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UNIVERSITY ORTHOPAEDICS AND SPORTS MEDICINE

PATIENT MEDICAL HISTORY

Name: _ Social Security No.: _

Birth Date: _ Age: Gender: M __ F __ Occupation: _

Primary Care Physician: _ Referred By: _

Are you currently working? Yes No ,,"'here do you work? How long? __

Name of School Attending: _ Grade: _

Brien)' describe the main reason for your visit: _

Is this problem the result of an accident/injury? Yes __ No __ Did the accident occur at work? Yes __ No__

Date of injury: Days off work: BWe Claim #: _

'''ark StatuslRestrictions: Attorneys Name: _

Please list your current medications, including Aspirin, Tylenol, Ibuprofen and other over the counter medications.

Name of Medicine Dosage Name of Medicine Dosa2e

Allergies? Yes__ No__ If yes please Iist:. _

Have you ever been hospitalized? Yes __ No _"_ Had an operation? Yes No _

Please list all hospitalizations and operations: _

Soci.1 History: Do you smoke? __ Packs/day: __ # of Years: Do you drink? __ Amt./day: _

(pLEASE CONTINUE ON REVERSE SIDE)



Patient Name:.__ . ~DOB: _

PLEASE INDICATE BELOW WHICH HAVE BEEN PAST MEDICAL PROBLEMS FOR YOU

Yes No Yes No
Heart disease Blood clots invour le~s.lun(Js
Hloh blood nressure (Hvnertension) Neurolooical disease
Lu~djseasefSee below): Havevou ever had a stroke?

Bronchitis Do vou have seizures?
Em~ema Cancer
Asthma Osteonorosis

D!3bete~ Odf':o:lrthritili, df';uf':nerative arthritic;
Ulcer or stomach disease Rheumatoid arthritis
Kidn;;or bladder disease .' Other medical nroblems, nlease snecifv:
Liver disease
Anemia or a;;;-blood disease

DO YOU IL-\.VE Al'iY PROBLEMS WITH Al'\TYOF THE ITEMS BELOW? (please answer Yes or No)

l'>"EUROLOGIC UROGENITAL GASTROINTESTINAL

Thinking clearly Incontinence

'Valking Retention Constipation

Weakness Urgency

Seizures Sexual dysfunction Other
Dizziness Sexual disease (Review of Systems - 5 items and all

Other
others negative --t comp)

CARDL"C AND PULMONARY ~ruSCULOSKELETAL HEENT

Chest pain Arthralgias Glasses

Palpitations Pain Visual change

Shortness of breath Swelling Hearing change

Heart disease Limited motion

Other .
,1

ENDOCRINE Diabetes: Thyroid disorder:

CANCER mSTORY CONSTITUTIONAL Weight loss:
"

BLOOD DISORDERIV ASCULAR

PSYCHg TRIC Illness: Sleep disturbance:

Family History:~ . _~__ ~__ ~ _

Your current height: Feet .~ Inches Your current weight: _ pounds

Patient Signature: _ Date: _

BP: I Heart Rate: Respiratory Rate: _ Temperature: _

Physician Signature: _
(Exam: (IS or more items -+ comp»

Date:

Revised 10.25.10



1((fHealth Questionnaire
Patient Name--------------
DOB------------------Visit Date----------------

Communication

Primary Language

Barriers for Care
_English

_Visual
_Spanish

_Hearing
_French

_Speech
_Other

_Physical _Learning Disabilities

3. Emotional jPsychosocialjSpirituai
"p8Wpu!h'rmr~nv;'g .'Irii~~1;\'telig(6~\9~:''''llliO (1iI""rl'li~lsjl:",
Do you have any of the following?



;;) ~~.~: 4t~~,le,e 5: n .O'1.Y .,~ '
_Seeing
Doing

~."''i\ j .;_1~;,,~ _'.. -]:.:,,~~~¥.~3~:".~.!~.?t

Questionnaire .

5. Well ness
Have you had the following Immunizations:

.'p" ..,. ~ - ":$ .,'It'f ",,.'. .~"W;,l:~~ ",~"'r .~ .• 1'.~ ..n~u.m lil" "; ";.it . •>";, "'''~r''::';~;;''tI,.~lftr.t~""~'1.:'("~;.i;U1.~.•.'~.:J~""~~f'j~" 'ilr'l~, '~:".'i ,i
l

,t-'
Haemophilus B (Hib)

~Tet~n-U~rQfj.D'Ap..'(witt1fn)O:~~arS}","i'~J~
Hepatitis B Series
~j:.rui-ln'fl~~rira),,<~, .:",,~~~~~I Il~,I:, ,,;:"~ ~}

Other:
i~Np'nei.~ ~~", ~~ . ~.~!r.!. : •.~',:?l~,. " " t;'''';:.; • ":'.'..,r"J~t. .'f;!;

Have you ever been tested or treated for Tuberculosis or T8

6. Educational Knowledge
*; ij~erW<ln'ng'9feV['mni.hMllhr rbQlem"S'l .. ". ~ •
learning Preferences

7. Referrals
~phY$lCian~Noti(ie~' •. ,1;.~"' ,,'.e.
Interpreter Requested
RllarmaCTs\." .. ,,J'f,.•
RehabService (PT.aT, SP)

t~N.'~~titiorral(:eJ\Vi~es.._~, ' ~. '_~ ~ , ". ':"~"~.~:...r: l"
Given social worker name and phone number
t'lns~r~he" ~io,.afsc"uss';w(f. (Prin1'a'F~<::~H~t~~'~'oVjQe'~",'r,;:.',' ,'!;_ ,~,~i,e:N~ejL:
Completed Fall RiskAssessment
.Pi,~cf~cr::to F.jn'a cial:epu~selqr:', "",
Given Dental Services Rhonen

rOo t"e'~r' , , . : ~T. ".• ':,!!1J
~""" .11 .'} .. ' ' ..•. .l:. " ., . .!CO; '" ~,:

_Yes
i?~:2: "'".',' '. 'r".~~;~: ~.~j, .e .~.r~:~_~'.iq~',';"''i-; \~j .•;

_Yes
~~"'. ~. ,'I', -~\ '~1'~:~1.~.'



