JAMES ROBERT LEBOLT, D.O.

Board Certified and Fellowship Trained in Sports Medicine & Orthopedic Surgery
90 College Street Suite A Christiansburg, VA 24073  Phone: 540.382.6613  Fax: 540.362.6615
"Team Physician Virginia Tech Hokies and Radford University Highlanders”

(Please Print) — Please fill out completely as much as possible

Name (First): M.L) (Last): Date:
Age: Ht: wt Gender: Right handed: Left handed: Ambidextrous:
Occupation:

How were you referred to our office?

Who is your Primary Doctor or Pediatrician? Phone number:

HISTORY OF PRESENT ILLNESS

Describe the condition that brought you to this office:

Is your injury: ___Work Accident ___Auto Accident __ Slip and Fall __ Sports Related ___ Other injury Related
Date when Accident/Injury occurred: How long have symptoms been present:

Description of Accident/Injury:

Where did the Accident/Injury occur?

Contributing events or cause for symptoms:

Describe the severity and quality of pain: (sharp, dull, stabbing, etc.)

Circle rating of 1-10 for severity of symptoms with 10 beingthegreatestt 1 2 3 4 5 6 7 8 8 10
Frequency of symptoms: __constant __ intermittent __ daily Duration of symptoms: __constant __ hours __minutes __seconds
Do symptoms include? __swelling __weakness __numbness __decreased motion __pins and needle sensation  Other:

If applicable, is the joint? __popping __locking __clicking __ instability/giving way ~ Other:

What activities worsen your condition?

When do the symptoms occur? _moming __aftemoon ___evening __during exercise __after exercise

Have you been previously treated for this accident/injury elsewhere? If yes, by whom?

Past treatment of your current problem: __ice treatment __ heat treatment __physical therapy __rest (length of time) __injections (how many?)
__medications __related past surgeries for condition (specify procedure and date)

Do you have an attomey for this problem? __  If yes: Attomey’s Name:

Attomey's Address:

Attorney's Number:

If applicable, can we discuss this with your coach or trainer? Coaches name: Trainer's Name:

' WORK-RELATED INJURIES PLEASE COMPLETE THE FOLLOWING: ******

Are you still working?

Have you had a prior or similar work injury?

Can you do modified work at this time?

If yes, what type of work activities can you perform?




Name:

Date:

PAST MEDICAL HISTORY = Check all that apply

[CJAsthma [CJLeukemia [(IDiverticulosis [IFractures [ JHiatal hemia

[CArthritis [[IDrug Addiction [JGlaucoma [CIHigh blood pressure  [JProstate enlargement

[JAnemia [ JCataracts [ JEmphysema [CIGout CJHIV

[(IBlood Clots [IDiabetes [_JEpilepsy [[JHeart disease [Liver disease

[Jother: [IThyroid disease [psoriasis [JPeptic Ulcer

[JCancer (type)

PAST SURGICAL HISTORY = Check all that apply

[CJAppendectomy [JCataract Surgery [ JHeart Bypass [JJoint Replacement [ ]Skin Cancer Surgery

[CJArthroscopy [CIcarpal Tunnel [[JHeart Valve Replacement [ JNeck Surgery [CTonsillectomy

[(]Back Surgery [JC-Section [_JHemia Repair [(JPacemaker [Jother:

[(IBreast Surgery [JGalt Bladder [CJHysterectomy [CProstate Surgery

ALLERGIES

[CPenicillin [CJAspirin [CIcodeine [lodine [CINovacaine [(OTape

[Jother:

MEDICATIONS

1. 2, 3. 4, 5.

FAMILY HISTORY

Father : (] Alive [[] Deceased Age: Medical Conditions or Cause of Death:

Mother: [ Alive [] Deceased Age: Medical Conditions or Cause of Death:

Brother : (] Alive [] Deceased Age: Medical Conditions or Cause of Death:

Sister : ] Alive [] Deceased Age: Medical Conditions or Cause of Death:

Son: [] Alive [] Deceased Age: Medical Conditions or Cause of Death:

Daughter: (] Alive ] Deceased Age: Medical Conditions or Cause of Death:

SOCIAL HISTORY

Marital Status: [(single [(JEngaged [IMarried [CIbivorced [(CIwidow

Alcohol Use: [INone [(JRare [JOccasionally [socially Other:

Smoking History: [CINon-Smoker [JPrevious Smoker  Packs per day? How long?

[JCumentsmoker  Packs per day? How long?

Sports: [JFootball  [JBaseball []Basketball [Jsoccer [JHockey [JRollerblading
[OKarate =~ [ISkating  []Golf [Tennis [CJswimming [CIcheerleading
[CJRunning  [IWresting [“JLacrosse [Jpance [lJujitsu [_ISnow-skiing
[JSnow-skiing
[Jother:




Name:

Date:

REVIEW OF SYSTEMS - (Please check all that apply)

Constitutional:

[Jweight gain
[CIWeight loss
[JFever
[CIchills
[CFatigue

Eyes:
[CJBlurred vision
[CJcataracts
[_INeed glasses for reading
[JContact lens
[ClGlaucoma
[CIDouble vision

Ears, Nose, Throat
[JHearing loss
[CJory mouth
[CINasal congestion
[ISore Throat
[Tinnitus
[(JDentures
[CJDental work
[JJaw pain
[JLoose teeth

Cardiovascular
[[IHigh blood pressure
[JChest pain
[_IShortness of breath
[(JDyspnea on exertion
[CJAngina
[JPalpitations

[Jintermittent Pain in lower legs

or thighs
[CJCoolness of hands
[CIBiood Clots
[Jswelling, edema
[CIcyanosis

Respiratory
[CJCough
[pifficulty breathing
[JWheezing
[JAsthma treatment
[JEmphysema
[CISputum production
[(IBlood in sputum

Signature of person completing form

Signature of provider reviewing form

Genitourinary

[1Burning on urination
[IBlood in urine
[pifficulty voiding
[Jurgency
[CIFrequency

[CIFtank pain
[JKidney stones
[CHistory of UTI

Gastrointestinal
[Cbiarrhea
[(Blood in stool
[CINausea
[Jvomiting
Outcers
[JFood intolerance

Musculoskeletal
[C1Joint pain
[JLocking
[(ISwelling
[JGiving way
[JPartial giving way
[CJLoss of motion
[IPain with motion

[(IDecreased ability to walk
[Cifficulty tying shoes
[]Difficulty climbing stairs
[_IDifficutty sitting
[]Difficulty standing
[JBack pain

[INeck pain

[Ishoulder pain

[CJHip pain

[JKnee pain

[CJAnkle pain

[Iwrist pain

[JElbow pain

[(JHand pain

[JJoint stifiness

[CIFoot pain in moming
[JJoint warmth

[History of Orthopedic Surgery

Integumentary

[Jskin lesions
[CJRash
[CJRedness of skin
[(COMoles

[IDry or Scaly skin
[CINail problems

Neurological

[CINumbness

[Iseizures

[CIBalance problems

[Tingling

[CIDizziness

{CIBlackouts

[CIMigraines

[(JHeadaches

[Cpifficutty walking

[IBowel or Bladder loss of control

Psychiatric

[[IDepression

[CJAnxiety

[INervousness

[(insomnia

[History of psychiatric problems
[JAddiction

[Ibrug use

Endocrine

[(JHunger

[CIThirst
[IFrequent urination
[JHair loss

[CINight sweats
[CIweight loss
[(Jweight gain

HematologicallLymphatic

Bleeding problems
[ISwelling
[JHistory of Leukemia
[CJAnemia
[JaiDs
[Jcancer




