Lower Extremities

Patient Name: DOB: Today’s Date:

Primary Care Physician: Referring Physician:

Hand Dominance: [] Right [J Left [IBilateral (both)
Is this a fracture? [lYes [INo

Location:
What body part are you being seen for today? [ Right [J Left [IBilateral (both)

Quality:
How would you describe your pain? [ldull ache [Jsharp [numbness [ltingling [Iradiating [Ishocking
[other:

Severity: (Please answer one of the following)
On a scale of 0 — 10 (0= no pain, 10=intolerable) my pain s a (or) my painis [Imild [Imoderate [Isevere

Duration:
If this began as a result of an injury, what was your date of injury?

If no known injury occurred, when did your symptoms begin?

Timing:
How often do your symptoms occur? [Idaily [Iweekly [Imonthly [IJmorning [levening [lafter activity [lintermittent
[lconstant [lother:

Context:
How did this injury or problem first occur?

Was this a result of a: [JMotor vehicle accident? [IWorkinjury? [other:

What are you doing when you notice your symptoms?

Modifying Factors:

What aggravates (increases) your symptoms? [Juse/movement [Jwalking[Jwalking on unenven terrain [Jweight bearing
[kicking [Istanding [Jrunning[ljumping [Jhip rotation [Jascending or descending stairs [Istanding from a sitting position
[lsitting from a standing position [Jbending/straightening leg

[other:

What relieves (decreases) your symptoms? [lice [lheat [Irest [Jelevation [limmobilization [Istretching
[lother:

Associated Signs and Symptoms:
What other symptoms are associated with your pain? [Iswelling [Ipopping/clicking [Icatching/locking [ feels unstable
Oweakness [bruising [other:

*Have you been seen by anyone else (ER, family practice) regarding this problem? [INo [1Yes, name & specialty:

*Please list any previous tests (MRI, x-rays, CT scan, etc) or treatments (injections, PT, bracing, surgery, etc.) you have had
for this problem (include dates & where performed):

*Have you ever had a previous injury or surgery to this area? [INo [Yes, please describe (include dates):
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