ORTHOPEDIC & SPORTS

>\. OSPT;"\ FOOT AND ANKLE

PHYSICAL THERAY

Name Preferred name
Date of birth / / Age ____ Sexx:M/F  Occupation
Referring physician Primary care physician
Most recent medical exam / / Next exam / /

For this condition, have you seen any other medical providers? Y / N - please list

MEDICAL HISTORY

OArthritis {oOsteoarthritis tRheumatoid) oVisual impairment (ocataract oglaucoma
oFibromyalgia nOther) omacular degeneration)
nOsteoporosis / oOsteopenia oHearing impairment {(ohard of hearing ahearing aids)
DAsthma oBack pain (oneck pain clow back pain
oChronic obstructive pulmonary disease (COPD) adegenerative disc disease Ospinal stenosis)
nRespiratory distress syndrome (ARDS) oKidney, abladder, oprostate, ourination problems
oEmphysema cChronic bronchitis olncontinence
oAngina or olrregular heartbeat oHypothyroid / o Hyperthyroid
oCongestive heart failure or heart disease DAllergies:
oHeart attack (myocardial infarction) oAnxiety opanic disorders odepression oother disorders
oHigh blood pressure OHepatitis / 0AIDS
oNeurological disease tiPrior surgery (list below)
(Such as omultiple sclerosis oParkinson’s) aProsthesis / Implants
oStroke or TIA oSleep dysfunction
oPeripheral Vascular Disease aoCancer (Type )
DHeadaches nGastrointestinal disease (oulcer ohernia
oDiabetes (oType | / aType 1) oreflux obowel oliver ogall bladder)
oPrevious accidents (explain/ give dates below) oGynecologic problems (#children____ #pregnancies ___)

Please clarify any checked items above and provide other medical information

List surgeries/dates

Family medical problems

Last eye exam: What is your hand dominance? oORight oDleft

oSmoking - # pack(s)/day oAlcohol - # drink(s)/day nOther substance use

Have you recently experienced?

oUnexplained weight loss / gain tiChanges in appetite nChanges in bowel / obladder function
oShortness of breath oFever / chills / sweats oSexual difficulty

oillness / flu / virus oNausea / vomiting oDizziness / fainting

oHeadaches aNight pain oFalls in the past year (number )

oFeeling unsteady or fear of falling oDizziness when getting up from resting flat



MEDICATIONS (include over-the-counter) o | have a list of medications, and have attached it to this form

Drug name

Dosage

How
often

Pill/liquid/
Spray/injection

Condition

New

(Y/N)

MEDICAL TESTING (List tests related to your current problem — dates: actual or as closely as possible)
Your understanding of results

Date performed

Facility where performed

a X —-ray

OMRI aoCT Scan

oBlood/Urine

0Other

ACTIVITIES: mark those you are currently active with and how many times/week
oWeights oSwimming oOExercise class
0Gardening ©Other

oWalking ocRunning oBicycling

oGolf oTennis oBasketball oSkiing

oSoccer

How many days/week?

Duration each day

This is a statement other patients have made. “/ should not do physical activities which (might) make my pain
worse.” Please rate your level of agreement with this statement below. (MResponse)
oCompletely agree oSomewhat agree

CURRENT PROBLEM/REASON YOU ARE HERE:

Describe in your own words

oUnsure

oSomewhat Disagree

oCompletely Disagree

ONSET:

00-7 days 08-14 days 015-21days 022-90 days 091 days — 6 months o > 6 months Date:
Did it begin o suddenly or o gradually  what, if known, caused your problem?

Is your problem getting o better

Just before your problem began, were you completely free of discomfort or problems with the area?
Describe prior episodes including date(s), cause, duration and treatments

aworse

onot changing?

Y/N

PAIN RATING right now (Circle below)

0 1 2 3

No pain

0-10 pain over the past two weeks when at its best/lowest;

4

/10

10

worst imaginable pain

worst/highest: /10




DESCRIPTION OF DISCOMFORT:
OAche oOPain oSharp
oBurning oThrobbing  oCramping

Is your problem/discomfort oConstant

How long can you be symptom free

oDull
oSwelling

OPins/needles oNumbness

0Other

aTingling

olntermittent — if so, how often/how long lasting

Does coughing or sneezing cause discomfort? Y /N

Does the time of day affect your problem? Y/N Whenis it better? Worse

How does rest affect your problem? cRelieves oMakes worse oNo change

What activities/positions aggravate your problem?

What activity/positions relieve/decrease your problem?

Does discomfort ever awaken you at night? Y/N If yes, # times/night Can you return to sleep? Y/ N

Have you had previous physical therapy for this problem? Y /N what was the outcome?

Please let us know your goals/expectations:

Doyouuse:oCane o Crutches D Walker If so, how long?

Do you use: o Orthotic 0 Brace If so, how long?

What type of shoe do you wear most frequently?

Can you: Go up and down stairs without difficulty? Y/N Walk on level surfaces without pain? Y/N

How far are you able to walk?

LOCATION OF SYMPTOMS:

When your problem began, was your discomfort in exactly the same location as you have it now? Y /N
If the position of the discomfort has changed, how did it progress from the original location?

How long can you tolerate standing?

Please mark on the body diagram below (with the designated signs) exactly where your current problem is
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