BROWARD HAND CENTER

HARRIS GELLMAN M.D.
PURNELL TRAVERSO M.D.

MEDICAL QUESTIONNAIRE

PATIENT’S NAME

{%;’.Q

AGE SEX: M F

(First) (MI) (Last)

WHO REFERRED YOU TO DR. GELLMAN/DR. TRAVERS0O?

Circle

REFERRING PHYSICIAN:
PHONE: ( )- Fax:(_)-
ADDRESS:
Street Suite City State Zip Code
PRIMARY CARE PHYSICIAN: [] SAME AS ABOVE [JOTHER:
PHONE: ( )- Fax:(_)-
ADDRESS:
Street Suite City State Zip Code

REASON FOR TODAY'S VISIT:

HOW LONG HAVE YOU BEEN EXPERIENCING THESE SYMPTOMS?

ARE YOU?: JRIGHT-HANDED CJLEFT-HANDED JAMBIDEXTROUS
WHAT DID YOU INJURE? OTHUMB CJHAND OELBOW OOTHER:
OFINGER COWRIST COSHOULDER
WHAT SIDE?: [JRIGHT CJLEFT
DATE OF INJURY / / DATE YOU LAST WORKED: /
MM DD YYYY MM
CURRENT WORK STATUS (CHECK ALL THAT APPLY): CINOT WORKING CILIGHT DUTY
[ ISEDENTARY [ IDISABLED

ARE YOU UNDER THE CARE OF A PHYSICIAN Now? (JYES [INo

IF YES, WHAT FOR?

YYYY

OFuLL Duty

LisT ALL MEDICATIONS:

ALLERGIES:
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BROWARD HAND CENTER %ﬂ;@
HARRIS GELLMAN M.D. :
PURNELL TRAVERSO M.D.
PREVIOUS SURGERIES: [JAPPENDIX CIBREAST CJCOSMETIC CJEAR/NOSE/THROAT
JGALL BLADDER CJHEART CJOB/GYN CJPROSTATE
OSToMACH/BOWEL ~ [JTHYROID CIToNSILS [JVASCULAR

CJPRIOR ORTHOPEDIC SURGERY (WITH DATES):

JOTHER:

DO YOU OR HAVE YOU HAD ANY OF THE FOLLOWING MEDICAL CONDITIONS?

YEs / NO YEs / NO YEs / NO YEs / NO
O O Aips/HIV O O PSYCHIATRIC O O DIABETES O O CANCER
O O ANGINA O O SEIZURES O O HYPERTENSION O O STROKE
O O ARRHYTHMIA O O STOMACH ULCER O O Low BACKPAIN O O URINARY TRACT INFECTION
O O ASTHMA O O DEPRESSION O O MIGRAINES O O TUBERCULOSIS
O O BIRTH DEFECTS O O EMPHYSEMA O O PHLEBITIS O O HEADACHES
O O Broop CLoTs/EMBOLISM [0 O HEART MURMURS O O BLoOD TRANSFUSION O O HEART ATTACK
O O PNEUMONIA O O HEPATITIS O O BRONCHITIS

Do YOU SMOKE? OYEs [ONo IF YES, How MUCH?

Do YoUu DRINK ALCOHOL? OYES [ONo IF YES, HOw MUCH PER WEEK?

ARE YOU PREGNANT? OYEs [ONo CONOT APPLICABLE

D0 YOU HAVE A FAMILY HISTORY OF ANY MEDICAL CONDITIONS? (PLEASE LIST)

PLEASE LIST ANY OTHER INFORMATION YOU THINK MAY BE HELPFUL/IMPORTANT?

EMERGENCY CONTACT: RELATIONSHIP:

PHONE: ( )-

THE INFORMATION [ HAVE GIVEN ABOVE IS COMPLETE AND ACCURATE. AS WITH ALL MEDICAL RECORDS, THE INFORMATION YOU HAVE
PROVIDED WILL BE CONFIDENTIAL.

DATE COMPLETED / /
PATIENT’S SIGNATURE MM DD YYYY
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