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Samaritan Mid-Valley Orthopedics
Dr. Kelli Baum New Patient Intake
Today’s Date: __________________
Who referred you here today: ___________________________
Preferred Name:________________________________________  
Age: ​​​​​​​​​​​​​​ __________________       
Reason for seeing Dr. Baum: ___________________________________________________________________________________
___________________________________________________________________________________
Affected side:     Right         Left         Both
How long have you been experiencing the current problem? ____________________________
If you have pain, where does your pain occur? _________________________________________    

What is your pain on a scale of 0 to 10?               0    1     2     3    4    5    6    7    8    9   10                                                                           

                                                                             No pain                                                 Severe Pain

Does your pain radiate to other parts of your body?      Yes          No
      If yes, where does the pain radiate? ___________________________________________________
When does your pain occur?
· only when walking 
· only at night 
· all the time
· other:  please explain ___________________________________________________
Are you currently taking pain medication?            Yes          No

If yes, what medication and how often: _____________________________________________
Have you had an injection for the pain?              Yes           No   
If so, what was injected (steroid, lubrication medication such as Synvisc, etc) _____________________
When was the most recent injection? _____________________
How far can you walk? ____________________________________________________________
Do you currently use a walking aid?           No           Cane       walker         crutches         wheelchair

Have you undergone physical therapy for this problem?      Yes          No

If yes, when was the most recent therapy session? _____________________________________
Is your reason for today’s visit the result of an injury or previous surgery?              Yes          No 

If yes, what was the injury or previous surgery? __________________________________
When did the injury or previous surgery occur? __________________________________
            Where did the injury or previous surgery take place? ______________________________ 
Have you had/do you currently have any of the following:

· DVT

· Cardiac stents

· MRSA Infection
· Metal Allergies
Medical Conditions you see a doctor for:
1)_________________________   
5)_________________________
9)_______________________ 2)_________________________
6)_________________________
10)______________________

3)_________________________
7)_________________________
11)______________________

4) _________________________
8)_________________________
12)______________________

Past Surgeries with Approximate Date of Surgery or Number of Years Ago:
1)________________________________
Date or Number of years ago:________________________
2)________________________________
Date or Number of years ago:________________________
3)________________________________
Date or Number of years ago:________________________
4)________________________________
Date or Number of years ago:________________________
5)________________________________
Date or Number of years ago:________________________
Have you ever had any Anesthesia complications?_______________________________________

Current Medications with Dosage and Frequency:  
   My medications are up to date in the Samaritan computer system or I have provided an up to date medication list separate from this form  

1)________________________________
Dosage:________________
Frequency:_______________
2)________________________________
Dosage:________________
Frequency:_______________
3)________________________________
Dosage:________________
Frequency:_______________
4)________________________________
Dosage:________________
Frequency:_______________
5)________________________________
Dosage:________________
Frequency:_______________
6)________________________________
Dosage:________________
Frequency:_______________
7)________________________________
Dosage:________________
Frequency:_______________
Allergies:

1) _________________________ 2) _________________________    3) _____________________                 

4) _________________________ 5) _________________________    6) _____________________


Social Information

What city do you live in? _____________________________________________________
Who do you currently live with?___________________________________________________

Do you have stairs at home?     Yes   /   No   
Do you smoke cigarettes, cigars or chew tobacco?   Yes   /   No

If yes, how much/packs per day? __________________________

Do you drink alcohol?  Yes   /   No      If yes, how many drinks per week?____________

Occupation?_______________________________________________

Family Information

Please list any significant medical conditions of your parents or siblings:

1) Father:_________________________________________________________________________

2) Mother:________________________________________________________________________
3) Siblings:_______________________________________________________________________
Are you currently having any of the following?:

General:

· Fever
· Chills
· Fatigue
· Other:___________________
Head/Neck:

· Tooth abscess

· Headache
· Visual problems
· Sore throat
· Difficulty hearing
· Other____________________
Heart:

· Chest pain
· Palpitations
· Other:___________________
Lungs:

· Shortness of breath
· Coughing
· Wheezing
· Other:___________________
GI:

· Nausea
· Vomiting
· Diarrhea
· Other:___________________
Urinary:

· Frequency
· Urgency
· Incontinence
· Other:___________________
Bone/muscle/joints:

· Low back pain
· Sore muscles
· Other:___________________
Skin:

· Rash
· Open wounds
· Other:___________________
Neurologic:

· Numbness/tingling
· Weakness in arms or legs
· Other:___________________
Psych:

· Anxiety
· Depression
· Suicidal thoughts
· Other:___________________
Other information you would like your provider to know: ____________________________ ___________________________________________________________________________________________________________________________________________________________________________________________________________________________
Print Name








Date

Signature


Physician Signature (Reviewed History with patient)                   Date
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