
   
PATIENT PERSONAL HISTORY 

 
Age______Years Sex___F___M   Name___________________________________________ Dob____________ 
       First           Middle        Last 

Birthplace________________________________ Marital Status ________________ Religion______________________ 
Referring Doctor __________________________  Address ____________________________ Phone _______________ 
Family Doctor ____________________________  Address ____________________________ Phone _______________ 
Orthopedic Surgeon _______________________  Address ____________________________ Phone _______________ 
Gynecologist _____________________________ Address ____________________________ Phone _______________ 
Pharmacy _______________________________ Address ____________________________ Phone _______________ 
 
Family History      IF LIVING                  IF DECEASED 

  Sex Age Health Age at Death Cause of Death 
Father           
Mother           
Brothers/Sisters           
            
            
            
            
            
Spouse           
Sons/Daughters           
            
            
            
            

 
Do you know of any blood relative who has had: (circle and give relationship)  
Stroke_______________ Tuberculosis _____________ Blood Disease ______________   Asthma __________________ 

High Blood Pressure _______________________ Bleeding Tendency ______________  Epilepsy __________________ 
Heart Attack _____________________________________  Diabetes _________________________________________  
Kidney Disease _______________________  Gout __________________________   “Arthritis” ____________________  
                                     If Diagnosed By A Doctor, Is It: 

Rheumatoid Arthritis ___________________ Osteoarthritis ____________________ Osteoporosis __________________ 
Cancer __________________ If yes, what kind? _____________________________ Problems with back ____________ 
 
Personal History 
Do you have an advance directive (living will)?   O Yes    O No    if yes, please provide a copy for our records.  
Present Occupation _________________________  Are you working now? _________________ Full/Part Time _______ 
Past Occupation ________________________________Unable To Work Since: ________________________________ 
Sports or Hobbies __________________________________________________________________________________ 
Military Service ____________________________________________________________________________________ 
Have you ever smoked? ________  Cigarettes ________ Pipe ________ Cigars ________ how many per day? ________ 
          For how many years? ____________________  How long ago did you quit? _______________________________ 
Do you regularly drink alcohol? __________ Occasionally? _________________ Is alcohol a problem for you?_________ 
Where have you lived? (Geographically)  ________________________________________________________________ 
Describe your current residence: Apartment ___________________ Home (how many levels) ______________________ 
          Where is your bedroom/bathroom in the home?  _____________________________________________________ 
Which of the following do you use?  Cane____________ Walker __________________  Electric Cart ________________ 
          Standard Wheelchair _______________  Toilet Riser _________________________ 
What is the most difficult thing for you to do at home? ______________________________________________________ 

Date of  
Appointment _____________ 



PAST HISTORY 
 
Record the diseases, surgeries and injuries you have had: 

 
Name any drug that you are allergic to: 
Name of Drug _________________________  Describe Reaction ____________________________________________ 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

Describe any other allergies you have  __________________________________________________________________ 

_________________________________________________________________________________________________ 

How is your appetite? (circle one)    good       fair       poor 

Have you gained_______ or lost _______ weight _______lbs.  In _______ months?______________________________ 

Are you on a special diet? ________  if so what kind? ______________________________________________________ 

_________________________________________________________________________________________________ 

 
Symptoms/Complaints 
 
When did you first notice your symptoms? _______________________________________________________________ 

Is your symptoms/complaints accident related?  O Yes  O No   If yes please answer the below questions: 

Date of accident____________________  Details of accident (car, type of injury, etc) _____________________________ 

_________________________________________________________________________________________________ 

Do you have morning stiffness? ______________ For how long? _______________Where? _______________________ 

Do you become unusually fatigued in the afternoon or evening? __________________ At what time? ________________ 

Does sunlight bother you or cause a rash? ____________Do your hands get blue or white with cold?  O Yes  O No 

Have you had hair loss? ____________________ Do you have significantly dry eyes? ___________ Mouth? __________ 

Please list the joints which have been involved: ___________________________________________________________ 

_________________________________________________________________________________________________ 

List names of physicians, podiatrists, or chiropractors you have seen for arthritis and the approximate date of  

these evaluations: __________________________________________________________________________________ 

Any joint injections?_______________________________________________   Which joints?______________________ 

Have you had physical therapy?____________ Specifically for arthritis?____________ When? _____________________ 

Did it help?________________________________________________________________________________________ 

 
 
 

Name of illness or surgery Date Age Name of illness or surgery Date Age 
Medical Diseases:     Operations:     

High Blood Pressure           
Diabetes (Age Of Onset)           
Cancer           
Ulcer           
Heart Disease           
Blood Clots     Injuries:     
Others:         
      Fractures     
      Major Accidents     



Have you taken any of the following drugs? 
Circle the ones you have taken. When? (Approx. Date) Effective?/Side Effects? 

Actemra      

Ansaid (Flurbiprofen)     
Arava     
Aspirin (Anacin, Ascriptin, Bufferin, Ecotrin)     
Atlevia, Actonel, Fosamax     
Benlysta, Krystexxa     
Boniva, Reclast, Forteo, Prolia     
Calcium Or Vitamin D     
Celebrex     
Clinoril (Sulindac)     
Codeine, Vicodin (Hydrocodone), Lortab, Lorcet     
Colchicine, Colcrys, Benemid, Colebenemid     
Daypro (Oxaprozin)     
Disalcid, Salsalate, Monogesic, Trilisate     
Dolobid (Diflunisal)     
Duexis, Vimovo     
Estrogens (Premarin, Estrace, Ogen, Evista)     
Evoxac     
Feldene (Piroxicam)     
Gold (Myochrysine):               Injection               Pills     
Humira, Simponi, Cimzia, Enbrel      
Hyalgan, Synvisc, Orthovisc     
Imuran (Azathioprine)     
Indocin (Indomethacin)     
Kineret     
Lodine (Etodolac)     
Lyrica, Cymbalta, Savella     
Miacalcin (Nasal Calcitonin)     
Methotrexate, Rheumatrex     
Mobic (Meloxicam)     
Motrin, Nuprin, Advil (Ibuprofen)     
Muscle Relaxants (Soma, Norflex, Flexeril, Parafon, Cyclobenzaprine)     
Naprosyn, Anaprox, (Naproxen), Aleve     
Neurontin (Gabapentin), Gralise     
Numoisyn     
Nuvigil     
Orencia (IV Or Injectable)     
Orudis (Ketoprofen), Oruvail, Orudis-KT     
Penicillamine (Depen, Cuprimine)     
Plaquenil     
Prednisone, Medrol, Cortisone, Rayos     
Relafen (Nabumetone)     
Remicade     
Rituxan, Cytoxan     
Sulfasalazine (Azulfidine)     
Tolectin (Tolmetin)     
Toradol (Ketorolac)     
Tylenol, Anacin-3, Acetaminophen     
Tylox, Percodan, Demerol, Talwin     
Uloric     
Ultram     
Voltaren (Diclofenac), Cataflam, Arthrotec     
Xeljanz, Stelara     
Zostrix Cream (Capsaicin), Dolorac, Mobisyl     
Zyloprim (Allopurinol)     



Describe briefly your present symptoms:  ________________________________________________________________ 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 
 

On a scale of 1 to 10 how would you rate your pain? 
None I-------I-------I-------I-------I-------I-------I-------I-------I-------I Most Severe 
         1       2        3        4       5       6       7        8       9      10 

   
 
(Circle the symptoms you have had.) 
 
1)    Fever          Chills          Fatigue          Weight Gain          Weight Loss 
_________________________________________________________________________________________________ 
2)    Blindness          Blurred Vision          Dry Eyes          Eye Redness 
_________________________________________________________________________________________________ 
3)    Decreased Hearing          Difficulty Swallowing          Jaw Pain          Ringing in Ears          Mouth Sores 
_________________________________________________________________________________________________ 
4)    Shortness of Breath          Cough         Coughing up Blood            Wheezing 
_________________________________________________________________________________________________ 
5)    Chest Pains          Palpitations           Poor circulation or change in color of extremities 
_________________________________________________________________________________________________ 
6)    Nausea           Vomiting          Diarrhea          Constipation          Heartburn          Abdominal Pain 
 Change in Bowel Habits       Rectal Bleeding 
_________________________________________________________________________________________________ 
7)    Painful Urination          Blood in Urine          Awakening at Night to Urinate          Urinary Frequency  
             Urinary Retention        Urinary Urgency 
_________________________________________________________________________________________________ 
8)    Bruising Tendency  Bleeding Tendency  
_________________________________________________________________________________________________ 
9)    Recurrent Infections  
_________________________________________________________________________________________________ 
10)  Back Pain         Joint Pain          Muscle Spasms         Muscle Weakness          Joint Stiffness          Joint Swelling 
_________________________________________________________________________________________________ 
11)  Rash         Itching of Skin 
_________________________________________________________________________________________________ 
12)  Numbness          Tingling          Dizziness          Headache          Memory Loss 
_________________________________________________________________________________________________ 
13)  Anxiety           Depression          Sleeping Problems 
_________________________________________________________________________________________________ 
 14) Hair Loss 
 
 
To be answered by women only: 

14) Abnormal Period          Absence of Period          Abnormal Flow 

Date of last period?  _______________________________ 

Date of last pap smear? ____________________________ 

Dexa or osteoporosis screen? _______________________ 

    If yes, date? ___________, where? _________________ 

Number of pregnancies?  ________ 

Number of children born alive? ________ 
 

 

 

Nebraska Orthopaedic Hospital, LLC and OrthoWest, PC are operating under the name OrthoNebraska.                    rheumatologyhealthhistory 05.17 
For more on the relationship, please visit OrthoNebraska.com/legal. 


