Medical Questionnaire Orthopaedic Surgery
BP / Pulse

Chart # Provider Temp. Hgt / Wagt

Appointment Date:
Patient Name (Print)

Age OFOM  Dominanthand OROL Height__/ Wagt

Did you bring x-rays? OY ON

Who requested that you visit this office? (Name) OMD_OPA OAttorney_ ONone (Self-Referral)
*  What is the main reason for this visit? OPain ONumbness DWeakness O Swelling DO Stiffness OOther, (c.c.

* What body part is involved?  Please mark in table below . If you have more than one , see receptionist.
Neck and OR arm '
ER Ebow SR |Hand gs Pelvis gﬁ Knee Sﬁ Foot S[{ Leg

(Location)

radita;es 'gNLeiG:Ln;r Shoulder L oL
and OR leg OR OR | Fin O | O a HL
- : ger R : R R Toe R
Back radlta(x’tes gh:aeitgher Arm oL Wrist 5 L |T2345 OL Hip oL Ankle 5 L B2345 OIL OR
Have you had a problem like this before? OY DN  (uration)

% Howlongagodiditstat? _ Days __ Weeks __Months Years.

In this section, check the ONE BOX which best describes how your problem started. Then answer the

questions below the box you checked. Use as much space to the right as needed.
ONO INJURY (Onset was: OGradual or OSudden) ANSWER: COMMENTS

Why do you think it started?
OINJURY - (OAccident O Sport NOT Auto or Work)
Date , Where and How did it Happen?

What sport School
OINJURY AT WORK Date ,
From a Olift Otwist Ofall Obend Opull Oreach ?
OWORK RELATED - (BUT NO INJURY)
Date ,How did your job cause this problem?
(Context)

OAUTO ACCIDENT Date , How was your car hit?
* On a scale of 0-10 (10 is the worst) how severe is your pain (circle) 0 1 2 3 4 5 6 7 8 9 10 (Severity)
* What is the quality of the pain? OSharp ODull OStabbing OThrobbing DAching DBurning (Quality)
(Timing)

The painis O Constant 0 Comes and goes (Intermittent). Does your pain wake you from sleep? OYes ONo
+ Do you have ? O Swelling O Bruise ONumbness O Tingling OWeakness OLoss of control of bowel or bladder  (Assoc Symp or Neuro ROS)

Since my problem started, it is: DGetting better O Getting worse OUnchanged (Context)
What makes your symptoms worse? OStanding OWalking OlLifting OExercise OTwisting OLying in bed (Modify)
OBending OSquatting OKneeling OStairs OSitting O Coughing OSneezing
Which make your symptoms better? ORest  OElevation Olce OHeat OOther (Modify)
(Modify)

What medications are you taking now (or previously) for this problem?
Have you had any of these treatments? Injection OY ON  Brace DY ON Physical Therapy DY ON Cane/Crutch Y ON
. Date

(Modify)

Were you seen in the E.R. for this problem DY ON Which E.R

Are you here today as aresult of the E.R. visit? OYON. Who saw you in the E.R. (name)
What tests/scans have you had for this problem OX-Rays DOMRI OCAT scan OBone scan ONerve Test (EMG/NCV)

Have you already had surgery for a problem in this same area either recently orinthe past?  OY ON Please list below.

OMDOPA

Procedure #1 Surgeon - City, date
Procedure #2 __Surgeon City date
Current work status? ORegular OLight duty (How long? ) O Not working due to this problem O Disabled O Retired O Student
p

When is the last date you worked your regular job.

Are you currently receiving or plan to apply for: Disability OY ON Workman's Comp OYON  Unemployment OY ON

Are you currently at a nursing care facility Name of Facility




