southe=stern Orthopaedic Sp~<cialists
Date: Chart # Provider

Patient Name (Please Print)

BP / Pulse
Patient Signature Temp. H__ /[ W___
Age OF OM Height / Weight Did you bring x-rays? Y ON
Who requested that you visit this office? O Doctor (Name) O Self-Referral O Attorney
*  What is the main reason for this visit? (Pain ONumbness OWeakness [IOther (Chief Complaint)
*
How long has this problem been present? ODays OWeeks OMonths
Check the box which best fits how your problem started. Then answer the one question below the box
you checked. Use as much space to the right as needed.
(3 NO INJURY (Onset was: (J Gradual or (J Sudden) ANSWER:
?Why do you think it started?
0 INJURY — (NOT AUTO OR WORK)
Date , Where and How did it Happen?
O INJURY AT WORK
Date , Where and How did it Happen?
00 WORK RELATED - (BUT NO INJURY)
Date ,How did your job cause this problem?
3 AUTO ACCIDENT
Date . Where and How was your car hit?
Please check the box below which best describes your problem:
* The pain is O Constant O Comes and goes (Intermittent) (Duration)
* Severity of pain 3 Mild O Moderate O Severe (JExtremely severe {Severity)
What is the guality of the pain? OSharp (Dull CIStabbing DThrobbin‘g OAching OBurning OOther: _ (Quality)
Are there associated symptoms?  (JSwelling ONumbness OWeakness (Assoc Symp)
Since my problem started, it is: OGetting better JGetting worse (JUnchanged (Context)
Does your pain wake you from sleep? gJYes ONo (Timing)
What makes your symptoms worse? OActivity OExercise OWork Other (Modify)
Which make you feel better? [JRest OHeat Oice JElevation OOther (Modify)
What medications have you taken or been prescribed for this problem? (Modify)
Check which treatments you have tried: Injection Y 0N Brace (3Y ON Therapy OJY ON  Cane/Crutch JY CIN  (Modify)
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