
please provide 
additional info on the 
back of this sheet!!!!

by signing below i acknowledge the above information to be true and complete and i have not withheld 
important health history from the providers of infinity orthopedics

signature________________________date_________________________

reason for todays 
visit______________________________________________________

Most recent:

height_______________weight______________blood pressure_____________

patient health history

social history(circle or fill in where 
appropriate)

current smoker    	
 yes    no
previous smoker   	
 yes    no
if yes, packs/day_________________

alcohol use
daily   weekly   occasionally   never

current drug use	
 yes     no
prior drug use	
	
 yes     no
if yes, type_______________________

exercise
regularly    rarely     never
type_____________________________

do you live alone	
 yes      no

dietary restrictions_______________

family history(circle or fill in where 
appropriate)

heart disease 	
 	
 yes    no
high blood pressure 	
 yes    no
high cholesterol	
 yes    no
diabetes 	
 	
 yes    no
arthritis	
  	
 yes    no
seizure disorder	
 yes    no
asthma/lung issue	
 yes    no
obesity	
  	
 	
 yes    no
bleeding disorder	
 yes    no
	
 type_____________________
auto-immune issue	
 yes    no
	
 type_____________________
cancer	
	
  	
 yes    no
	
 type______________________
	
 __________________________
	
 __________________________

drug allergies__________________
______________________________
______________________________

non-drug allergies______________
______________________________
______________________________

please list all medications and dose
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________

please list all surgeries/ 
hospitalizations
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________
______________________________

have you ever had an adverse 
reaction to anesthesia?

yes       no

if yes, describe_________________
______________________________
______________________________
______________________________

does your past or current medical history 
include any of the following? (circle or 
fill in where appropriate)

high blood pressure 	
 yes	
 no
high cholesterol	
 yes	
 no
heart attack	
 	
 yes	
 no
heart murmur	
 	
 yes	
 no
	
 type_______________________
heart arrhythmia	
 yes	
 no
	
 type_______________________
asthma/copd	
 	
 yes	
 no
sleep apnea	
 	
 yes	
 no
	
 cpap?______________________
tuberculosis	
 	
 yes	
 no
diabetes	
 	
 yes	
 no
	
 insulin use?__________________
thyroid disease	
	
 yes	
 no
	
 type_________________________
ulcers	
 	
 	
 yes	
 no
gerd	
 	
 	
 yes	
 no
hepatitis	
 	
 yes	
 no
	
 type________________________
colitis	
 	
 	
 yes	
 no
	
 type________________________
liver disease	
 	
 yes	
 no
	
 type________________________
seizure disorder	
 yes	
 no
headaches	
 	
 yes	
 no
blood disorder	
 	
 yes	
 no
	
 type_________________________
leukemia/lymphoma	
 yes	
 no
lupus	
 	
 	
 yes	
 no
rheumatoid	
 	
 yes	
 no
hiv/aids	
 	
 yes	
 no
bladder disease	
	
 yes	
 no
	
 type_________________________
prostate disease	
 yes	
 no
kidney disease	
 	
 yes	
 no
	
 type_________________________
depression/anxiety	
 yes	
 no
other psych issue_____________________
skin disease	
 	
 yes	
 no
	
 type_________________________
arthritis	
 	
 yes	
 no
fractures	
 	
 yes	
 no
	
 where_______________________
cancer	
 	
 	
 yes	
 no
	
 type_________________________
	
 _____________________________
other_______________________________
____________________________________

for women only:

are you pregnant?
	
 yes	
 no


