
JON L. HYMAN, MD, PC 
 
Name: _______________________________________Date: _______/______/________ Birthday: ____/_____ /_______   

Age: ______    Right handed____     Left Handed___    I use both____          Height____’____”   Weight: _______(lbs)  

Primary Care Doc (Full Name):_____________________________________________Phone:__________________________  

Your E-mail:_____________________________________   Who/What referred you?  ______________________________    
Describe your problem:__________________________________________________________________________________  

How did it start: _________________________________________________________________________________________ 

How long ago: ____days   ____weeks   ____months   ____years.               Since a specific date? _____/____/ ______ 

You feel (circle):   clicking    catching     popping     locking    buckling    giving out    weakness     tightness      

looseness    stiffness    unstable    swelling     grinding    numbness    tingling     burning     throbbing     aching 

Pain type (circle):  none     mild     moderate     severe      unbearable     sharp     dull      stabbing     aching       shooting 

Symptoms are made worse by:_____________________________________________________________________________ 

Symptoms are made better by: ____________________________________________________________________________ 

Pain with:  sitting    standing   walking   stairs   squatting   climbing   kneeling    sitting    lying down     sleeping     

at night    lifting    carrying   push/pull    reaching   squeezing   running        Other___________________    

Is this work related? Yes ____ No ____  Maybe________   Is a Lawyer involved? Yes ____ No ____  Possibly______  

 
PLEASE LIST ALL SURGERIES (includes cosmetic and childhood) (# of surgeries on this body part______) 

Procedure:__________________ Date: ______ Doc:______  Procedure:__________________ Date: ______ Doc:________ 

Procedure:__________________ Date: ______ Doc:______  Procedure:__________________ Date: ______ Doc:________  

Have you ever been hospitalized (not pregnancy)?     

Why/When_______________________________________________ 

    MEDICATIONS              DOSE                   CONDITION          MEDICATIONS                   DOSE                      
CONDITION 1.__________________________________________________  
4.____________________________________________________ 2.__________________________________________________  
5.____________________________________________________ 3.__________________________________________________  
6.____________________________________________________  

Others:_________________________________________________________ Do you take ASPIRIN?   Yes   No 
 
DRUG ALLERGIES?  No: ___  Yes: ___, to what?__________________________    What happens?___________________   

RECENT TREATMENTS for the CONDITION we are evaluating TODAY:  (please circle)      Glucosamine      

Physical Therapy              Cast / Brace / Sling    Chiropractic   Acupuncture    A.R.T.    Massage Therapy    Ice / 

Heat   Ultrasound/Electric Stim     Personal Trainer     Pool Therapy     Yoga / Pilates    Herbal Supplements    

Crutches / Walker / Cane     Change Exercise Routine            
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MEDICATIONS  (over the counter or prescribed?)________________________________________________________                       

INJECTIONS (by whom? ____________ when?___________ body part? ______________ # times ?______ helpful?___  

Diagnostic tests for this problem:    MRI     Xray     CT scan    Bone Scan     Bone Density     Ultrasound      Bloodtest    

Do you use Hormone Replacement?    Yes    No         Performance Enhancers/ Fat Burners?    Yes    No 

Sport Level:     None      Recreational      League      Collegiate      Olympic      Semi-Pro          Professional 

Personal and Social History 
 
Are you working?    Yes    No    Retired    JOB: __________________________# yrs____    Light Duty     Full Duty 

Circle:   Single    Married   Widowed   Divorced     Other           #children _____   ages of children ______________   

How many brothers/sisters:________  What are their health problems/arthritis?_____________________________                   

What sports / games do you play/like?____________________________________________ How often?____________  

How do you feel about your diet?___________________________ Your weight?________________________________                    

Do you get enough sleep?   Yes    No            Are you under a lot of stress?       Yes      No     Moderate      Varies 

Use of Alcohol:    never rarely     socially     moderate     daily     after AA meetings 

Use of Tobacco:   never rarely     socially     moderate     daily     Smoked before but quit_______  (when) 

Hobbies_____________________________   You have help at home(circle)?       Family    Roommate     Live Alone 

 

 
 

Staff Reviewing this form _____________________________________ 
Last update: Jan 2008 


