
NAME:_____________________________________________AGE:_______________WC#:_______________
REFERRING PHYSICIAN:__________________________________________________________________
CHIEF COMPLAINT: (Single main symptom and location)_________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
PRESENT ILLNESS: Describe the problem:______________________________________________________
__________________________________________________________________________________________
a) How long has it been present?_ _______________________________________________________________
b) Describe injury if any and date of injury________________________________________________________
__________________________________________________________________________________________
c) What makes the problem worse?_ _____________________________________________________________
d) What makes the problem better?_ _____________________________________________________________
e) How has the problem been treated?____________________________________________________________
PAST MEDICAL HISTORY:
Medication Allergies?____________________________ Cancer?_ _____________________________________
High Blood Pressure?____________________________ Ulcer (stomach)?_______________________________
Diabetes?______________________________________ Heart Disease?_________________________________
Stroke?_ ______________________________________ Other?________________________________________
MEDICATIONS:____________________________________________________________________________
__________________________________________________________________________________________
PAST SURGERIES:_________________________________________________________________________
__________________________________________________________________________________________
FAMILY HISTORY:_________________________________________________________________________
__________________________________________________________________________________________
SOCIAL HISTORY:  SMOKING?________________  ALCOHOL?_________________________________
OCCUPATION:_____________________________________________________________________________

OFFICE USE ONLY

VITAL SIGNS:	 BP:_ ________P:___________R:_ _________TEMP:_________HT:_________WT:_________
PHYSICAL EXAM:_________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
ORDERS:	 LABS:_________________________________________________________________________
	 XRAYS:_ __________________________________________________EKG:_ ______________
DISPOSITION:_____________________________________________________________________________

Phuc Vo, M.D.
Orthopaedic Surgery / Sports Medicine

Mallory Bastian, PA  •  Jason Bulman, PA  •  Vishia Talbot, PA

THIS IS AN INFORMATIONAL FORM AND IS NOT A PERMANENT PART OF THE MEDICAL RECORD

04 ORTHO MR 014     Rev. 12/18/23