8. Other
i'- "'''''''>lll'''' "",;<-,~~,,',I"';;';""l'lM ...: .0 ' ':;" ¥, ~ ~,i!l:~.-l.~~~~~'t;";'''~ .• f
Date Yearly Questionnaire Completed

,,,,".~,

Questionnaire

9. Patient Information
Height: Pharmacy Name:
Weight: Address:
Level of Pain: 1 2 3 4 5 6 7 8 9 10
Medication Allergies:

Phone:
Fax:



Physicians
Healing' Teadling • leading

DISCLOSURE TO FAMILY f FRIENDS
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'CONDIS'

I hereby authorize --------------------(Physician / UCP Practice) to discuss the following with the person/persons listed below.

() Billing
() Condition / Treatment / Plan of Care
() Diagnostic Test Results
() Lab results

I understand that this authorization is voluntary and that it may include information relating to

AIDS, HIV infection, behm'ioral health services/psychiatric care, and f1'eatmenrfor alcohol

and/or drug abuse. I understand that if the person/entity that receives my Protected Health

Information is not covered by Federal Privacy regulations, the PHI described below may be

redisclosed by such person or entity.

Allowed person / persons:

Relation

1) _

2) _

3) _

4) _

5) _

I understand that Vmy legal representative may revoke this authorization in writing at any time,
except to the extent that action has already been taken in reliance on this authorization or
according to law. Written revocation must be sent to the person that J authorized to release my
infonnation.

Patient Name / Legal Representative _

Patient DOB:

Signature _ Date ------



UNIVERSITY ORTHOPAEDICS AND SPORTS MEDICINE

Steven Agabegi, M.D .• Michael T. Archdeacon, M.D .• Ferhan Asghar, M.D .• Ryan Finnan M.D. •
Angelo J. Colosimo, M.D .• Jon G. Divine, M.D. • Barton Branam, M.D .• Keith Kenter, M.D .•

Todd C. Kelley, M.D.. T. Toan Le, M.D .• John D. Wyrick, M.D .•

In the course of my treatment my physician may prescribe a painkiller/sleeping medication. While these medications are
generally safe and effective, certain guidelines must be followed in order to absolutely minimize any risk of dependency,
addiction or other complications.

The guidelines are:
I. I understand that narcotics are used during an acute period (two weeks to two months). Any prescription beyond this

period can put me at risk for medical issues and can best be monitored by my primary care physician or a pain clinic.

.CONNAR.

1111111111111111111111111111111111" IIII

2.

3.

4.

5.

6.

7.

8.

6.

7.

I am aware of the possible complications that can be masked by pain medicine. Example: fever, chills, increased pain,
and swelling.

I will not drink alcohol, drive or operate machinery while taking this medication.

I agree I will not use any illegal controlled substances, including marijuana, cocaine, Heroin, etc. I agree I will not use
any prescription medications obtained illegally or obtain them from friends or relatives.

I authorize University Orthopaedic to cooperate fully with any official, including the state's Board of Pharmacy, in the
investigation of any possible misuse, sale, or other diversion of my pain medicine.

I understand that if! or a family member are verbally or physically abusive to any staff member or engage in any
illegal activity such as altering a prescription, that the incident may be reported to other physicians, local medical
facilities, pharmacies and other authorities such a the local police department, drug enforcement agency, etc. as deemed
appropriate for the institution.

My doctor dispensed a specific quantity to last me a specific amOlmtof time. If I am told to take one pill every six
hours, and instead I take two pills every six hours, I will run out before my next prescription, and I will be without this
medicine for a period of time.

My doctor or his associate will refill my medicine only:
• If! am actually due to have the medicine refilled.
• If! keep all scheduled appointments with my doctor and Physical Therapy.
• During regular office hours (8:30 a.m. - 4:00 p.m.) and not on weekends, holidays, or after 4:00 p.m. on

weekdays.

If! am due for a refill before my next appointment, I should call three days ahead of time.

I will have the medication and any subsequent refills filled at this pharmacy:

Name: Phone Number:

8. I am expected to keep my medicine in a safe, secure place where the chance of theft is minimal. lfmy medicine is
stolen, it will not be refilled before the next due date. My doctor recommends that I hide at least half of my medicine
in a safe place.

9. While under the care ofUe Health Orthopaedics, I will not seek or receive pain medications / sleeping pills from any
other physician without the prior consent ofUe Health Orthopaedics. To do so will result in these medicines no longer
being prescribed.

I have read carefully, understand and agree to the above stated guidelines. Failure to comply with these guidelines may
compromise my health, your ability to care for me properly, and may result in possible dismissal from care.

Patient Name Patient Signature Date Date of Birth
222 Piedmont Avenue, Cincinnati, Ohio 45219 • (513) 475-8690 I (513) 475-7593 Fax
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