Lakewood Arthritis AND OSTEOPOROSIS Clinic – 
New Patient Survey
Answer each line and question in the space provided. Circle/check the best answer. Fill out both sides of this form. This survey will help the doctor evaluate, diagnose and treat you. Write your comments & questions on next page.
	Name:_____________________________Age:_____
Birthdate:     /      /
	Date:__________  Referred by: ______________
 My Primary Care MD:

	

	ABOUT YOUR ARTHRITIS OR PROBLEM 

	What is your problem?___________________________________________________________________

Symptoms First Began: Month ______Year________   Initial Symptom(s): _________________________
What tests were Abnormal:  ANA     Sed Rate     RF (rheumatoid factor)      Uric Acid       Biopsy
I am mostly concerned about:_____________________________________________________________

I am having:Pain  Stiffness   Aching  Soreness   Muscle pain  Swelling  Weakness  Numbness  
How long is your Morning Stiffness? 
My Sleep is:  Great    Normal     Fair     Poor      Very Poor      


	In PAST WEEK, how much pain have you had?  (circle a number or put a mark thru the line below)

                     NO PAIN   0     1     2      3     4     5     6     7      8      9      10  MOST SEVERE PAIN
                                        Mild                  Moderate                 Severe

	Wt

BP

P

R

T

Patient: _____________________________________ 


Patient Signature



	Medical History

( Stroke  ( TIA
( Neuropathy          

( Depression                     

( Alcohol abuse              

( Hypertension

( Diabetes                  

( 

	( Skin Problems

( Psoriasis

( Thyroid Problem      

( Cancer 
( Lung Disease


	( Sleep apnea
( Osteoarthritis

( Rheumatoid arthritis

(AnkylosingSpondylitis 
	( Osteoporosis

( Fibromyalgia

( Lupus

( Gout 
( Vasculitis


	Past Surgeries
	Year

	
	
	
	
	( Neck Surgery

( Back Surgery

(Joint replacmnt

( Arthroscopic 

( Tonsillectomy

( Appendctomy

( Gall Bladder 

( Hysterectomy

( Heart Bypass 

( Hernia repair

( Breast surgery

( Fracture(s)
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	DO YOU HAVE?

( Weight loss____lbs

( Weight gain____lbs

( Fever

( Weakness

( Fatigue

( Night sweats

( Joint pains

( Morning stiffness

( Pain in muscles

( Back Pain

	( Skin rash/sores 

( Tight skin 

( Hair falling out

( Abnormal nails

( Easy Bruising

( Sore throat

( Sores in mouth

( Dental problems

( Dry mouth

( Dry eyes
	( Eye pain

( Ringing in ears 

( Jaw Pain

( Hearing problems 

( Swollen glands

( Poor appetite

( Heartburn

( Nausea

( Vomiting
	( Swallowing Problem

( Peptic ulcer 

( Diarrhea 

( Constipation
( Irritable bowel 
( Blood in stool

( Cough

( Short of Breath
	( Purple/blue fingers

( Edema in legs/feet

( Pain on urination

( Numbness

( Headaches

( Dizzy spells

( Loss of Memory

( Anxiety

( Depression

( Difficulty sleeping

	


	   Work / Lifestyle / Family / Habits / Exercise
	My Family History

	Marital Status:   Single           Married          Divorced          Widowed      
Who lives with you?________________________   How many Kids ?________

Do you have help at home?   No     Yes ( Who:______________________ 
Current Job? _________________________   Employer __________________  

Do you Smoke?  ( Never   (No (Quit ___yrs ago)   (Yes ( (Packs per day?__)

Do you drink alcohol?  (Never   (I quit   (Rarely  (Socially   (Daily  (________)

Have you used illegal drugs? ( Never  ( Yes  (Which _____________________)


	Mother

Father

Brother

Sister

Alive? (Y/N)
Age 
Heart attack
Diabetes

Hypertension

Stroke

Cancer/type
Arthritis/type



What else do you want the Doctor to know: _________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Nurse Notes: _________________________________________________________________________________________
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