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Medical Record #:

Health History

Name:

Date of birth:

Male / Female (circle one)

PAST MEDICAL HISTORY:

Date:

Pregnant Yes / No (circle one)

Please check below if you have, or have had, any of these medical conditions:

U No past medical problems

Q Acid reflux

QO Adverse reaction to anesthesia

Q Alzheimer’s or significant memory loss
U Anemia

U Angina or chest pain

U Asthma

U Atrial fibrillation or erratic heartbeat
U Bleeding ulcers

U Blood clot in the leg(s) or lung(s)

U Cancer

Type:
0 Congestive heart failure

Q Coronary artery disease

SURGICAL HISTORY:

0 Dental disease

U Depression

U Diabetes

O Emphysema

Q Epilepsy/Seizures

U Fibromyalgia

Q Gout

O Hemophilia/Excessive bleeding
U Hepatitis

0 High blood pressure/Hypertension
QO HIV or AIDS

U Infections:

MRSA? QOYes U No

Please check below if you have had any of these surgeries:

U Kidney disease

0 Osteoarthritis

U Osteoporosis

Q Peripheral vascular disease
QO Pneumonia

Q Psychiatric disorder

0 Rheumatoid arthritis

Q Sickle cell

Q Sleep apnea/CPAP machine
4 Stroke (CVA)

O Thyroid disease

Q Other not listed, explain:

U No previous surgery

0 Abdominal surgery

QO Aneurysm

O Angioplasty /Stents

O Artery bypass of arm or leg

U Bone /Joint surgery

Type:

U Breast surgery
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Q Carotid surgery

O Cervical spine surgery

Q Colon surgery

Q Coronary bypass (CABG)
Q Gastric bypass surgery

QO Heart valve replacement

QO Hysterectomy

O Lumbar surgery
Q Pacemaker/Defibrillator
U Prostate surgery

O Other not listed, explain:




Name DOB

FAMILY HISTORY:

Please check below if any of your immediate relatives have had any of the following: U No family medical history to report
O Adverse reaction to anesthesia U Coronary artery disease 1 Hypertension Q Other not listed, explain:

0 Bleeding disorders 0 Depression 4 Osteoporosis

U Blood clots/Pulmonary embolism U Diabetes U Rheumatoid arthritis

Q Cancer O Heart disease 4 Stroke

SOCIAL HISTORY:

Marital Status: Q Single QO Married Q Partner Q Divorced O Widow /Widower
Hobbies

Do you dip or chew tobacco? If Yes, how much per day?

Smoking: O Never smoked O Former smoker Q Current smoker ~ How many packs/day?

Do you drink alcoholic beverages? If Yes, how many drinks per week?

Do you use recreational drugs? If Yes, what and how often?

REVIEW OF SYSTEMS:

Please check below if you have, or have had, any of these medical conditions: U No review of symptoms to report
Abdominal pain: ydNd Gynecological problems: Y d N O Seizures: yd N4
Anxiety: yd ~nQ Impotence: yd N4 Shortness of breath: yQ N O
Arm/Leg pain: yd ~NnQd Incontinence: yd ~nQ Skin wounds/Rashes: Y N O
Black, tarry stools: ydNd Irregular heart rate: yd Nd Swollen glands: ydNd
Chest pain: yd ~nQ Leg swelling: yd N4 Urinating atnight: vyl N O
Dental problems: yd ~NQ Palpitations: yd ~nQ Vision problems: yd ~nQ
Depression: ydNd Psychological problems: Y d N U Weight change: ydNd

Easy bleeding/Bruising:y O N O

Fatigue: yd~d

MEDICATION ALLERGIES: U No medication allergies

Are you allergic to latex? 1 Yes O No If so what is the allergy?

CURRENT MEDICATIONS: O Not currently taking medication

Include herbal and over-the-counter drugs. List all with dose and condition treating. Using additional sheet if needed.

Ll
P N o

REV 3/22/11



=] RESURGENS"
%t & ORTHOPAEDICS

A)
70hs www.resurgens.com

Medical Record #:

History of Present Illness/Injury

Name

Date

DOB Age

Height Weight

Left / Right handed (circle) = Occupation

Primary care physician

Who referred you?

COMPLAINT/PROBLEM TODAY:

Date of injury/Onset of problem

If injury, describe what happened

Is the injury/problem work-related? U Yes U No If Yes, please explain

Occupation, at time of work injury

Work status Q Currently working full duty Q Light duty O Not currently working
List all treatment for this problem/injury

Severity of pain (0= no pain, 10=worst pain) At best At worst Today

Is pain localized or does it affect other body areas? Q Localized O Other body areas

How does it affect other body areas?

Other symptoms (numbness, tingling, weakness, etc.)

Have you seen one of our physicians in the past? If so, who?

