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	Johns Hopkins Rheumatology at Good Samaritan Hospital

Patient History Update


	What has happened since you were last here?




	Since your last visit, have you:
	Yes
	
	No
	
	If yes, please specify

	· Had any illnesses?
	(
	
	(
	
	

	· Seen any health-care providers?
	(
	
	(
	
	

	· Had any X-ray, lab, or other procedures?
	(
	
	(
	
	

	· Been hospitalized?
	(
	
	(
	
	

	Since your last visit, have there been any:
	
	
	
	
	

	· New diseases or illnesses developed by relatives?
	(
	
	(
	
	

	· Changes in your social situation, such as work, relationships, residences, smoking, alcohol consumption?
	(
	
	(
	
	

	· New allergies or reactions to medications?
	(
	
	(
	
	

	
	
	
	
	
	

	Please list any medications which are new, changed, or stopped since your last visit.

	Name of medication
	New, Change or Stop (for dose change, indicate current dosage)
	Name of prescribing physician. If you made the change, put Self.
	Why was the medication changed or stopped? No longer needed? No longer effective or not ever effective? Side effects (please specify)?

	
	
	
	

	
	
	
	

	
	
	
	

	Do you need any medication refills?  Please list those refills that you need:

	Name of medication
	Strength, if known
	
	

	
	
	( 30 days
	( 90 days

	
	
	( 30 days
	( 90 days

	
	
	( 30 days
	( 90 days


Management of any PAIN you might be having is of critical importance to your physician.

Circle the number from 0-10 that best describes how much pain you are having right now.


    0
    1
     2
     3
     4
      5
      6
       7
       8
       9
      10
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	

	No pain
	
	Worst possible pain


	If you have arthritis, how long is your morning stiffness (minutes)? ______ What is your worst joint?_______________


	What topics would you like to discuss with your physician today?

	

	

	









Physician initials __________________Date __________
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