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Medical History

Patient Name DOB Date

To help us meet your healthcare needs, please fill out both sides of this form completely. This is a
confidential record of your medical history and will not be shared without your authorization.

Reason for Today’s Visit: Hand Dominance: OR oL
ALLERGIES 0 No Known Allergies
Metal: O No O Yes, type Adhesives: O No O Yes, type

Please list all other allergies (Drug and Food) you have been diagnosed with and reaction.

Allergic To: Reaction: Allergic To: Reaction:
MEDICATIONS 0 No Current Medications
Please list all medications you are currently taking, prescribed and over the counter or provide a list.
Current Medication: Dosage: How often per day?
PAST SURGICAL HISTORY o No Past Surgical History
Please list all operations you have experienced and indicate year they occurred.
O Back Surgery O Hand Surgery O Knee Surgery
O Bowel/Stomach Surgery O Heart Surgery O Neck Surgery
O Cancer Surgery O Hip Surgery O Shoulder Surgery
O Fracture/Bones (Surgical) O Joint Replacement O Other

Please complete page two (other side) of medical history if you have not done so online


http://www.shorelineortho.com/

Shoreline e cida i :
() She opaedICS Only complete this side if you have not done so online

PAST MEDICAL HISTORY 0 No Past Medical History
Please check any that apply.
OArthritis/Type OGERD (reflux) OLung Disease/Asthma
OBack Pain OHeart Attack OMRSA Infection
OBlood Disorder OHeart Condition/Disease OOsteopenia/Osteoporosis
OBone Fractures OHepatitis/Liver Disease dPulmonary Embolism/DVT
oCancer/Type OHigh Blood Pressure OSeizure Disorder
ODepression/Anxiety oHigh Cholesterol OSleep Apnea
ODiabetes/Type_ oHIV/AIDS OStroke
OFibromyalgia OKidney Disease/Renal Insufficiency =~ OThyroid Disease
OOther
FAMILY HEALTH HISTORY Are you adopted? oYes oONo
Please indicate if any Blood Relative has had any of the following:
Diabetes High Blood | Heart High Cancer Mental IlI- Blood Lung Kidney
Pressure Disease Cholesterol | (Type) ness Disorder Disease Disease
(Type)
Father
Mother
Paternal Grandfather
Paternal Grandmother
Maternal Grandfather
Maternal Grandmother
Brother(s)
Sister(s)
Son(s)
Daughter(s)
SOCIAL HISTORY
Do you use tobacco? ONever OQuit/Age_ OYes—Type and amount per day?
Do you use marijuana? ONever OYes, Medical OYes, Recreational
Do you use vape products?  ONever OFormer OYes—How much?
Do you drink alcohol? ONever OFormer OYes— How Much/Often?
Do you use illegal drugs? ONever OFormer OYes
Do you drink caffeine? ONever OFormer OYes— How much?
How much do you exercise? [OSedentary [O1-2x/month 01-2x/week 0O3-4x/week ODaily
Marital Status: dSingle OMarried ODivorced OWidowed OPartner

What is your current occupation?

What is your education level? OLess than high school OHigh school degree OSome college

OAssociate degree OBachelor's degree OMaster's degree

ODoctorate Degree or higher




