




Johns Hopkins at Green Spring Station
Falls and Joppa Roads • Lutherville, MD 21093

If you have any questions or need assistance, please call our offices at 410-583-2727 
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Welcome! Our patient friendly
environment fosters the kind of one-
on-one relationship you want with
your doctor. Our physicians include
Internists and Pediatricians, as well as
specialists in Cardiology, Dermatology,
Endocrinology, Gastroenterology,
Neurology, Oncology, Ophthalmology,
Orthopedics, Otolaryngology, Plastic
Surgery, Physical Medicine and
Rehabilitation, Rheumatology, Surgery,
Urology and Women's Health.

Special services include Radiology,
Laboratory Services, a Sports Medicine
Group, an Outpatient Rehabilitation
Facility, a Medical and Radiation
Oncology Center, Weight
Management Center, Audiologists,
and Patient First, a walk-in urgent care
center open from 8 a.m. to 10 p.m.,
365 days a year. 

A coffee bar, pharmacy and optical
shop also are available.

From the North
m Follow I-83 South to I-695 West, stay in the right

hand lane. 
m Continue to follow I-83 South as you bear right off 

I-695 onto Exit 23B, Falls Road (MD 25 North).

From the South
m Follow Interstate I-83 North. 
m As it splits to join I-695, stay to the left, this road

becomes Falls Road (MD 25 North).

From Falls Road (MD 25 North)
m Follow Falls Road North to the second traffic light. 
m Turn right onto Station Drive.
m As you enter the complex, the Falls and Joppa

Concourses are located on the right. Continue
straight ahead to reach Pavilions I and II. Parking is
free and plentiful.

By Public Transportation   Mass Transit information • 410-539-5000

The MTA M10 bus stops on the campus of Green Spring Station. 

A free shuttle for patients operates every hour between Green Spring Station and the Johns Hopkins Outpatient Center in
downtown Baltimore.

Directions to our Green Spring Station Location
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OFFICE VISIT INFORMATION SHEET
(Please Fill Out Completely — Please Print)

PATIENT INFORMATION
Name ___________________________________________________ Age ________ Medical Record # ___________________
Current Home Address _____________________________________ City __________________ State _____ Zip ___________
Home Telephone # _________________________________________ Work Telephone # _________________________________
Occupation _______________________________________________ Employer ________________________________________
Birthplace ________________________________________________ Sex   Male   Female
Schools Attended ___________________________________________________________________________________________
Visit New Second Opinion   ER Follow-up   Date seen in ER ______/______/______
Referral Yes No   **If yes, please give name and address of referring M.D. below**
_________________________________________________________________________________________________________

Who is your primary care physician? ____________________________________________________________________________
Workmen’s Comp Case  Yes   No    Litigation pending / contemplated  Yes   No   Atty. Name _____________________

Athlete  Yes   No      Sporting activities in which you participate__________________________________________________
Competitive Level Professional Amateur (Daily) Amateur (3-5x  Weekly) Occasionally
Body Parts Affected Neck Upper Back Chest Shoulder Arm Elbow Wrist

Lower Back Hip      Thigh Knee Calf Ankle Foot Forearm

Side Affected  Right   Left  Bilateral                    Dominant Arm   Right   Left

PLEASE CHECK ONLY SIGNIFICANT SYMPTOMS

PAIN SYMPTOMS
Pain Periodic
Aching Post Activity
Activity Related Radiating
Burning Sharp
Dull Throbbing
Night Unknown Cause

Patient’s ID sticker will go here

DIVISION OF SHOULDER SURGERY
Edward G. McFarland, M.D.

Welcome

OTHER TYPES OF SYMPTOMS
Discomfort Instability Stiffness
Dislocation Limb Deformity Swelling
Fatigue Limited Range Temperature Change
Fracture Tingling / Numbness Tenderness
Walking Problem Paralysis Weakness
Giving Way Popping Sensation Inability to Perform Sport
Grinding Soreness

DATE OF INJURY: IF SPECIFIC DATE NOT KNOWN, GIVE APPROXIMATE DATE ____________________________________
IF NO SPECIFIC INJURY, WHEN DID PROBLEM BEGIN? ________________________________________

Please describe Injury / Injuries or onset of this problem ____________________________________________________________

