























Patient Information Date:

Name:

Address:

Age: Race: Sex: (please circleone) M F

Primary Care Physician:

Specialists:

Please indicate who referred you here:

Please give a brief reason for your visit here:




Your Medical History: Please circle all that have been diagnosed, now or in the past

Fibromyalgia Eye Disease High Cholesterol

High Blood Pressure Osteoporosis/Osteopenia  Stroke

Heart Disease Diabetes Anxiety requiring medication
Gout Stomach Ulcers Depression requiring medication
Kidney Stones GERD Seizure Disorder

Skin Disease Kidney Disease Neurologic Disorder

Psoriasis Lung Disease Post-menopausal

Cancer Positive TB test History of Miscarriage

Sleep Apnea Liver Disease/FattyLiver = Thyroid Disease

Any other medical problems that have been diagnosed?

List any broken bones you have had and at what age it occurred:

List any serious injuries or concussions:

Allergies to Medications or Medical Products (please list):

NAME OF MEDICINE/MEDICAL TYPE OF REACTION
PRODUCT

Please circle any of the vaccinations that you may have had since your last visit and record
the date the vaccination was given next to it:

Pneumonia Vaccine (Prevnar, Pneumococcal) Date Administered:
Flu Vaccine Date Administered:
Shingles Vaccine (Zostavax) Date Administered:




Surgical History:

List any orthopedic surgeries. Include dates and who performed them:

Circle any surgical procedures you have had, please give dates and who performed them:

Appendectomy: Stomach Surgery:

Breast Surgery: Heart Surgery:

Gall Bladder Removed: Tubal ligation (tubes tied):
Hysterectomy: Ovaries removed: Left Right
Kidney Surgery: Prostate Surgery:

Parathyroid surgery: Vasectomy:

Thyroid surgery: Recent Oral Surgery:

Any other surgeries, please list:

Have you been hospitalized in the past year? If yes, please include dates and reason for
hospitalization?




Family History

Mother: Living Deceased Father: Living Deceased (please circle one)
How many siblings do you have? Brothers Sisters

Are your siblings healthy?

How many children do you have? Sons Daughters

Are your children healthy?

Please place letters in appropriate box below, if any family members have had any of the
following.

M- Mother F- Father MM-Maternal grandmother
MF- Maternal grandfather =~ PM- Paternal grandmother ~ PF- Paternal grandfather
B- Brother S- Sister S- Son D- Daughter

Disease Parents Grandparents Siblings Children
Crippling Arthritis

Rheumatoid Arthritis

Connective Tissue
Disease (Lupus,
Scleroderma or other)

Gout

Stroke

Breast Cancer

Heart Disease

High Blood
Pressure

Diabetes

Crohn’s or Ulcerative
Colitis

Osteoporosis (thin
bones)

Psoriasis, Eczema
(type of rash)

Other Cancers &
Diseases Processes




Social History
Do you currently use tobacco? Or have you used it in the past?
Have you ever used illicit drugs?

Have you had a drink containing alcohol within the past year?

Do you drink any caffeine? If yes, how often?

Do you exercise? If yes, how often?

Who lives with you?

Number of Adults: Children: in household

Marital Status: (please circle one)  Married Divorced  Separated Single

Widowed Partnered

Occupation : (please circle) full/part time
Highest Level of Education:

Have you traveled outside of the United States in the past year? If yes, where
have you traveled?




Check appropriate box and add additional explanation needed for symptoms
you are CURRENTLY having.

SYMPTOM YES | NO Explanation if needed
Decreased energy level
Significant change in appetite More or Less
Significant change in weight (unintentional) Up or Down

Recent fever

Recent Infections

Recent vision changes

Eye pain

Eye dryness

Eye redness

Headaches or recent change in headaches Migraines?

Pain in temples or jaw

Ulcers in your mouth, nose

Mouth Dryness

Shortness of breath When?

Coughing

Pain with breathing

Chest pain

Increased swelling in lower legs

Stomach pain

Diarrhea or Constipation Which one?

Nausea

Difficulty swallowing

Painful urination

Blood in your urine

Muscle weakness, numbness, and/or tingling Which one?

Loss of consciousness

Seizures

Patchy Hair loss

Rash

Fingers and toes that get cold and turn blue,
white or red

Skin rash caused by sunlight

Symptoms of depression

Problems going to sleep or staying asleep Which one?

Excessive thirst or urination

Excessive bleeding after surgery

Blood Clots requiring medication

Swollen lymph nodes

Anemia

Hay Fever

Environmental allergies

Do you feel rested in the morning




Current Medications: Please list all medications you are currently taking (please include
over the counter medications such as Tylenol, Advil, Aleve, BC, Goody Powders, vitamins,

supplements, etc...)

NAME OF MEDICINE

DOSE (mg, ml, cc, etc.)

HOW MANY TIMES A
DAY




Asheville Arthritis & Osteoporosis Center, P.A.

Adult & Pediatric Rheumatology
4 Vanderbilt Park Drive, Suite 200
Asheville, NC 28803

(828) 258-9533

Dear Patient:

We have enclosed a copy of our New Patient Brochure which explains
our office policies and answers to questions you may have regarding
payments, insurance, etc.

Also enclosed is a pre-registration form which we ask all our patients to
complete and BRING WITH YOU at the time of your initial visit. Pleases
DO NOT MAIL THIS FORM prior to arrival at our office.

Feel free to contact our office should you have any questions. We look
forward to serving you in our office.



