Bruce E. Ellison, M.D.

Orthopaedic Surgery

Patient History Form

Name: _______________________________________ 
Age: __________ 
Date: ______________

Height: _______Weight:______Primary Care Physician: _______________________________________
What is you primary problem? _____________________________________________________________

How bad is the pain on a scale from one to ten?  Circle the number that best describes your pain

	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10


No Pain






  Worst Imaginable Pain
When and how did the problem begin? _______________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

Have you had this problem in the past? 
[  ] Yes [  ] No

If yes, when:_____________________

Do you have any prior broken bones?   
[  ] Yes [  ] No 
If yes, when, which bones:

_________________________________________________________________________________________

Do you have any past or present medical conditions? [  ] Yes [  ] No    If yes, pleases list condition and date:

__________________________
__________________________
_________________________

__________________________
__________________________
_________________________

Have you had surgical procedures? [  ] Yes [  ] No    If yes, pleases list procedure and date:

__________________________
__________________________
_________________________

__________________________
__________________________
_________________________

Please list Medications that you take - Include over the counter (Tylenol, Advil, Motrin, Etc) :

__________________________
__________________________
_________________________

__________________________
__________________________
_________________________

__________________________
__________________________
_________________________

Allergies: 
[  ] Penicillin

[  ] Mycins and Antibiotics
[  ] Sulfa drugs

 
[  ] Aspirin

[  ] Codeine


[  ] Other________________________

Do you smoke cigarettes?     
[  ] Yes 
[  ] No – I Quit  
[  ] No – Never Did

Do you drink alcohol? 

[  ] Yes   
[  ] No

What is your profession?
______________________________________________________

Do you have any of the following conditions? (Check only those that apply)

[  ] Diabetes
[  ] Respiratory Disease

[  ] Heart Disease
[  ] Hypertension

[  ] Neurological Disease
[  ] Gastrointestinal Disease

[  ] Other______________________
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