
BOCA RATON ORTHOPAEDIC GROUP, INC.                                                                Clint Moore, LLC 
 

Emergency contact: ______________________________Phone#: _________________________ 
Pharmacy: _____________________________________ Phone#: _________________________ 
Approximate Height: _______                Approximate Weight: __________                     Age: _______ 
Date Pain/Injury began_______________  
Were you seen in an emergency room? Yes: ____ No: ____ Where: _____________________________ 
Injury (Check One) Auto Accident: ______ Work: ______ Other: ______________________________ 
Describe Symptoms: __________________________________________________________________ 
___________________________________________________________________________________ 

 
SOCIAL HISTORY 

 
History of substance abuse? (Check one): No ____ Yes ____ If yes, explain: _______________________ 
Smoke currently? (Check one): No___ Yes_______ Packs per day for____ years 
Quit smoking? (Check one): This year___  >1 year___  >5 years___  >10 years___ 
Previously smoked ___packs per day for ___years 
Drink alcohol? (Check one): Daily___ 1-2 x/week___ 1-2 x/month___ 1-2 x/year___ Never ___ 
 
 

REVIEW OF SYSTEMS 
 

Are you currently having or have you had problems with your: 
(PLEASE CIRCLE EITHER YES OR NO) 
                                                        Circle                                                                            Circle 
Constitutional symptoms              No   Yes                         Chest pain                              No     Yes 
(fever, weight loss, etc.)                                                      Balance problems                   No     Yes 
Eyes                                              No    Yes                        Numbness/tingling                 No     Yes 
Ears, Nose, Throat                        No    Yes                        Blackout/fainting                   No     Yes 
Lungs, Breathing                          No    Yes                        Psychological problems         No     Yes 
Digestion                                      No    Yes                        AIDS                                      No     Yes 
Bowel movement                         No    Yes                        Cancer                                    No     Yes 
Bladder problems                         No    Yes                        Arthritis                                  No     Yes 
Diabetes                                        No    Yes                       TB                                           No     Yes 
Bleeding problems                        No   Yes                        Epilepsy                                  No     Yes 
Heart problems                             No    Yes                        Hepatitis                                 No     Yes____(type) 
High Blood Pressure                     No   Yes                        Other                                       No     Yes 
Gout                                              No    Yes                         
 
For all questions answered YES, explain: ________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

 
SURGERY HISTORY 

Surgeries                        Year            Doctor                             Complications 
 
 
 
 
 
 
 

IF NONE CHECK HERE (  ) 



 
MEDICATIONS 

Drug Name                                     Dose per day                                       Reason for medication 
 
 
 
 
 

 
 
IF NONE CHECK HERE  (  ) 
 

VITAMIN USE (Check all that apply): ___None___Daily multi-vitamin___Vitamin C___Vitamin D 

___Iron___Calcium___Other (What type?)_______________________________________________________ 

Have you ever had general anesthesia?   Yes___ No___ 
Do you have any problems with anesthesia?   Yes___ No___ Describe: ________________________________ 
 
DO YOU HAVE ANY ALLERGIES? (Including medications)  YES___ NO___ 
If yes, please list everything that you are allergic to: _______________________________________________ 

__________________________________________________________________________________________ 

DO YOU HAVE A PACEMAKER?   YES____ NO____ 
Are all immunizations up to date? Yes___ No___ 
If no, which immunizations are due? ____________________________________________________________ 
 

FAMILY HISTORY 
 
Member           Alive Deceased       Age                 Health Status or Cause of Death  
Father                     A      D 
Mother                   A       D 
Sister/Brother         A      D 
Sister/Brother         A      D 
 
PATIENT SIGNATURE: _____________________________________________ DATE: _______________ 
If a Patient is a Minor: 
Parent’s First & Last Name: __________________________________________________________________ 
Address & Phone (if different) ________________________________________________________________ 
Father’s Employer Name & Phone: _____________________________________________________________ 
Mother’s Employer Name & Phone: ____________________________________________________________ 
School Student Attends: ______________________________________________________________________ 

I give my permission to Boca Raton Orthopaedic Group, Inc. to administer medical treatment, including x-rays to my son/daughter. 
(MUST be signed by parent/guardian if child is under 18 years of age). 

 
Signed X ________________________________________ Relationship to patient: ____________________ 
 

****For Office Use Only**** 
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