
    

PATIENT ORTHOPAEDIC INFORMATION

Please answer all questions.  This will assist us in providing you with the best possible medical care.

Name____________________________________________________________________ Date____________________
Last                     First Middle

Name of Employer_______________________________________ Job Title____________________________________

Date of Injury _____________________________ Is this a work-related injury ?    qYes   qNo

Reported to employer  qYes   qNo Have you missed any time from work due to this injury?    qYes   qNo

Date of Hire ________________________________  Are you still employed there?   qYes qNo

If so, last date worked _______________________________ Returned to work?  qYes, date_________________  qNo

Where did you injury occur (home, work, ect.) ___________________________________________________________

What area of your body is affected by this injury or pain?_________________________________________ q L or  q R

Which hand do you write with? qRight qLeft

HHooww ddiidd yyoouurr iinnjjuurryy//nnoonn--iinnjjuurryy ooccccuurr?
(please check all that apply)

q overuse of affected area q pushing or pulling something
q lifting something q fell down 
q object fell on me q car accident
other_______________________________________________________________________________

WWhhaatt wweerree tthhee ff iirrsstt  ssyymmppttoommss??
(please check all that apply)

q swelling q burning sensation
q soreness q stabbing pain in affected area
q stiffness q pain with weight bearing
q other ___________________________________________________________________________________

Did you consult a doctor before visiting our office?     qYes  qNo    Where?   qOffice  qHospital   

When did you see him/her?  qsame day  ____days later.  

Were you hospitalized?  qYes  qNo  Hospital Name_________________________________________ 

Name of doctor_________________________________________

Address______________________________________________
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WWhhaatt  ddiidd yyoouurr ddooccttoorr ddoo??
(please check all that apply)

q examination q shots
q heat treatment q x-rays, which parts
q EMG q MRI/bone scan CT scan, where performed_________
q surgery q cast
q physical therapy q lab test, which type
q medication____________________________________________________________
other__________________________________________________________________

Did he/she refer you to another doctor prior to this appointment  qYes  qNo
Name of doctor____________________________________
Address_________________________________________
Have any of your treatments helped  qYes   qNo
Have you had any new symptons  qYes   qNo

Please describe ________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

Thank You


