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SPORTS MEDICINE 
& O R TH OP E DIC S 

Patient Name: ______________________________ _ 

Primary Care Doctor Name: _________________________ _ 

Primary Care Phone: ____________________________ _ 

Pharmacy Name: _____________________________ _ 

Pharmacy Address: ____________________________ _ 

Phone:----------------------------------

ALLERGIES 

Medication: 
-------------

Reactions: 
-------------

Medication:_____________ Reactions: ____________ _ 

Non-Medication Allergies: 0 Metals U Iodine O Injections O Latex O IV Dye O Other: ____ _ 

MEDICATIONS Please list all medications you are taking 

Medication: Reason: Medication: Reason: 

Medication: Reason: Medication: Reason: 

Medication: Reason: Medication: Reason: 

Medication: Reason: Medication: Reason: 

MEDICAL HISTORY Please check all that apply. 

0 High Blood Pressure O High Cholesterol O Diabetes O Type I :l Type II 

Heart O Coronary Artery Disease O Heart Attack l.J Congestive Heart Failure O Arrhythmias 

Lung O Asthma O COPD O Sleep Apnea "J Kidney Failure 

Gastrointestinal O GERO O Peptic Ulcer 

Hematology O Blood Clots Ll Bleeding Disorder O Cancer _______ _ 

Infectious O Hepatitis O AO B O C O D 

Endocrine O Osteoarthritis O Rheumatoid Arthritis 

Psychiatric Problems O Anxiety O Depression 

Other:----------------------------------
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Patient Name: _____________________________ _ 

Do you have the following? Check all that apply. 

CONSTITUTIONAL 

0 Fever/Chills O Weight gain/loss O Fatigue O Excessive/Lack of sleep 

EYES 

0 Vision changes O Blurred vision O Double vision 

ENNT 

0 Difficulty with hearing O Ear pain O Runny nose O Mouth sores O Sore throat 

CARDIOVASCULAR 

0 Chest pain O Irregular heart beat O Leg swelling 

RESPIRATORY 

0 Shortness of breath O Wheezing 

GASTROINTESTINAL 

0 Abdominal pain O Nausea O Vomiting O Diarrhea O Constipation 

GENITOURINARY 

0 Urinary incontinence O Urinary retention O Urinary frequency O Burning 

INTEGUMENTARY 

0 Rash O Hair loss O Skin lesion 

NEUROLOGICAL 

0 Dizziness O Memory loss u Headache ..J Seizures O Problems with balance 

PSYCHIATRY 

0 Anxiety O Depression ...J Hallucination 

ENDOCRINE 

0 Heat/cold intolerance O Excessive thirst/hunger ::J Dry skin 

HEMOTOLOGY 

0 Easy bruising/bleeding O Anemia O Prior transfusion: 

IMMUNOLOGIC 

0 Seasonal allergies O Hay fever symptoms O HIV 
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PRESCRIPTION DRUG POLICY 

Patient Name: _____________ Date of Birth: _______________ _

New policies by the Drug Enforcement Agency (DEA) have forced us to create our own stricter rules regarding 
prescription drugs, beginning in our office November 1, 2015. 

Narcotic pain pills can no longer be called into the pharmacy. 

Narcotic pain pills are ONLY prescribed in our office for fractures (broken bones), after a surgery, or for other 
serious, acute injuries. We do not treat chronic pain. 

If you have been given a narcotic pain prescription, this will NOT continue to be filled after 8 weeks after your 
injury or surgery. If you are still having pain issues that far out from injury or surgery, we will refer you to a pain 
management specialist, who can appropriately manage your pain and assist you in your transition away from 
these medications . 

You cannot obtain prescriptions from more than one doctor. This information is tracked by the DEA and a 
second prescription will not be filled by the pharmacy. 

ALL prescription drugs require documentation from an office visit and examination or the prescription is 
ILLEGAL. This means that if you feel you need a prescription of any kind, you will need an appointment to see 
the physician. This includes prescriptions that have been given to you in the past. If you are in need of a 
prescription and the physician is not in the office, you will need to see your primary care doctor, another doctor, 
or go to the Emergency Room or Urgent Care. Plan ahead if you recognize you may be running low on a 
prescription you are currently using. 

By signing below, I acknowledge and agree to this policy. 

Print Name (Patient) Signature Date 

Print Name (Parent/Guardian, if minor) Signature Date 
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