
CARY ORTHOPAEDIC SPORTS/SPINE SPECIALISTS AND PERFORMANCE PHYSICAL THERAPY 

PATIENT INFORMATION RECORD 

OUR DOCTOR __________ _ DATE ______ _ CHART NO. ____ _ 

LAST NAME FIRST NAME MIDDLE INITIAL 
I 
MAIDEN NAME 

I 
ARE YOU A MINOR? □ 
ARE YOU IN A NURSING FACILITY? □ 

MAILING ADDRESS CITY STATE ZIP CODE 

LOCAL ADDRESS □SAME AS MAILING ADDRESS CITY STATE ZIP CODE 

HOME PHONE# I CELL PHONE# I PREFERRED CONTACT METHOD .I EMAIL ADDRESS 

DrexT □ HOME□ CELl.LIMAIL 
MARITAL STATUS AGE SEX DATE OF BIRTH RACE ETHNICITY PREFERRED LANGUAGE 

s I M I w I D I SEP M I F 

EMPLOYMENT STATUS (circle one) PATIENT EMPLOYER WORK PHONE# SOCIAL SECURITY NUMBER 

EMPLOYED I STUDENT I OTHER 

FAMILY DOCTOR 
I 

FAMILY DOCTOR PHONE# PHARMACY NAME 
!
PHARMACY LOCATION/INTERSECTION 

EMERGENCY CONTACT NAME 
I 

RELATIONSHIP EMERGENCY CONTACT'S BEST PHONE # 

SPOUSE NAME 
I 

SPOUSE BEST PHONE# 
I
SPOUSE DATE OF BIRTH 

IF THE PATIENT IS A MINOR OR STUDENT, PLEASE COMPLETE BELOW: 

MOTHER'S NAME I DATE OF BIRTH BEST PHONE# 

STREET ADDRESS, CITY, STATE, ZIP CODE SOCIAL SECURITY# 

FATHER'S NAME I DATE OF BIRTH BEST PHONE# 

STREET ADDRESS, CITY, STATE, ZIP CODE SOCIAL SECURITY# 

1. List Body Part(s)/ Briefly describe discomfort _________________________ _

Right__ Left __ Bilateral (both) __

2. On a scale of 1-10 what is your pain right now? ___ 

3. What date did this problem/pain begin? (Approximately) MO/DAY/YEAR ___________ _ 

4. Is this problem due to an injury? YES or NO If yes go to 4a. 

4a. Where did the injury occur? (football field, grocery store, home, etc) _________________ _ 

4b. What were you doing when the injury occurred? (walking, falling, playing) ______________ _ 

4c. Was the injury due to the following? military activity_ volunteer_ student _ student athlete_ leisure activity _ 

5. Will you be filing though Workers Compensation, AUTO insurance, or Liability Insurance? YES or NO

Sa. If YES, please give details (names, phone #'s, claim #'s, etc) ____________________ _ 

I hereby authorize the designated physician to release any information acquired in the course of my treatment to my insurance company for completion 

of claims. In consideration of the medical services to be rendered, I agree to pay to Cary Orthopaedic & Sports Medicine Specialists the regular charges 

for said services. I understand that I am responsible for all charges not paid by insurance. If applicable, I also request payment of government benefits 

either to myself or to the party who accepts assignment. I certify that I have read the above or had it explained to me and I agree to all of its terms and 

as evident of this fact sign my name below. 

CONSENT FOR CARE: I, the undersigned, do hereby agree and give consent for Cary Orthopaedic Sports and Spine Specialists and/or Performance 

Physical Therapy to furnish medical care and treatment to _____________ considered necessary and proper in diagnosing or 

treating his/her physical condition. (Patient Name) 

Signature of Patient/Guardian/Legal Representative Date Staff Initials 



� 
�yOrthopaedics 

PERFORMANCE 
rhysical therary 

Name Date Chart No. 
--------------------- ------ -----

Patient's Personal History 
The following information is important to your health. Please take the time to fully and accurately fill out this form, it may be sent to a surgery center if surgery is ordered. 