For this recent injury/illness, have you had any recent X-rays, MRI, CT, or Bone Scan? (Please circle)
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Name DOB

PAIN DRAWING

Mark these drawings according to where you hurt (i.e., if the right side of your neck hurts, mark the drawing on the
right side of the neck, etc.). Please indicate which sensations you feel by referring to the key below.

Key:  Stabbing /// Burning XXX Pins & Needles 000 Numbness ===

Aching +++

xzxz:te(:ezcuuuu-

Right Left
) 7 ./
\
Uy ?\_ /

PAIN LEVEL KEY
0123 454678910 0 No pain.
Check the worst & best it’s been and 1 Mild pain: you are aware of it, but it doesn’t bother you
circle your current pain level. 2 Moderate pain that you can tolerate without medication

3 Moderate pain that requires medication to tolerate

4-5 More severe pain: you begin to feel antisocial

6 Severe pain

7-9 Intensely severe pain

10 Most severe pain
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Consent to Treatment and Other Acknowledgments

By reading and signing this document, I, the undersigned patient (or authorized representative) consent to and authorize the

performance of any treatments, examinations, medications, anesthesia, medical services, and surgical or diagnostic procedures
(including but not limited to the use of lab and radiographic studies) as ordered or approved by my attending physician(s), or any
healthcare professional assigned to my care by my attending physician(s), and I acknowledge and consent to the following:

1.

INDEPENDENT CONTRACTORS: Resurgens may utilize independent contractors for office, outpatient or inpatient
treatment/procedures. These include, but are not limited to, surgical assistants, physical therapists, and consulting and
referral physicians. Healthcare professionals that are independent contractors are not agents or employees of Resurgens and
are responsible for their own actions. I understand that Resurgens shall not be liable for the acts or omissions of independent
contractors. This Consent to Treatment also applies to any independent contractor utilized by my physician(s).
VALUABLES: Resurgens assumes no responsibility for, and I hereby release Resurgens from liability for, loss or damage to
any of my personal property while on the premises and/or receiving treatment.

AUTHORIZATION FOR RELEASE OF INFORMATION AND ASSIGNMENT OF THIRD PARTY PAYMENTS: 1
hereby expressly authorize Resurgens and all healthcare professionals providing care to release all necessary information to
any insurance company, health plan or other entity (third party payor) which may be responsible for paying for my care. I
authorize and direct all payors to pay all benefits due for such care directly to Resurgens and all professionals (including
independent contractors) providing for such care, and I hereby assign such sums to them. I understand this authorization and
assignment shall remain valid unless I provide written notice of revocation to Resurgens and the third party payor signed and
dated by me; however, such revocation shall not be effective as to information released and/or charges incurred prior to such
revocation.

PAYMENT FOR SERVICES: In return for services to be provided by Resurgens, I promise to pay for services rendered by
Resurgens to me or for my benefit. If the services I receive from Resurgens are covered by a third party payor, Resurgens
may elect to bill and accept payment from such third party. I will pay the portion of these bills which the third party payor
determines are my responsibility. In the case of services which I agree to receive but which are not covered by the third
party, I will pay the amount due upon receipt of services. If no third party is involved in paying for my services, I agree to
pay in full for such services at the time the services are received.

AUTHORIZATION AND RELEASE FOR PHOTOGRAPHS: T authorize and release Resurgens and its employees and
agents to take photographs, videos, x-rays, and/or other photographic, electronic or other images of me and to use them as
may be medically appropriate. Such images may be used for educational or other purposes as necessary and appropriate.
These images may be maintained as a permanent part of my medical record. Iunderstand and acknowledge that Resurgens
may use cameras for security and patient monitoring, and patient confidentiality will be maintained for all such images.

NO GUARANTEE OF RESULTS: Resurgens physicians and healthcare professionals cannot guarantee any specific
result(s) of any examination, treatment, procedure or medical care. I release Resurgens, its physicians and healthcare
professionals from any liability for any accident or injury that is not directly caused by the negligence of Resurgens or its
employees.

During the course of my care and treatment, I understand that various types of examinations, tests, diagnostic or treatment
procedures (“procedures”) may be necessary. These procedures may be performed by physician(s), nurses, technicians,
physician assistants, or other healthcare professionals. While routinely performed without incident, there may be material
risks associated with these procedures. If I have any questions concerning these procedures, I will ask my physician(s) to
provide me with additional information. I also understand my physician may ask me to sign additional Informed Consent
documents relating to specific procedures.

I understand that the healthcare professionals involved in my care will rely on my documented medical history, as well as
other information provided by me, my immediate family, or others having information about me, in determining whether to
perform or recommend procedures. I agree to provide accurate and thorough information regarding my medical history and
any conditions or events which may impact medical decision-making.

By signing this document, I certify that I have read and understand its contents and that information provided by me is accurate and
complete (including insurance information and current eligibility for benefits).

A copy of this document may be utilized the same as the original.

Date:

Patient/Parent/Guardian/Authorized Representative

If not signed by the patient, please indicate relationship
to the patient on the line below:










