
                                                    New Patient Questionnaire 

Last name:  ____________________________________________________ First name: ______________________________________
Date of birth:  ________________________________________________________Date: ______________________________________

Do you have any of the following medical problems? (circle any that apply)

Have you had any of the following surgeries?  (circle any that apply)

Have you had any orthopaedic surgeries?  (circle any that apply)
Shoulder:	 Rotator	cuff	(R/L)	 Instability	(R/L)	 Fracture	(R/L)	 Replacement	(R/L)
Elbow:	 Cubital	tunnel	(R/L)	 Fracture	(R/L)	 Replacement	(R/L)
Wrist:	 Carpal	tunnel	(R/L)	 Ganglion	cyst	(R/L)	 Fracture	(R/L)	 Fusion	(R/L)
Hand:	 Trigger	finger	 Dupuytren’s	 Fracture	(R/L)	 Fusion	(R/L)
Hip:	 Fracture	(R/L)	 Replacement	(R/L)	 Arthroscopy	(R/L)
Knee:	 Meniscus	(R/L)	 ACL	Reconstruction	(R/L)	 Replacement	(R/L)	 Fracture	(R/L)
Ankle/Foot:	 Fracture	(R/L)	 Bunion	(R/L)	 Arthroscopy	(R/L	 Tendon	repair	(R/L)
Other:

Have you ever had problems with anesthesia?  (if yes, please explain)    No     Yes_________________________________
Do you have a history of metal allergy?  (if yes, please explain)    No     Yes _______________________________________
Are there any medical problems in your family?  
(Circle	all	that	apply	and	indicate	if	the	medical	problem	is	on	your	mother’s	(M)	or	father’s	(P)	side.)

 
Do you have any medication allergies? (circle any that apply)
None				Penicillin				Sulfa				Morphine				Codeine				Aspirin				Adhesive	tape				Latex						Other_________________________
Do you use tobacco?	(circle	any	that	apply):								Yes/No								 
Snuff/chew								Cigar/pipe								Cigarettes								How	many	packs/day?____________________
Do you drink alcohol?	(circle	any	that	apply):		 Yes/No								Daily								Weekly								Monthly	or	less
Do you have any of the following problems currently? (circle any that apply)

What do you do for work? 										Retired							Career	type:	 ___________________________________________________________
Do you take any calcium supplements?	(circle	any	that	apply):					Yes/No		
Fosamax								Calcium	pills	(Citracal)								Tums								Viactiv

Are you taking any herbal medicines or blood thinners?	(circle	any	that	apply):					Yes/No		
Herbal____________________________________								Coumadin							Plavix/Aspirin							NSAIDs

 

Hypertension
High	cholesterol
Diabetes
Rheumatoid	arthritis
Hepatitis
Other

Asthma
Cancer
    Type________________
Bleeding	disorder
Hypothyroidism
Osteoporosis

DVT/PE
Psoriasis
Heart	disease
Kidney	disease
Sleep	apnea
Ulcerative	colitis

Ankylosing	spondylitis
Ulcers/acid	reflux
Gout
Other__________________

Gallbladder
Hysterectomy
Colon

Thyroid
Tonsils
Splenectomy

Prostate
Wisdom	teeth
Appendix

Breast
Other__________________

Hypertension			M	/	P
High	cholesterol			M	/	P
Diabetes			M	/	P
Rheumatoid	arthritis			M	/	P
Hepatitis			M	/	P
Asthma			M	/	P

Lupus			M	/	P
Colon	cancer			M	/	P
Breast	cancer			M	/	P
Prostate	cancer			M	/	P
Lung	cancer			M	/	P
Gout			M	/	P

Osteoporosis			M	/	P
DVT/PE			M	/	P
Psoriasis			M	/	P
Heart	disease			M	/	P
Kidney	disease			M	/	P
Hypothyroidism			M	/	P

Sleep	apnea			M	/	P
Ulcerative	colitis			M	/	P
Ankylosing	spondylitis			M	/	P
Ulcers/acid	reflux			M	/	P
Leukemia/lymphoma			M	/	P
Bleeding	disorder			M	/	P
Other_________________		M	/	P

Headaches
Constipation
Hearing	problems
Fever/chills

Joint pain
Bleeding	problems
Dizziness
Shortness	of	breath

Skin	problems
Back	pain
Chest pain
Depression

Nausea/vomiting
Difficulty	urinating
Vision problems
Numbness/tingling
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