COSM PATIENT MEDICAL HISTORY Today’s Date Birth date

Name Reason for visit:

Medication Allergies [] Yes []No (Please list all of your medications and allergies on the Medication Summary)

Other Allergies: Seasonal [] Yes [] No Metals [] Yes [] No Latex [] Yes [] No Anesthetics [] Yes [] No Eggs/Poultry [] Yes [] No
SURGICAL HISTORY

Do you have a family history of:  [] arthritis [] diseases of the muscles, bones or nervous system [] bleeding tendencies

SOCIAL HISTORY

Marital status: S M W D  Who lives at home with you?
Tobacco [] Yes; how much? [1No Alcohol [] Yes; how much? [0No Recreational drugs []Yes []No

Hobbies: Exercise: [] Regular [] Occasional []Rare [] Never Explain:

Normal form of ambulation: []independent [Iwalker [Jcane [Inon-ambulatory

Patient or Guardian’s Signature Date
1/2009




This page to be completed by COSM Staff during your visit.

Name MR
Family Dr. Referring Dr.

Age Temperature Pulse Bp Ht Wt Dominant Hand []JRt [J Lt

Diabetic [] Yes [ No []Diet Controlled [] Oral Hypoglycemic [] Insulin Dependent Shoe Size (if applicable)

CHIEF COMPLAINT: [0 No known injury Date of Injury

Currently working? []Yes [] No; last day worked: [] Disabled: (reason) [QUnemployed
Occupation: Employer: Length of Employment
Regular work: [JSedentary [] Light [] Medium [] Heavy Job duties: Currently on work restrictions? [[Yes [] No

Assessment obtained by:
PHYSICIAN SIGNATURE

1/2009




