A Rapides
=) Orthopedic Clinic

Patient Name:

MEDICAL INFORMATION SHEET

WHo IS Your PrRiMARY CARE PHYSICIAN:

Have You SEEN ANy OTHER PHysiciAN For This ProBLEM? () YES () No

IF So, WHo?

ARE You LErT OrR RigHT-HANDED?

Ir FEMALE, CouLD You PossiBLY BE PREGNANT?

ARE YOU CURRENTLY RECEIVING PHYSICAL, OCCUPATIONAL, OR SPEECH THERAPY?
IF SO, WHEN DID YOU BEGIN?

( )Yes

( )No

ARE YOU CURRENTLY RECEIVING HOME HEALTH SERVICES? () YES

( )No IF so, WHICH AGENCY?

PREVIOUS SURGICAL PROCEDURES
~ PLEASE LiST ~

CURRENT MEDICATIONS

MEDIcATION NAME DoSAGE

How OFTEN
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MEDICATION ALLERGIES:

Do vyou Smoke? ( )Yes ( )No IF YES, HOW MANY PACKS PER DAY?

How MANY YEARS?

Do you Drink Arconor? () Yes () No IF YES, HOW OFTEN?

\ DO YOU HAVE ANY OF THE FOLLOWING PROBLEMS: \

( ) Heart Problems ( ) Emphysema () Kidney Problems

( ) High Blood Pressure () Tuberculosis ( ) Liver Problems (Hepatitis)

() Stroke ( ) Circulation Problems () Arthritis

( ) Blood Clots () Diabetes () Gout

( ) Anemia () Hearing Difficulty () Thyroid Problems

() Bleeding Problems ( ) Implants ( ) Psychiatric Treatment

( ) Cancer () Ulcers ( ) Depression

( ) Asthma ( ) Bladder Infections ( ) Neurological Problems (Epilepsy)
( ) Bad Teeth () Digestive Problems () Other
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