: _________________________________  Address:____________________  Fax: (   )___________
Patients Under the Age of 18
Parent or Guardian Name:_______________________________________________________________

Home: (   ) ____________________________Work (      ) _____________________________________


Insurance Information
Plan Name _______________________ Effective Date ______________ [  ] Primary   [  ] Secondary

ID # _________________________Group # ___________________ Plan Phone (   )________________

Address _____________________________________City, State, Zip _____________/____/_________

Policy Holder’s Name, D.O.B. & SS # ____________________/____________/____________________

Policy Holder’s Employer ___________________________Relationship to Patient _________________


⁭Other Insurance Carrier_____________  Workers Compensation-Claim #_______________________

Plan Name _____________________________ Effective Date ______________ [ ] Primary [ ] Secondary

ID # ___________________________Group # _____________________ Plan Phone (   )________________

Address _____________________________________City, State, Zip _____________/____/_________

Policy Holder’s Name, D.O.B. & SS # ____________________/____________/____________________

Policy Holder’s Employer ___________________________Relationship to Patient _________________

PLEASE SIGN ON THE LINE BELOW
_________________________________________________________                _______________ 

Signature of Patient, Policy Holder or Legal Guardian
    Date

ARLINGTON MUSCULOSKELETAL CENTER  2501 N. Glebe Rd, Arlington VA  22207  (703) 469-3971








ARLINGTON MUSCULOSKELETAL CENTER  2501 N. Glebe Rd, Arlington VA  22207  (703) 469-3971








