Name:_____________________________________                                                                         Date:________________________

Is this an injury that occurred at work, or as a result of your employment?        (  No         (  Yes

Chief Complaint – Please briefly describe the problem which brings you to see the doctor :___________________________________

___________________________________________________________________________________________________________

What is the one primary body part bothering you?:    knee    hip    shoulder    elbow    ankle    wrist    foot    hand    toe    finger   

   (If more than one area, use separate  form             thigh     leg     upper-arm    forearm    neck    upper-back    lower-back

    for each problem)

Are there areas to which the symptoms spread?:   knee    hip    shoulder    elbow    ankle    wrist    foot    hand    toe    finger   






         thigh     leg     upper-arm    forearm    neck    upper-back    lower-back

Which side is bothering you?   right     left    both 

Was there a sudden injury?  yes    no      If yes,  date of injury: __________________ 

Type of injury:   fall   twist   impact    crushing    car accident    other:__________________________________

Your location at time of injury:   work    home    school    other:_______________________________________

Activity leading up to injury (i.e. skiing, biking, walking, lifting, etc.): ___________________________________

How soon did symptoms begin after the injury (i.e. immediately, 2 hours, etc.)  __________________________

If there was no sudden injury, date symptoms began:______________________         Symptoms began:    suddenly    gradually


Activity you think may have caused the symptoms:_________________________________________________

Describe your pain:    none    sharp    dull    aching    burning    tingling    other:__________________________________

Highest pain level (0 to 10): ______     Lowest pain level (0 to 10): ______     Pattern of pain:     constant      fluctuating      on/off

Things that make your pain worse:   standing    sitting    lying    sleeping   walking    running    jumping    twisting    lifting    stairs


squatting    kneeling    typing    driving    reaching-overhead    heat    cold    other:_________________________________

Things that make your pain better:   standing    sitting    lying    sleeping   walking    heat    cold    medication    therapy


other: ____________________________________

Associated symptoms:   limp   popping    clicking    grinding    snapping    locking    catching    giving-way    dislocation    swelling


stiffness    weakness    lump    bruising    bleeding    draining    deformity    numbness    rash    other:_________________

Treatments to date:    emergency-room    urgent-care    saw Dr._____________    physical-therapy     brace    cast    crutches


sling    chiropractic    injection    medication    surgery    other:_________________________________________________

Tests done:   X-rays     MRI     bone scan     NCV/EMG(nerve test)    CT scan    other: _____________________________________

Describe any previous injury or problem involving this same body area: __________________________________________________

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

WORKER’S COMPENSATION QUESTIONS (answer only if this a work-related injury):

When did you first see a doctor for this injury? ________________       What was your job title when injured?____________________

Briefly describe the responsibilities of this job ______________________________________________________________________

List any hazards or stresses associated with this job_________________________________________________________________

How long had you worked for your employer? ____________________     Are you still working for that employer? ________________

Current work status:  off work     limited duty     full duty

How much time have you taken off work due to this injury?_________________________________
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Mark the figures on the left to indicate where you were experiencing pain immediately after the injury.  Use the following symbols to indicate the type of pain you were experiencing:





Sharp Pain:  ^





Dull Pain:  =





Burning pain:  ~





Tingling or numbness:  o











Intensity of initial pain (0-10): ______












































Mark the figures on the left to indicate the location of the pain you are experiencing now.  Use the same symbols as listed above.











Intensity of current pain (0-10): ______








