(319) 833-5922

Benjamin Torrez, DO, MPH . -
Orthopedic Surgeon Orthopedlcs www.TorrezOrthoped|CS.Com
NAME: DOB: TODAY’S DATE:

PAST MEDICAL HISTORY:

o Yes o0 No - Hypertension 0 Yes 0 No - Asthma o Yes o No - History of blood clot/embolus 0 Yes o No - Sleep apnea

0 Yes O No - Heart problems 0 Yes 0 No - Gastritis 0 Yes 0 No - Blood clotting disorder o0 Yes 0O No - Osteoporosis

0 Yes O No - Heart attack 0 Yes o0 No - Seizures 0 Yes O No - Diabetes AlC o Yes o No - Skin infections
0 Yes O No - Stroke o Yes O No - Cancer o Yes 0O No - Kidney disease 0 Yes 0 No - MRSA/surgical infection
SOCIAL HISTORY: FAMILY HISTORY:

Current Occupation (Please list diseases for immediate family only)

Important Hobbies
o Married o Widowed o Single o Divorced

Smokes oCurrently — Packs a Day oFormer oNever FAMILY HISTORY OF BLOOD CLOTS/BLEEDING DISORDERS:
Alcohol oNo oYes oOSocial o Heavy YES NO

CURRENT MEDICATIONS:

BLOOD THINNERS: PAIN MEDICATION:

ALLERGIES: o0 Yes o No - LATEX 0 Yes o No- METAL 0 Yes o0 No - NICKEL 0 Yes o0 No-JEWELRY
MEDICATION ALLERGIES:

SURGERIES:

REVIEW OF SYSTEMS: (Please circle all that apply)

GENERAL None / Recent weight change / Chills / Fever / Weakness / Fatigue Other:

EYES None / Eyes / Vision Changes / Glasses-Contacts / Cataracts/ Glaucoma Other:

EARS/NOSE/THROAT None / Hearing loss / Ear ache-Infection / Ringing in ear / Hoarseness Other:

CARDIOVASCULAR  None / Chest pain / Swelling in legs / Shortness of breath / Palpitations / Pacemaker-Defibrillator / Stent /
Open heart surgery Other:

RESPIRATORY None / Shortness of breath / Wheezing-Asthma / Frequent Cough Other:

GASTROINTESTINAL None / Heartburn / Acid Reflux / Nausea/Vomiting / Abdominal pain Other:

MUSCULOSKELETAL None / Arthritis-Joint stiffness / Muscle aches / Swelling of joints Other:

SKIN None / Rash / Ulcers / Abnormal scars / Sores Other:

NEUROLOGICAL None / Headaches / Fainting-blackouts / Numbness, tingling, loss of sensation Other:
PSYCHIATRIC None / Depression / Nervousness-anxiety / Mood Swings Other:

ENDOCRINE None / Excessive thirst or hunger / Hot-Cold intolerance / Hot Flashes / Insulin Pump Other:

HEMATOLOGICAL None / Easy bruising / Easy bleeding / Anemia / Pacemaker-Defibrillator Other:
MISCELLANEOUS:

Are you pregnant? Yes No Are you claustrophobic? Yes No

Do you have any metal in your body from previous surgery or do you wear any patches that have metal on them? Yes No

PERSON COMPLETING FORM

Patient signature: Date:

DATE NURSE PATIENT | DOCTOR | WEIGHT | HEIGHT BMI B/P




