Dallas Arthritis Center
Marcia S. Genta, M.D.

Patient History Form

Date of first appointment: / / Time of appointment: Birthplace:
MONTH DAY YEAR
Name: Birthdate: / /
LAST FIRST MIDOLE iNITIAL MAIDEN MONTH DAY YEAR
Address: Age: Sex:. OF QM
STREET APTH
Telephone: Home ( )
City STATE ziP Work ( )
MARITAL STATUS: O Never Married 0O Married Q1 Divorced 0O Separated 0 Widowed
Spouse/Significant Other: Q Alive/Age O Deceased/Age Major liinesses
EDUCATION (circle highest level attended):
Grade School 7 8 9 10 11 12 College 1 2 3 4 Graduate School
Occupation Number of hours worked/average per week
Referred here by: (check one) Q Self Q Family Q Friend O Doctor Q Other Health Professional

Name of person making referral:

The name of the physician providing your primary medical care:

Do you have an orthopedic surgeon? Q Yes

Describe briefly your present symptoms:

Date symptoms began (approximate).

Diagnosis:

Previous treatment for this problem (include physical therapy,
surgery and injections; medications {o be listed later)

Please list the names of other practitioners you have seen for this
problem:

RHEUMATOLOGIC (ARTHRITIS) HISTORY

O No If yes, Name:

Please shade all the locations of your pain over the
past week on the body figures and hands.

Example:

Adapted from CLINHAQ, Wolfe F and Pincus T. Current Comment - Listening to the patient - A
practical guide 0 self report questionnaires in clwwcal care Arthritis Rheum. 199942 (9) 1797-
808 Used by parmission

At any time have you or a blood relative had any of the following? (check if “yes")

Relative
Name/Relationship

Yourself

Relative
Name/Relationship

Yourself

Arnritis (unknown type)

Lupus or “SLE”

Osteoarthritis

Rheumatoid Arthntis

Gout

Ankylosing Spondylitis

LChiIdhood arthritis

Osteoporosis

Other arthritis conditions:

Patient’'s Name Date

Physician Initials




SOCIAL HISTORY
Do you drink caffeinated beverages?

Cups/glasses per day?

Do you smoke? O Yes {1 No (1 Past — How long ago?

Do you drink alcohol? O Yes U No Number per week

Has anyone ever told you to cut down on your drinking?
U Yes O No

Do you use drugs for reasons that are not medical? U Yes O No
If yes, please list:

Do you exercise regularly? 1 Yes O3 No

Type

Amount per week

How many hours of sleep do you get at night?
Q Yes O No
0 Yes O No

Do you get enough sleep at night?

Do you wake up feeling rested?

Previous Operations

Type Year

PAST MEDICAL HISTORY

Do you now or have you ever had: (check if “yes”)

Q Cancer O Heart problems O Asthma

0 Goiter 0O Leukemia Q Stroke

vD Cataracts QO Diabetes Q) Epilepsy

Q Nervous breakdown 0O Stomach ulcers QO Rheumatic fever
Q) Bad headaches Q Jaundice Q Colitis

Q Kidney disease O Pneumonia Q Psoriasis

O Anemia Q HIVIAIDS O High Blood Pressure

O Emphysema Q Glaucoma QO Tuberculosis

Other significant iliness (please list)

Natural or Alternative Therapies (chiropractic, magnets, massage,
over-the-counter preparations, etc.)

Reason

1.

NOO o A e N

Any previous fractures? (O No O Yes Describe:

Any other serious injuries? O No O Yes Describe:

FAMILY HISTORY:
IF LIVING

Age Health

IF DECEASED

Age at Death Cause

Father

Mother

Number of siblings Number living
Number of children

Health of children:

Number living

Number deceased

Number deceased

List ages of each

Do you know of any blood relative who has or had: (check and give relationship)

Qa Cancer Q Heart disease

Q Leukemia Q High blood pressure
O Stroke O Bleeding tendency
Q Colitis G Alcoholism

Patient's Name Date

O Rheumatic fever Q Tuberculosis

Q Epilepsy O Diabetes
O Asthma Q Goiter
Q Psoriasis

Physician Initials




