
LITCHFIELD HILLS ORTHOPEDIC ASSOCIATES

DATE:  ______/______/______                                                Family Physician:  ____________________________________

NAME:  _________________________________________________________________________________________________

ADDRESS:  ______________________________________________________________________________________________

EMAIL:        _______________________________________________

AGE:     _____________________    DATE OF BIRTH:  ______/______/______

SOCIAL HISTORY:                   ___ RIGHT HANDED                               ___LEFT HANDED

                                                       ___WORKING                                          ___ RETIRED

OCCUPATION/TYPE OF WORK:  ___________________________________________________________________________

HOW MANY YEARS AT PRESENT OCCUPATION:  ___________________________________________________________

                                                                  ___ WORKING     ___RETIRED

ANY STAIRS TO CLIMB AT HOME:            ___YES       ___NO

CIGARETTES:                                                  ___YES       ___NO

HOW MANY PER DAY _________                                                   HOW MANY YEARS __________

YEAR STOPPED SMOKING  ______________

ALCOHOL:  HOW MUCH AND HOW OFTEN:  _______________________________________________________________

MEDICAL PROBLEMS:      _______________________________________  ________________________________________

                                                  _______________________________________  ________________________________________

LIST FRACTURES:                _______________________________________  ________________________________________

                                                  _______________________________________   _______________________________________

DO YOU HAVE ANY BONE DISEASES OR PROBLEMS:  (Please explain)

                                                ________________________________________  ________________________________________

                                                _________________________________________  _______________________________________

OPERATIONS:  (List all recent and past operations)

                                                _________________________________________  _______________________________________

                                                _________________________________________  _______________________________________

MEDICATIONS:                   _________________________________________  _______________________________________

                                                _________________________________________  _______________________________________

   
            ___________________________________________________________________
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ALLERGIES:                    

   __________________________________________  ______________________________________

FAMILY HISTORY:        ALIVE                     DEAD                      AGE              ILLNESSES

FATHER _______                     _____                       ____               ______________________________________

MOTHER _______                     _____                       ____               ______________________________________

BROTHERS _______                     _____                       ____               ______________________________________

               _______                     _____                       ____               ______________________________________

SISTERS _______                     _____                       ____               ______________________________________

               _______                     _____                       ____               ______________________________________

DAUGHTERS _______                     _____                       ____               ______________________________________

_______                     _____                       ____               ______________________________________

SONS _______                     _____                       ____               ______________________________________

_______                     _____                       ____               ______________________________________

GENERAL HEALTH:       ____ EXCELLENT                  _____GOOD                  _____FAIR                  _____POOR

PAST HISTORY OF:

___RHEUMATOID FEVER     ___SCARLET FEVER     ___MUMPS     ___MEASLES     ___CHICKEN POX

___MALARIA     ___TUBERCULOSIS

LAST IMMUNIZATION:  ______/______/______

HEENT:  Any problems with head, ears, eyes, nose, throat or teeth:

Please List:  ___________________________________________   ___________________________________________

                                   ___________________________________________   ___________________________________________

RESP:  Have you ever had:

___PNEUMONIA     ___EMPHYSEMA     ___BRONCHITIS     ___PULMONARY EMBOLUS     ___ASTHMA

  ___OTHER LUNG PROBLEMS (Please list)

________________________________________________   ________________________________________________

________________________________________________   ________________________________________________

COR:  Any trouble with:

___SHORTNESS OF BREATH     ___PALPITATIONS     ___RHYTHM ABNORMALITY     ___HEART ATTACk

      ___HIGH BLOOD PRESSURE      ___MURMURS             ___HIGH CHOLESTEROL             ___ANGINA

               ___CONGESTIVE HEART FAILURE     ___OTHER HEART PROBLEMS:  PLEASE LIST:  ____________________

               ________________________________________      ______________________________________________________



Any trouble with:

___ULCERS     ___HIATAL HERNIA     ___HERNIAS     ___HEPATITIS     ___APPENDICITIS

___GALL BLADDER

___DIVERTICULOSIS, DIVERTICULITIS, REGIONAL ENTERITIS, ULCERATIVE COLITIS, OR OTHER

       BOWEL PROBLEMS  (Please list)

____________________________________________      __________________________________________________

____________________________________________      __________________________________________________

GU:  Have you ever had:

___CYSTITIS      ____KIDNEY STONES     ___BLADDER STONES     ___URINARY TRACT INFECTIONS

  ___VENERAL DISEASE     ___URINARY INCONTINENCE     _____PROSTATE CANCER

          ___INCREASE IN PROSTATE SIZE     ___RENAL FAILURE

HOW MANY TIMES DO YOU GET UP AT NIGHT TO VOID _____________________

NM:  Have you ever had:

___STROKE     ___SEIZURE     ___CONVULSION     ___PARALYSIS OF ANY TYPE

___DISC OR BACK PROBLEM

GYN:  ARE YOU PREGNANT:                    ___ YES              ___NO

ARE YOUR PERIODS:                      ___NORMAL     ___IRREGULAR     AGE AT ONSET ____________

ANY BREAST PROBLEMS:             ___YES     ___NO      NUMBER OF BIOPSIES ___________________

MISC: ___DIABETIC     ___THYROID PROBLEMS     ___BLEEDING DISORDER     ___ANEMIC

EMOTIONAL:  ARE YOU VERY NERVOUS OR EASILY UNNERVED:     ___YES     ___NO

HAVE YOU EVER BEEN TREATED FOR A PSYCHOLOGICAL DISORDER:     ___YES     ___NO

HAVE YOU EVER BEEN INSTITUTIONALIZED:       ___YES     ___NO

SIGNATURE:  ______________________________________________ ______     DATE:  ________________________

   
            ___________________________________________________________________
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LITCHFIELD HILLS ORTHOPEDIC ASSOCIATES 
PATIENT INTAKE QUESTIONNAIRE 

 
 
 
NAME_________________________________________  TODAY’S DATE_______________ 
 
 
Please fill out the following. It will allow your doctor to better treat your medical problem. 
 
 
The reason I am here today is due to: 
 
 
 

_____  an injury that I sustained while I was at work. 
 If yes, date it occurred_________ Was it in CT? _____ If not, what 

state________ 
 I have filed a claim with my employer Y____ N____ 
 
 
_____  an injury that occurred while in an automobile. 
 If yes, date it occurred_________  
 Please present your motor vehicle insurance card with your health insurance 

card to the receptionist. 
 
 
_____  due to a fall or injury, but not while working or in an automobile. 
 
 
_____  none of the above. 
 
 
 

I authorize the offices of Litchfield Hills Orthopedic Associates to release this information and 
any other pertinent information related to this information to my insurance company in order to 
process my claims for payment. 
 
 
Signed___________________________________________ 
 
 
Date_____________________________________________ 
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