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Patient History Sheet: Knee

Date of Exam:

Mame: Date of Birth:
Which extremity? O Right O Left Is this from an injury? O Yes O Mo

Drate of injury;
Describe injury:

Symptoms:;
How long hiave you had your sympboms?

Fleaze check the area{s] affecied below and shade affected areafs] to the lefi.

d Front U Back  Inside U outside
Fain d ves d Ne
Swalling A ves d Ne
Weakness A ves d Ne
Catching sensaticns A ves d Ne
Siving way A ves d Ne
Massilump U ves U Ne
Feverchills A ves d Ne
Difficulty straightening the knee fully J ves d Ne
Difficulty bending the knee fully U ves U Ne
Difficulty with stairs J ves d Ne
Any history of cancer J ves d Ne Tyoe:
Any plain knee X-Rays taken?

d Ne Date of X-Rays:
Site of X-Rays:
Findings:
Any imjections done?

O ne Date of injection:
Site of injectian:
Any relief from the injection?

e

Any arthroscopic or open knee surgeary on this extremity ?

What was dona?

O Mo

Date of surgeary:

Where was it dona?




