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CORE ORTHOPEDICS & SPORTS MEDICINE

Who referred you to Core?

CORE

HISTORY OF PRESENT ILLNESS (HPI)

Page 1 of 3

Where is your pain located? M RIGHT    M LEFT

Which is your dominant hand?  M RIGHT    M LEFT

Approximate date of the onset of the present problem:

How did this problem occur?

Any previous problems to this area?  M No    M Yes   If yes, describe:

1. Who have you seen for this problem?  M Not Previously Seen    M Family Physician

M Emergency Room     M Other

2. Check off all past tests or treatments for this problem:  M X-ray    M Splint    M Medication    M Physical Therapy

M MRI     M Surgery M Other

3. Intensity of pain (circle one):  None 1 2 3 4 5 6 7 8 9 10  Severe

4. My pain is:  M Intermittent    M Constant

5. When do symptoms occur?

6. Type of pain: M Burning          M Aching          M Stabbing          M Sharp

M Shooting        M Deep M Other

7. Does the pain radiate?  M No    M Yes   To where?

If you have neck pain, what percentage is neck pain        %, and what percentage is radiating pain to arm        %

If you have back pain, what percentage is back pain        %, and what percentage is radiating pain to leg        %

(Example: wrist, ankle, low back)

(Hospital)

(Example: after exercise, after long walks, after sitting for long periods of time, etc.)

(Example: 80% neck pain, 20% arm pain)

(Example: 50% back pain, 50% leg pain)



PAST SURGICAL / HOSPITALIZATION HISTORY

MEDICAL HISTORY

Anemia □ □ Heart attack □ □ Shingles □ □

Alzheimers □ □ Heart palpitations □ □ Steroid Use □ □

Asthma □ □ High blood pressure □ □ Stomach ulcers □ □

Bladder control problems □ □ Kidney disease □ □ Stroke/TIA □ □

Bladder infections □ □ Liver disease □ □ Thyroid disease □ □

Bleeding tendency □ □ Lupus erythematosus □ □ Tuberculosis □ □

Blood clots (DVT)  site □ □ Migraine headache □ □ Varicose veins □ □

Cancer site □ □ Osteoarthritis □ □

Diabetes □ □ Osteoporosis □ □ Anxiety □ □

Diverticulitis □ □ Pneumonia □ □ Depression □ □

Emphysema/COPD □ □ Psoriasis □ □ Hepatitis A, B, or C □ □

Esophageal reflux (GERD) □ □ Rheumatoid arthritis □ □ HIV □ □

Glaucoma □ □ Sciatica □ □ Seizures □ □

Gout □ □

NO  YES NO  YES NO  YES

MEDICATION HISTORY

ALLERGIES - List any allergies you have and what type of allergic reaction you experience.

CORE Page 2 of 3
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SOCIAL HISTORY

FAMILY HISTORY: (Please list any medical problems in your relatives.)

OBSTETRICAL HISTORY (FOR FEMALES ONLY):

REVIEW OF SYSTEMS (ROS)

CORE
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