Second Problem Medical Questionnaire Orthopaedic Surgery

Appt. Date: Physician:

Patient name:
*  What is the main reason for this visit? OPain ONumbness OWeakness OSwelling OStiffness OOther:_ (cc)
*  What body part is involved? If you have more than one, see receptionist: (location)
* How long ago did it start? __ Odays Oweeks Omonths Oyears. Have you had a problem like this before? Y ON (duration)

In this section, check the ONE box that best describes how your problem started. Then answer the questions below the box
you checked. Use as much space to the right as you need

0 NO INJURY (Onset was: OGradual OSudden) MD Comments

Why do you think it started?
O INJURY (OAccident OSport, NOT auto or work)

Date: , Where and how did it happen?

What sport: School:
O INJURY AT WORK Date:

From a Olift Otwist Ofall Tbend Opull Oreach
O WORK RELATED (BUT NO INJURY)

Date: , How did your job cause this problem?
O AUTO 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 3 456 7 8 910 (severity)
* What is the quality of the pain? OSharp ODull OStabbing OThrobbing OAching OBurning ONo pain (quality)
The pain is now Oconstant Ocomes and goes (intermittent) Does it wake you from sleep? Y ON (timing)

If your pain awakens you — how often?

* Do you have OSwelling OBruise ONumbness OTingling OWeakness (Loss of control of bowel or bladder (assoc symps)

OJoint giving out OSnapping OPopping ONone [OOther:

Since your problem started, it is: OGetting better OGetting worse OUnchanged (context)
What makes your problem worse? (Standing OWalking dLifting OExercise OTwisting OLying in bed (modify)

OReaching OBending OSquatting OKneeling OStairs OSitting OCoughing OSneezing OOther

What makes your symptoms better? ORest OElevation OIce OHeat OOther: (modify)
What medications are you now (or previously) taking for this problem? (modify)
Have you had any of these? OInjection OBrace OPhysical Therapy OCane/Crutch (modify)

What tests/scans have you had for this problem? OX-rays OMRI OCAT scan OBone scan ONerve test(EMG/NCV)
Were you seen in the ER for this problem? Y ON Which ER: Date:

Are you here today as a result of the ER visit? @Y ON Who saw you in the ER (name):

Have you already had surgery for a problem in this same area recently or in the past? Y ON Please list below:

Procedure #1: Surgeon: City: Date:

Procedure #2: Surgeon: City: Date:

Is your work status due to: OThis problem OOther problem



