
LAST NAME:  ________________________________________ 
 
FIRST NAME: ________________________________________ 
 
MEDICAL RECORD NUMBER:  _________________________ 
 
DATE:  _____________________________________________ 
 
ORTHOPAEDIC REVIEW OF SYSTEMS: 
Please color in the block next to any of the following medical problems that you have now: 
 
GENERAL: 
[] Fever 
[] Weight loss or weight gain 
HEAD: 
[] Headaches 
[] Seizures 
EARS: 
[] Earache 
[] Hearing Problems 
NOSE: 
[] Nose bleeds 
[] Rhinitis – runny nose 
THROAT: 
[] Sore throat 
[] Trouble swallowing (dysphagia) 
RESPIRATORY: 
[] Shortness of breath (dyspnea) 
CARDIOVASCULAR: 
[] Chest pain 
[] Irregular heart beats 
ABDOMEN: 
[] Pain 
[] Nausea 
[] Vomiting 
[] Diarrhea 
GU: 
[] Problem with urination 
[] Blood in the urine (hematuria) 
NEUROLOGICAL: 
[] Weakness 
[] Loss of sensation 
HEMATOPOEITIC / IMMUNOLOGIC: 
[] Bruising or bleeding 
SKIN / INTEGUMENT: 
[] Rashes, Itching or skin conditions 
MUSCULOSKELETAL: 
[] Joint pain or swelling 
[] Bone or joint deformity 
 
 



LAST NAME:  ________________________________________ 
 
FIRST NAME: ________________________________________ 
 
MEDICAL RECORD NUMBER:  _________________________ 
 
DATE:  _____________________________________________ 
 
PAST MEDICAL HISTORY 
 
Please list any past or current medical diagnosis: 
1. 
2. 
3. 
4. 
 
 
Please list any operations: 
Operative procedure     Date 
 
1. 
2. 
3. 
4. 
 
 
Injuries:  (Fracture, Sprain, Laceration, Burn) 
Injury       Date 
 
1. 
2. 
3. 
4. 
 
 
Hospitalizations: 
 Illness       Date 
 
1. 
2. 
3. 
4. 
5. 
 
 
 
 
 
 
 
 



Medications: 
Please list any medications and their dosages 
 Medication    Dose 
1. 
 
2. 
 
3. 
 
4. 
 
5. 
 
Allergies: 
Does the patient have any Allergies to medications? [] No   [] Yes 
Please list the medication allergies and describe the reaction i.e. rash, difficulty 
breathing etc. 
 Medication   Reaction 
1. 
 
2. 
 
3. 
 
 
Allergies to anything else? [] No   [] Yes 
Please list any substances causing the allergies: 
1. 
 
2. 
 
3. 
 
 
Prenatal History: 
Did the patient’s mother have any previous miscarriages? 
[] Yes   [] No 
If so, how many? 
[] 1 [] 2 [] 3 []>3 
Did the patient’s mother have any complications during pregnancy? 
[] Bleeding  [] Premature contractions 
[] Other 
Did the patient’s mother use any medications, smoke, alcohol, or drugs while 

pregnant?  If so please list 
 
 
 
 
 
 
 



Birth History: 
Baby was delivered: 
[] Cephalic (Head first) [] Breech (Buttocks or feet first) 
Delivery 
[] Vaginal   [] C-section 
Was the baby  
[] Full term (37 or more weeks) 
[] Premature (36 weeks or less)  If so, number of weeks gestation ______ 
Birth Order [] 1  []2 []3  []4  [] 5 
Birth complications 
[] Patient required admission to ICU, if so please explain: 
 
 
Developmental History: 
What age did the patient roll over? 
 
What age did the patient sit up? 
 
What age did the patient pull up to stand? 
 
What age did the patient walk? 
 
Can the patient talk? 
[] Yes  [] No 
 
Does the patient have any growth abnormalities? 
[] Yes [] No 
[] Taller than average 
[]  Smaller than average 
 
Females: 
 Date of first menstrual period _________ 
     
 
Immunizations:   
Are routine immunizations up to date for age? 
[] Yes [] No 
 
Family History list which family member affected: 
[]  Scoliosis 
[]  Developmental Dysplasia of the Hip 
[]  Club foot 
[]  Diabetes 
[]  Heart disease 
[]  High blood pressure 
[]  Cancer 
[]  Other – describe 
 
 
Social History: 
Family structure: 



[]  Patient lives with Mother & Father 
[]  Patient lives with Mother 
[]  Patient lives with Father 
[]  Patient lives with other family member - describe 
[]  Patient is adopted 
[]  Patient is in a foster home 
[]  Patient is in a single parent home 
[]  Patient is Institutionalized – name of institution 
 
School Grade: 
[] K []1  []2 []3  []4  []5  [] 6 []7  []8 []9  []10  []11 []12  []1C []2C  []3C  []4C  
Name of School:   
 
Special Interests: 
[]  Sports []  Music []  Art 
[]  Hobbies – name 
[]  Other – describe 
 
Smoking: 
Does the patient smoke?  [] No   [] Yes 
 
Name and address of pediatrician or family physician: 
 
 
Name and address of referring physician:  (if different from above)  
 
 
FOR SPORTS MEDICINE APPOINTMENTS ONLY: 
 
High School:  ____________________________________________ 
 
Athletic Trainer:  ___________________________________________ 
 
How did you hear about us? 
 
[] Friend 
 
[] Athletic Trainer _________________________ 
 
[] Website             _________________________ 
 
[] PCP                  _________________________ 
 
[] Other                _________________________ 
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