ANDERSON ORTHOPAEDIC CLINIC
Jeffrey L. Lovallo, MD
2445 Army Navy Drive
Arlington, VA 22206
(703) 892-6500

(Please complete both sides of this form)

Name: Today’s Date:
Height: Weight: Sex: M F Date of Birth:

Referring Doctor: Age:

Why are you seeing the Doctor today?:
Right Left Both
Shoulder
Elbow
Wrist
Hand
Finger

Have you had a similar problem before? YES NO

How long has this been bothering you?

If this was an injury, describe how it occurred:

Is this work related: YES NO Approved by Worker’s Comp: YES NO
Which hand do you write with: ~ RIGHT LEFT

Current Medications:

Allergies:

Past Medical History
Past Surgeries: Year




Review of Systems

Have you ever had problems with your:

Circle one
Eyes YES NO
Ears, Nose, Throat YES NO
Digestive problems YES NO
Bladder or Prostate problems YES NO
Diabetes YES NO
High blood pressure YES NO
Heart disease YES NO
High cholesterol YES NO
Kidney disease YES NO
Bleeding disorder YES NO
Hepatitis or liver disease YES NO
Depression YES NO
Cancer YES NO
Acrthritis YES NO
Lungs or breathing problems YES NO
Neurologic disease YES NO
Thyroid disease YES NO
HIV/AIDS YES NO
Blood clots YES NO
Stroke YES NO

Describe all your “YES” responses

Family History

Significant Family History:

Social History

Employed: (occupation)

Student Retired
Single Married
Children? YES NO

Currently smoke? YES NO

Alcohol consumption:  NEVER DAILY

Patient Signature:

Divorced

Unemployed

Widowed

If Yes, packs per day

1-2 TIMES A WEEK RARELY

Date:

Reviewed by:

Date:




