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Chief Complaint: ______________________________________ Date of Injury: ______________________________________  

 ______________________________________ W: _____________lbs H: _____________ Age: ________  

Pediatrician:  ______________________________________ Referring Physician: __________________________________  

FIELDS MARKED WITH AN ASTERISK (*) ARE FEDERAL REQUIREMENTS.  

DOB*: _______________________ Sex*:  Male  Female  Smoking*:  Smoker  Nonsmoker  Former Smoker  

Current Medications, Vitamins & Supplements* 
 No Medications                                                     

Pharmacy | Location:   

   

   

   

   

   

 
Allergies (please list other drug  allergies)* 

 None Known  Codeine  Iodine  Sulfa  Aspirin  Penicillin  Demerol  Adhesive/Tape 
 

 
Other: ______________________________________________________________________________________________________ 
 

Are your injuries related to: 

 Auto accident  Work accident  School Athletic accident  Other accident  None 
 

 

Attorney:  No    Yes (name, phone, address): _________________________________________________________________ 

_________________________________________________________________________________________________________ 

 
Check off any diseases with which you were previously diagnosed  

 AIDS/HIV  Depression  Hypertension 
 Alcoholism  Diabetes  Kidney Disease 
 Alzheimer’s  Drug Abuse  Osteoarthritis 
 Anemia  Eye Disease  Osteoporosis 
 Arthritis  Fibromyalgia  Pacemaker 
 Asthma  GI Reflux  Seizures 
 Bleeding Disorders  Gout  Sleep Apnea 
 Blood Clots  Heart Disease  Strokes 
 Cancer  Hepatitis  Thyroid Disease 
 COPD  Hypercholesterolemia  Ulcers 

 
______________________________________________________  Right Handed              Left Handed 
   
Orthopedic Surgeries (please include side and year) 

 
Arthroscopy:  
Side:   R      L         Body Part: ___________________ 

 
Replacement: 
Side:   R      L         Body Part: ___________________ 

 Spine: _______________________  Other: ______________________ 
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Other Surgeries  
____________________________________________  ____________________________________________ 

____________________________________________  ____________________________________________ 

 
Fractures  

____________________________________________  ____________________________________________ 

____________________________________________  ____________________________________________ 

 
What is the nature of the Patient’s primary problem? 

 Trauma  Infectious  Developmental  Cerebral Palsy 
 Tumor  Spina Bifida  Muscular Dystrophy  Neuromuscular 
 Other: __________________________________________________________________________________________ 

 

What part of the patient’s body is involved? ______________________________________________________________________ 

Please describe what happened: _______________________________________________________________________________ 

__________________________________________________________________________________________________________ 

Have you had a problem before? If so, when? ____________________________________________________________________ 

Has anyone related to you had this problem before? If so, who? _____________________________________________________ 

 
What is your primary concern? 

 
 Pain  Deformity  Appearance  Future Problem  Other: __________________________ 

 

 
Are you a CMS (Children’s Medical Service) patient?  
  

 No 
 Yes:  West Palm Beach  Ft. Pierce 

 
Previous diagnostic studies done for the problem? 
 

 X-Rays Date: _____/_____/_____  Where: __________________________________________________ 

 Cat Scan  Date: _____/_____/_____ Where: __________________________________________________ 

 MRI Date: _____/_____/_____ Where: __________________________________________________ 

 Ultrasound Date: _____/_____/_____ Where: __________________________________________________ 

 Bone Scan Date: _____/_____/_____ Where: __________________________________________________ 

 EMG/NCS Date: _____/_____/_____ Where: __________________________________________________ 

__________________________________________________________________________________________________________ 

 
Please provide past medical history: 

 
Medical problems: ___________________________________________________________________________________ 

 ___________________________________________________________________________________

Problems related to birth: ___________________________________________________________________________________ 

 ___________________________________________________________________________________ 
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Pain Diagram 
 
How long have you been experiencing pain? ______ years ______ months ______ days  
 
On the diagram below, please mark where you are currently experiencing pain or other symptoms 
A = ache B = burning N = numbness P = pins & needles S = stabbing O = other 
 

 
 
 

Have you had any previous treatments for this problem? 

 Physical Therapy  Bracing / orthotics 

What is your current level of pain  
1 (no pain) – 10 (excruciating pain)? 

1   2   3   4   5   6   7   8   9   10 
Quality Occurrence 

 Dull  Constant 
 Sharp  Intermittent 
 Burning  Rare 
 Aching  

 
Made Better By: 

 
Made Worse By: 

  

  

  

  
 
Have you had any previous treatments for this problem? 

 Bracing / orthotics Other: 
 Injections   
 Physical Therapy  
 Surgery  

 
Physician’s Notes 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 