_________________________________________________________________________________________________________
Have you ever had any kind of surgery?  Yes   No   If yes, list DATE and WHAT WAS DONE:
SURGERY 1 _______________________________________________________________ DATE ________________________
SURGERY 2 _______________________________________________________________ DATE ________________________
Other _____________________________________________________________________ DATE ________________________
HAVE YOU SEEN OTHER DOCTORS FOR THIS PROBLEM?  Yes   No   If yes, who and when?
_________________________________________________________________________________________________________

Please list treatment for your problem:
Physical Therapy Yes   No Medication  Yes   No Name _______________________________________________

Cortisone shot(s) Yes   No When _______________ Other _____________    Did you bring records?  Yes   No
Are you currently taking medications for any medical problems?  Yes   No   If yes, please list
_________________________________________________________________________________________________________

Do you have any other health problems? Yes   No   If yes, please list_____________________________________________
Are you allergic to any medications? Yes   No   If yes, please list_____________________________________________
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You FM Explain

INFECTION

Dental Y   N Y  N

Lyme Disease Y   N Y  N

Venereal Disease Y   N Y  N

LUNGS

Asthma Y   N Y  N

Emphysema Y   N Y  N

Shortness of Breath Y   N Y  N

MUSCULOSKELETAL

Artificial Joint Y   N Y  N

Cervical Strain Y   N Y  N

Herniated Disc Y   N Y  N

Gout Y   N Y  N

Lumbosacral Strain Y   N Y  N

Old Fracture Y   N Y  N

Osteoarthritis Y   N Y  N

Rheumatoid Arthritis Y   N Y  N

Psoriatic Arthritis Y   N Y  N

NERVOUS SYSTEM

Epilepsy Y   N Y  N

Headaches Y   N Y  N

Nervous Condition Y   N Y  N

Psychiatric Care Y   N Y  N

Seizure Y   N Y  N

Stroke Y   N Y  N

Transient Ischemic Y   N Y  N

SLEEP DISORDER

Sleep Apnea Y   N Y  N

VASCULAR DISEASE

Arteriosclerosis Y   N Y  N

High Blood Pressure Y   N Y  N

Low Blood Pressure Y   N Y  N

RENAL (KIDNEY)

Transplant Y   N Y  N

One Kidney Y   N Y  N

Failure Y   N Y  N

Stones Y   N Y  N

Infections Y   N Y  N

Additional Information

You FM Explain

ALLERGIES

Environmental Y   N Y  N

Drug Y   N Y  N

BLOOD DISEASE

AIDS / HIV Y   N Y  N

Easy Bruising Y   N Y  N

Hemophilia Y   N Y  N

Sickle Cell Y   N Y  N

CANCER

Was Surgery Required? Y   N Y  N

Was Chemotherapy Required? Y   N Y  N

Was Radiation Required? Y   N Y  N

DIET

Recent Weight Loss Y   N Y  N

Special Diet Y   N Y  N

ENDOCRINE

Diabetes Y   N Y  N

Thyroid Disorder Y   N Y  N

Pituitary Y   N Y  N

GASTROINTESTINAL

Constipation Y   N Y  N

Diarrhea Y   N Y  N

Hepatitis Y   N Y  N

Hiatal Hernia Y   N Y  N

Liver Disease Y   N Y  N

Nausea Y   N Y  N

Ulcer or Peptic Ulcers Y   N Y  N

HABITS

Alcohol: Do You Drink? Y   N Y  N

Treatment for Abuse Y   N Y  N

Smoking (Current) Y   N Y  N

____ # packs/day  ____ # yrs

Smoking (Past) Y   N Y  N

____ # packs/day  ____ # yrs

HEART

Chest Pain Y   N Y  N

Artificial Heart Valves Y   N Y  N

Cardiac Arrest Y   N Y  N

Heart Arrhythmia Y   N Y  N

Pacemaker Y   N Y  N

Additional Information

(FM = Family Member)

MEDICAL HISTORY

Thank you for completing this form!
I affirm that to the best of my knowledge, the information I have provided is true and correct.

_____________________________________________________________________ Date ______ / ______ / _________
Patient or Legal Guardian Signature

Both sides of this sheet have been reviewed by me.

_____________________________________________________________________ Date ______ / ______ / _________
M.D. Signature




