PONTCHARTRAIN

Bone & Joint Clinic

New Problem Questionnaire
(Please Print)

Patient Name Date
Age oM oOF Occupation
DominantHand COR OL Height Weight
Who is your Primary Care Physician?
Who referred you here? oDoctor oFamily/Friend DOSelf DAttorney
OOther
1. What is your chief complaint (main reason for visit)?
oPain oStiffness oUnstable/Dislocating Joint
ONumbness oSwelling OOther
OWeakness OFracture/Broken Bone

2a. Location: What body part is involved?
b. Left or Right?

3. Duration: How long has this problem been present?

4. How did the problem start? ©gradual Osudden
(Please select one of the following.)

A. No injury
Why do you think the problem started?
B. Injury atwork (Date )
From a olift otwist obend Cpull oreach Oother
Work related
How did your job cause this problem?
Sports injury (Date ) What sport?
Please explain

Auto accident (Date )

Please describe the accident

ndriver Opassenger e seatbelt? Oyes Ono e airbag? Oyes 0Ono
F Other (e.g. fall, direct blow, etc.)

Please explain

m O O

5. What is the level of pain? tonone Omild Omoderate Osevere



6. Please describe the quality of pain. osharp Odull Othrobbing Caching Cburning

Dother

7. Since this problem started, it is: Oimproving Oworsening COunchanged

8. Does your pain awaken you from sleep? 0Oyes 0Ono

9. Is your pain: Oconstant Dintermittent (comes and goes)

10. Do you have: wOswelling Obruising Cnumbness 0Otingling Cweakness

11.

12.

13.

14.

15.

16.

17.

Obladder or bowel dysfunction 0Ogiving out Ostiffness
olocking Opopping/clicking

What worsens the problem? ©Onothing Ostanding Owalking Orunning Ostairs
Dexercise 0Osquatting Okneeling oOlifting Otwisting
obending oOlying in bed 0Ositting Ocoughing Osneezing
othrowing Coverhead activity Cgrabbing
Orepetitive motion (explain, ) Dother

What helps the problem? orest Oheat Dice Oelevation oObrace/splint Cmedicine
onothing Cother

Please list medications taken specifically for this problem.

Have you had this same problem previously? 0Ono 0Oyes When?

What previous treatment has been tried? (please provide any detail and dates)

onone Oinjection

Obracing Oprevious medicine
ophysical therapy Ocrutches
osurgery Ccane
Ochiropractic Oother

Were you seen in the ER or after hour clinic for this problem?
ono oOyes Where Date

What tests have you had for this problem?
onone OXray OMRI OCT scan Onerve test (EMG/NCV) Obone scan Oultrasound
Oother
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