BOSTON OSTEOPATHIC HEALTH

Initial Office Visit/OMM consultation                                                                             Date: _________________

Patient Name: ____________________________________________                          DOB: _________________
Primary care physician:_____________________________________                Occupation: _________________
Referred by _______________ for an osteopathic manipulative medicine consultation for below chief complaint.

Subjective:
Main Concern (chief complaint):________________________________________________________________

HPI:Onset/duration:______________________________ Location:____________________________________
        Description/quality:___________________________Pain score: 0 1 2 3 4 5 6 7 8 9 10__________________
        Gets better with:_____________________________ Gets worse with:_______________________________
        Trauma/mechanism of injury:_______________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        _______________________________________________________________________________________
        ___________________________________         you may draw on the diagrams to illustrate symptoms

Patient Name: ____________________________________________                          Date: _________________

Medical history: list any current or past medical diagnoses
        _______________________________________________________________________________________
        _______________________________________________________________________________________
Surgical history:
        _______________________________________________________________________________________
        _______________________________________________________________________________________
Medications: ________________________________________________________________________________
Vitamins/supplements:_________________________________________________________________________
Allergies: (Drug, food, contact, seasonal): _________________________________________________________
Obstetrical history: How many pregnancies?___________________ How many children do you have?_________
Trauma history:______________________________________________________________________________
Social history: Tobacco: y/n____ Alcohol: y/n____ Drugs: y/n____ Caffeine: y/n ____ Daycare/school: y/n____
Family history: Mother:____________  Father:____________  Siblings:____________
ROS: circle any chronic or current symptoms, the remainder is negative
Fatigue, weight loss, insomnia, blurry vision, change in vision, poor vision, ear pain, hearing loss, throat pain, hoarseness, sinus pain, nasal congestion, cough, shortness of breath, wheezing, chest pain, palpitations, nausea, vomiting, diarrhea, constipation, bloating, abdominal pain, acid reflux, urinary burning, incontinence, joint pain, muscle pain, headache, numbness, tingling, dizziness, muscle weakness, bruising, bleeding, hair loss, dry skin, intolerance to heat /cold, hot flashes, depression, anxiety, allergy to drug/environment/food

Physical Exam:
BP_______     Pulse_______    RR_______    Temp_______    Height_______   Weight ______    Pain_______
Appearance:__________________________________Chest__________________________________________
Head:_______________________________________Eyes:___________________________________________
ENT:_______________________________________ Endo:__________________________________________
Cardiac:_____________________________________Resp:___________________________________________
Abd:_______________________________________ Lymph:_________________________________________
Neuro:_____________________________________________________________________________________
Extremities:_________________________________________________________________________________
Skin:_______________________________________________________________________________________
Musculoskeletal/osteopathic structural:
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________
________________________________________

Patient Name: ____________________________________________                          Date: _________________

	Region
	Comments
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	BLT
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	FPR
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Assessment:
	ICD9 code
	Diagnosis
	ICD9 code
	Diagnosis

	
	
	739.0
	Head

	
	
	739.1
	Cervical

	
	
	739.2
	Thoracic

	
	
	739.3
	Lumbar

	
	
	739.4
	Sacrum

	
	
	739.5
	Pelvis

	
	
	739.6
	Lower extremity

	
	
	739.7
	Upper extremity

	
	
	739.8
	Ribs

	
	
	739.9
	Abdomen/other


Plan:
OMT discussed with patient/guardian including risks and benefits and consent was obtained for a trial for OMT.
OMT performed as above:      1-2 areas      3-4 areas      5-6 areas      7-8 areas      9-10 areas
OMT was tolerated well/poorly.                             *Visit length (in minutes) >       10      20      30      45      60
The patient had:  improved motion, decrease restriction, less pain, decreased symptoms after treatment.
Osteopathic treatment was directed not only to the primary area of complaint, but also the secondary, biomechanical compensatory pattern associated with the primary area.
**Patient was counseled for ______ minutes regarding_______________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
___________________________________________________________________________________________
Reevaluate and consider further treatment options in   ______Days ______Wks ______Mos ______PRN

Physician: __________________________________________           Date: _________________	 
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