
 

 

I, _________________________________, direct my health care and medical 
services from Highland Center for Orthopaedics providers and payers to disclose 
and release my protected health information described below to:  
 

NAME RELATIONSHIP PHONE NUMBER EMAIL 
    

    

 
Health Information to be disclosed upon the request of the person named above 
--  
(Check one):  

o Disclose my complete health record (including but not limited to diagnoses, 
lab tests, prognosis, treatment, and billing, for all conditions)  

o OR 

o Disclose my health record, as above, BUT do not disclose the following 
(check as appropriate):  

o Mental health records  

o Communicable diseases (including HIV and AIDS)  

o Alcohol/drug abuse treatment  

o Other (please specify): _____________________________________
                                                    _____________________________________
 
Form of Disclosure: 

o Hard copy  
 
This authorization shall be effective until (Check one):  

o All past, present, and future periods,  

o Date or event:___________________________________________ 
unless I revoke it. (NOTE: You may revoke this authorization in writing at any time 
by notifying your health care providers, preferably in writing.)  
 
 
 
 
_____________________________________                         _______________  
Name of the individual giving this authorization                      Date of birth  
 
 
_____________________________________                         _______________  
Signature of the individual giving this authorization                   Date  
 
 
 
Note: HIPAA Authority for Right of Access: 45 C.F.R. § 164.524 
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Medical Questionnaire 

Patient Name (PRINT) _____________________________________           DATE: _____/_____/_____     Date of birth: _____/_____/_____ 
 
MALE    FEMALE   (CIRCLE)         HEIGHT: _______’ _______”             WEIGHT: __________ LBS           Dominant Hand:    RIGHT    LEFT     
 
Pharmacy: ________________________________________________    Street: _______________________________________________ 
 
City: ________________________________    State: __________________   Phone number: ____________________________________ 
 
 
Who requested the visit? _____________________________    MD    PA    ATTORNEY    NONE (SELF)   (CIRCLE ONE) 
 
*What is the main reason for this visit? (CIRCLE ONE)  PAIN    NUMBNESS   WEAKNESS   SWELLING   STIFFNESS   

 
*What body part is involved? (CIRCLE AREA) 

NECK 
 

RADIATES TO: 
 
RIGHT    LEFT      NONE 

SHOULDER 
 

RIGHT 
 

LEFT 

ELBOW 
 

RIGHT 
 

LEFT 

HAND 
 

RIGHT 
 

LEFT 

PELVIS 
 

RIGHT 
 

LEFT 

KNEE 
 

RIGHT 
 

LEFT 

FOOT 
 

RIGHT 
 

LEFT 
 

BACK 
 

RADIATES TO: 
 
RIGHT    LEFT      NONE 

ARM 
 

RIGHT 
 

LEFT 

WRIST 
 

RIGHT 
 

LEFT 

FINGER 
 

T  2  3  4  5  
 

RIGHT          LEFT 

TOE 
 

T  2  3  4  5 
 

RIGHT       LEFT 

ANKLE 
 

RIGHT 
 

LEFT 

HIP 
 

RIGHT 
 

LEFT 

 
*How long ago did it start?     __________DAYS     __________WEEKS     __________MONTHS     __________YEARS 
 
 

 

 

 

 
 
 
 
*On a scale of 1-10 (10 is the worst) how SEVERE is your pain? (CIRCLE)   1    2    3    4    5    6    7    8    9    10 
 
*What is the quality of pain? (CIRCLE)    SHARP     DULL     STABBING    THROBBING     ACHING     BURNING 
 
The pain is? (CIRCLE)   CONSTANT   COMES AND GOES      Does the pain wake you from sleep?    YES      NO 

What makes your symptoms worse? _________________________________________________________  

What makes your symptoms better? ____________________________________________________________________________ 

What medications are you taking now (or previously) for this issue? _________________________________________________ 

___________________________________________________________________________________________________________ 

Have you had any of these treatments? (CIRCLE)   INJECTION   BRACE   PHYSICAL THERAPY   CANE/CRUTCH 

Were you seen in the E.R.? (CIRCLE)   YES     NO     Which E.R.?  ____________________         Date? ________________ 

What tests/scans have you had for this issue? (CIRCLE)     X-RAYS     MRI     CAT scan     Bone Scan    NERVE TEST (EMG/NCV) 

Have you already had surgery for this body area recently or in the past? (Circle, explain if necessary)      YES     NO 

Procedure ____________________________   Surgeon____________________________ City______________ Date ___________ 

Current work status (CIRCLE)     REGULAR     LIGHT DUTY     NOT WORKING      DISABLED     RETIRED     STUDENT 

When is the last date you worked your regular job? _______________________________________ 

Are you currently receiving or plan to apply for: (CIRCLE)      DISABILITY       WORKMAN’S COMP       UNEMPLOYMENT 

IN THIS BOX, CIRCLE ONE BOX WHICH BEST DESCRIBES HOW THE PROBLEM STARTED AND BRIEF EXPLANATION
 

 NO INJURY       _____________________________________ 

 INJURY        _____________________________________ 

 INJURY AT WORK       _____________________________________ 

 WORK RELATED (NO INJURY)     _____________________________________ 

 AUTO ACCIDENT       ________________________________ 

 