Previous Surgeries: 
(Where, When, & Why) 

Previous Injuries & Hospitalizations: 
(Where, When, & Why) 

I
Other Illnesses Not Hospitalized For, 

Allergies (Please list all drug/seasonal/environmental/food allergies and reactions): 

Do you have a metal allergy? Circle V N 

Medications (Please list all current medications/vitamins/supplements): 

Medication 

Personal Habits: 

Do you use any tobacco products? 

Are you a former tobacco user? 

Do you drink caffeinated beverages? 

Do you drink alcoholic beverages? 

Additional Information: 

Dose Reason 

Y N Every Day? __ Some Days? __ How much? __ 

y N 

Y N How many beverages per day/week? ____ _ 

Y N How many drinks per day/week? ____ _ 

Have you ever taken medicine for High Blood Pressure? V N Have you ever had an allergic reaction to latex? 

If YES, describe reaction 

Had an x-ray of the head or neck area as a child? V N Have you ever had the flu shot? 

Date of last EKG? 
If YES, what was the date of your last flu shot? 

Date of last chest x-ray? Have you ever had the pneumococcal vaccine? 

Date of last TB skin test? If YES, what was the date of your last shot? 

y 

y 

N 

N 

y N 



Review of Symptoms:
Have you had any of these symptoms in the last SIX MONTHS? 

HEAD & NECK 
Visual disturbances
Hearing or ear problems 
Frequent headaches 
Dizziness  
Environmental allergies 
Sinus troubles 
Painful swallowing 
Lump or swelling of neck 
Sore throat without cold 
Enlarged tonsils 
Problems with teeth 
Swelling of gums or jaw 
Tongue sore or sensitive 
Nosebleeds

CHEST
Heart attack/problems 
Pain in chest 
Chronic cough 
Vomited/coughed blood 
Skipping or racing heart 
Heart murmur

ABDOMINAL/INTESTINAL
Abdominal pain
Constipation
Change in bowel stools

Jaundice 
Bloody/ black stools 

Ulcers 
Rectal bleeding

GEINTO-URINARY 

Blood in urine 
Frequent urination during night
Urinary Tract Infection

Kidney stones
BONES & JOINTS

Cramps in legs 
Broken bones 
Swollen ankles 
Back trouble 

Cyst or growth
Arthritis

GENERAL SYMPTOMS  
Bleeding problems 
Numbness 
Convulsions/seizures 
Unusual fatigue 
Worry/depression 
Insomnia 
Weight gain 
Weight loss

Fever/chills 
Night sweats 
Shortness of breath

OTHER ILLNESSES IN YOUR LIFETIME?
Anesthesia problems 
Asthma 
Cancer 
Diabetes 
Hypertension/High blood pressure 
High cholesterol 
History of blood clots 
Stroke 
Thyroid disorders

*MEN ONLY

Weak urine stream 
Prostate infection 

Pain/swelling in testicles

*WOMEN ONLY

Lumps in breast 
Urination when cough/sneeze
Hot flashes 

Complications of pregnancy 
ADDITIONAL INFO.   

Y N Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N
Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N

Y N Y N
Y N Y N Y N
Y N Y N
Y N Y N
Y N Y N Y N
Y N Y N Y N
Y N Y N Y N

Y N Y N
Y N Y N
Y N Y N
Y N Y N



 ________________________________________________  ___________________ 

•
•

•

•

•

•

•

__________________________________________________________________________________________ 

__________________________________________________________________________________________ 

. 
__________________________________________________________________________________________ 

___________ 

I agree that COSMS can EMAIL me secured HIPPA protected information to my email address.
I agree that COSMS may leave a message on my voicemail whaen unable to reach me on my home or cell phone.



Co-payment, deductibles, co-insurance, and fees for services not covered by your insurance policy are due and will be collected at the time
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