
PLAN: 

LABS: SHOTS: X-RAYS PROCEDURES: MISC: 

MD SIG:

OFFICE USE ONLY:
DOB:  _______________ PT ID: _______________DATE: _______________ 

INSURANCE: ___________________________________________________ 

ALLERGIES:_______________________________________ 

1.____________________________ 2.___________________________ 3.____________________________ 4.___________________________ 

5.____________________________ 6.___________________________ 7.____________________________ 8.___________________________ 

PERSONAL HABITS 

Do you drink caffeinated beverages (coffee, tea, soda)? Y_____N_____ Daily Intake?______ 

Do you drink alcoholic beverages?  Y_____N_____ If yes________ drinks/□day, □ week, □ month 

Do you smoke or chew tobacco?  Y_____N_____ If yes_________/day,__________ years of use. If no, any prior nicotine use? _______years 

ORTHOPEDIC OR OTHER MAJOR SURGERIES 

Approximate Date:________________________ Surgery_____________________________________________________________________ 

Approximate Date:________________________ Surgery_____________________________________________________________________ 

Approximate Date:________________________ Surgery_____________________________________________________________________ 

Approximate Date:________________________ Surgery_____________________________________________________________________ 

FAMILY HISTORY (PLEASE CHECK ANY CONDITIONS THAT RUN IN YOUR FAMILY)  LIST FATHER, MOTHER, SISTER, BROTHER, MATERNAL OR PATERNAL GM/GF 

□

□

□

□

HEART DISEASE___________________________ □ STROKE__________________________ □ DIABETES__________________________

HIGH BLOOD PRESSURE____________________ □ ANEURYSMS______________________ □ THYROID DISEASE___________________

HIGH CHOLESTEROL_______________________ □ MENTAL DISORDERS________________ □ CANCER: TYPE______________________

DISEASE, OTHER__________________________ □ OTHER_________________________________________________________________

LAST MENSTRUAL PERIOD DATE: ________________________ PREGNANT:    □ Y  □ N BREASTFEEDING:   □ Y  □ N 

CURRENT MEDICATIONS (INCLUDES NON-PRESCRIPTION AND PRESCRIPTION PRODUCTS) PLEASE INCLUDE DOSAGE 

PLEASE CHECK ANY OF THESE CONDITIONS YOU HAVE HAD IN THE PAST: 

□ HIGH BLOOD PRESSURE □ BOWEL DISEASE

□

□

LUNG DISEASE/ASTHMA

STOMACH DISEASE

□

□

□

□

□

□

LIVER DISEASE

HIGH CHOLESTEROL

DIABETES

LOW BLOOD SUGAR

STROKE

NERVE IMPAIRMENT

□

□

□

□

□

TUBERCULOSIS/TB

SLEEP APNEA

DEPRESSION

MENTAL HEALTH PROBLEMS

ANEMIA (OR OTHER BLOOD DISEASE)

□

□

□

□

□

□

□

HEART DISEASE

SEVERE HEADACHES

MUSCLE DISEASE

SEIZURES

THYROID DISEASE

JOINT REPLACEMENT

KIDNEY, BLADDER OR PROSTATE REPLACEMENT

□

□

□

□

□

□

□

LUMBAR SPINE DISORDER

CANCER (PAST OR PRESENT)

BLOOD CLOTS

BLEEDING TENDENCY

CHRONIC SKIN DISEASE

CERVICAL SPINE DISORDER

OTHER:___________________________________________________________________

PATIENT NAME:__________________________  REASON FOR VISIT:____________________________

Is this visit related to: Motor Vehicle Accident: ____Y____N 

Work Injury: ____Y____N        Date of Injury ____________ 

CHIEF COMPLAINT: PAIN SCORE:  1    2    3    4    5    6    7    8    9    10  /10 

BP:_________/_________ P:__________ Res:_________Temp:__________Wt:___________LBS. O2:_________% 

Have You been tested for COVID-19?       YES       NO  Date of Test:_____________

5236 Veterans Blvd. 
Metairie, LA 70006 
Ph:  504.885.8700 
Fax:  504.885.8701 

1000 Clearview Pkwy 
Metairie, LA 70001 
Ph:  504.455.4433 
Fax:  504.455.4490 

101 W. Robert E. Lee Blvd. Ste. 100 
New Orleans, LA 70124 

Ph:  504.288.3456 
Fax:  504.288.3556 

545 Oaklawn Drive
Metairie, LA 70005
Ph: 504-500-7350
Fax: 504-603-2774

2515 Manhattan Blvd.
Harvey, LA 70058
Ph: 504-336-2515
Fax: 504-322-2336

    MEDICAL HISTORY: 
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