PATIENT INFORMATION

NAME: _____________________________________       DATE:   __________________________

OCCUPATION: ______________________________       AGE :    __________________________

ARE YOU RIGHT OR LEFT HANDED? ____________HEIGHT:_________WEIGHT:_______

DESIRED SPORTS ACTIVITIES: ___________________________________________________

WHAT BODY PART ARE YOU BEING SEEN FOR: ___________________________________

RIGHT –    LEFT

WHEN DID IT START?       _________________________________________________________

DESCRIPTION OF PROBLEM:   ____________________________________________________

__________________________________________________________________________________

	SYMPTOMS
	 YES
	NO 

	Stiffness
	
	

	SWELLING
	
	

	WEAKNESS
	
	

	Clicking, Catching, LOCKING
	
	

	GRINDING
	
	

	GOES OUT
	
	

	Numbness
	
	

	Neck or back pain
	
	

	Similar past problems
	
	

	Previous surgery on problem area
	
	


	   GENERAL MEDICAL HISTORY
	YES
	NO

	Arthritis
	
	

	Heart trouble
	
	

	Lung/respiratory problems
	
	

	High blood pressure
	
	

	Stroke/ CVA
	
	

	Diabetes
	
	

	Thyroid disease
	
	

	Kidney or liver problems
	
	

	Neurological disorders
	
	

	Bleeding problems
	
	

	Peptic ulcer disease
	
	

	Problems taking anti-inflammatories
	
	

	Cancer or tumor
	
	

	Do you smoke? (if so, how much)
	
	

	do you drink alcohol? (if so, how much)
	
	

	Any other medical problems
	
	


Additional Medical History details:_________________________________________

List past surgical procedures and dates:_____________________________________

List medications you take:_________________________________________________

List medications you are allergic to:_________________________________________

    Allergy details (location, reaction, severity):________________________________

List any family medical problems: __________________________________________