DO YOU HAVE A WORKER’S COMP CLAIM? YES NO (CIRCLE ONE)
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Name __________________________        Date_________________ 

***REVIEW OF SYSTEMS*** 

M/S Have you had prior problems with this same orthopedic condition in the last year?     YES     NO 

 
1. ARE YOU ALLERGIC TO ANY MEDICATIONS?  YES NO If yes, please list and describe reaction 

______________________________________________________________________________________________________
______________________________________________________________________________________________________ 

 
***PAST MEDICAL HISTORY*** 

 
What medications do you take? (LIST DOSAGE) ________________________________________________________________________ 

_________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________ 

Are you a diabetic? (CIRCLE) YES NO  TREATMENT: (CIRCLE)    INSULIN     ORAL MEDS      DIET     NONE 

Are you taking or have you taken blood thinners?    YES (list) _______________ NO 

Past surgeries: ___________________________________________________________________________________________________ 

Past hospitalizations: ______________________________________________________________________________________________ 

Have you had any prior reactions to anesthesia? (CIRCLE)  YES NO 

Have you ever had: (CIRCLE) HEART ATTACK (YEAR) ______ HIGH BLOOD PRESSURE     BLOOD CLOTS (YEAR) ______? 

STROKE     HEART FAILURE     ANKLE SWELLING     KIDNEY FAILURE     ASTHMA     SULFA ALLERGY     ASPRIN SENSITIVITY 

STOMACH ULCERS     BLEEDING ULCERS     ISSUES WITH ANTI-INFLAMMATORIES (LIST) ____________________________________ 

CANCER (LOCATION) ______________________________  NONE 
 

***FAMILY HISTORY*** 
Have any direct relatives had any of the following disorders? (CIRCLE) Which Relative(s)? ________________________________ 

 DIABETES HIGH BLOOD PRESSURE HEART DISEASE RHEUMATOID ARTHRITIS NONE 

Do any direct relatives have the same condition you are being seen for today?     YES (WHICH ONE) _______________  NO 
 

***SOCIAL HISTORY*** 

Do you use tobacco?     YES   (Packs per day______)      NO  Alcohol use?   YES   NO        How often?      DAILY     WEEKLY 

Marital Status:   MARRIED   SINGLE   DIVORCED   WIDOWED How many people live with you? ___________ 

Occupation: ________________________________________ Employer: _____________________________________________ 

Do you like your job?      YES      NO Do you plan on working 6 months from now?     YES    NO 

PLEASE SIGN:  

The information on these two forms is accurate to the best of my knowledge.     __________________________________________________ 

FOR OFFICE USE ONLY 

 

Complete ______  Date ___/___/___  Review #1 by __________ MD   Date ___/___/____  Review #2 by __________ MD   Date ___/___/___ 

CIRCLE ANY SYMPTOMS YOU’VE HAD IN THESE AREAS YEAR 

GI HEARTBURN/ULCERS NAUSEA/VOMITING BLOOD IN STOOL HEPATITIS LIVER DISEASE  

ENDO THYROID DISEASE HEAT INTOLERANCE COLD INTOLERANCE    

CON WEIGHT LOSS FREQUENT FEVER LOSS OF APPETITE    

EYE BLURRED VISION DOUBLE VISION VISION LOSS    

ENT HEARING LOSS HOARSENESS TROUBLE SWALLOWING    

CV CHEST PAIN PALPITATIONS     

RS CHRONIC COUGH SHORTNESS OF BREATH     

GU PAINFUL URINATION BLOOD  IN URINE KIDNEY PROBLEMS    

SK FREQUENT RASHES SKIN ULCERS LUMPS PSORIASIS   

NEU HEADACHES DIZZINESS SEIZURES    

PSY DEPRESSION DRUG ADDICTION ALCOHOL ADDICTION SLEEP DISORDER   

HEM EASY BLEEDING EASY BRUSING ANEMIA    
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Patient Questionnaire

(PLEASE PRINT)

Patient Name:_______________________________________________________ Date of Birth: _____________________

Patient Signature: __________________________________________________________ Date: _____________________

Please complete for your chart. Please answer by putting a checkmark in the appropriate box.

RACE

q American Indian / Alaska Native

q Asian

q Black/African American

q Declined

q Nat Hawaiian / Pacific Islander

q Other Race

q White

RELIGION

q Buddhist

q Catholic

q Hindu

q Islam

q Jewish

q Protestant

q Other

q N/A

CIP-31340-9/11

3317 U.S. Hwy. 98 South, Suite 9 22411 Highway 27
Lakeland, Florida 33803 Lake Wales, Florida 33859

(863) 709-8777 (863) 676-1571

ETHNICITY

q Declined

q Hispanic or Latino

q Not Hispanic or Latino

PREFERRED
COMMUNICATIONS

q Declined

q Email

q Fax

q Mail

q Patient Portal

q Phone

q Text

www.highlandortho.com
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