DR. CLOP
ALL FOLLOW UP VISITS

NAME: DATE: Yes No
Numbness O O
1. Have your symptoms changed since your last visit here?0Y ON  If so, how? Tingling O O
Weakness
Pain
2. Has your condition improved, deteriorated or remained the same since your last visit here? (Circle one)
3. Rate your pain on medication (Circle one): NoPain 0 1 2 3 4 5 6 7 8 9 10 Severe Pain
Rate you pain off medication (Circleone:) NoPain 0 1 2 3 4 5 6 7 8 9 10 Severe Pain
4. What treatment have you received since your last visit?
List all meds each visit
Medication DOSE FREQUENCY
Allergies:
Past Medical History [ ]Check here if no change since your last visit to this office.
Surgeries/Hospitalizations Year

Have you ever had problems with anesthesia?C) NoOYes

If yes, describe

(PLEASE COMPLETE OTHER SIDE)




Review of Systems

[ ]Check here if no change since your last visit to this office.

Have you ever had problems with your:

Circle Describe all yes responses
Eyes OYesONo
Ears, nose, throat @YesONo
Digestive problem OYes®©No
Bladder or prostate problem ©YesONo
Diabetes OYes®No
High blood pressure OYesONo
Heart disease OYesONo
High cholesterol OYesONo
Kidney disease OYesONo
Bleeding problems OYesONo
Hepatitis or liver disease OYesONo
Depression OYesONo
Cancer OYesONo
Anrthritis OYesONo
Lungs or breathing problems OYesONo
Seizures or neurologic disease ~ OYesONo
Family History [ ]Check here if no change since your last visit to this office.
Significant family history:
Social History [ ]Check here if no change since your last visit to this office.
[Z]Employed (occupation: ) []Student [J Retired
QOsingle OMarried ODivorced (®Widowed
Children? ONo @®Yes#
Exercise? QODaily OWeekly ®Rarely
What type of exercise?
History of substance abuse? @®No (QYes Whattype?
Smoke currently? ONo ®@Yes Ifyes, packs per day for years.
Quit smoking? ONo  @This year O> 5 years O> 10 years
Alcohol consumption? O Never (e Daily (O 1-2 times per week QORarely

Patient Signature:

Date:

Reviewed By:

MD  Date:
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