[image: image1.jpg]DRAYER ORTHOPEDICS b

Monday through Friday, 8:00 a.m. to 5:00 p.m. P:517-371-3407 F: 517-371-1366




Please tab to move from field to field.

Please attach this document in an email to drayer1515@yahoo.com
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	Evaluation for knee pain/injuries

	Length of time pain has been present:       

	Sudden onset?       
	Has the pain progressed:       

	If this is injury related, please list date and how it occurred: 

     

	Check any symptoms you have had with this condition:           

 FORMCHECKBOX 
 Aching

 FORMCHECKBOX 
 Sharp pain

 FORMCHECKBOX 
 Locking or catching

 FORMCHECKBOX 
 Bruising

 FORMCHECKBOX 
 Stiffness

 FORMCHECKBOX 
 Swelling

 FORMCHECKBOX 
 Weakness

 FORMCHECKBOX 
 Loss of motion

 FORMCHECKBOX 
 Noise with injury, or after, such as popping, snapping or crunching

Pain with:     FORMCHECKBOX 
 climbing stairs     FORMCHECKBOX 
 kneeling     FORMCHECKBOX 
 squatting

	Prior surgeries for this condition?       
	Type:       

	Prior injury?       
	When:       

	Treatment?       

	Have you had physical therapy?       
	Duration of treatment:       

	Have you had any injections?       
	When:       

	Type of injections:       

	Any medications used to treat this pain or injury?       

	List medication used and the duration:  

     
     
     


