THE BONE & JOINT CLINIC OF LAKE JACKSON
REASON FOR VISIT
Patient Name (Print):______________________________________________Age: ____________ 
What is the main reason for this visit? ( Pain   ( Numbness ( Weakness   ( Swelling    ( Stiffness    ( Brusing ( Other
What tests/scans have you had for this problem?   ( X-Ray   ( MRI   ( CAT scan   ( Bone Scan   ( Nerve Test   ( None

	( Neck; radiates to ( RT Arm             ( Shoulder ( RT           ( Elbow ( RT                       ( Hand ( RT

                                 ( LT Arm                                  ( LT                            ( LT                                      ( LT

( Arm ( RT               ( Wrist  ( RT       ( Back; radiates to: ( RT leg       ( Pelvis  ( LT     ( Hip  ( RT       ( LEG  ( RT
            ( LT                               ( LT                                         ( LT leg                         ( RT                ( LT                     ( LT
( Knee ( RT              ( Foot  ( RT                   ( Ankle  ( RT           ( Finger  ( RT                ( Toe  ( RT
              ( LT                             ( LT                                   ( LT           T 2 3 4 5    ( LT              B 2 3 4 5 ( LT       



How long ago did the pain/injury  start?_____Days_____Weeks_____Months_____Years_____. 
Have you had a problem like this before: (Y ( N

Check ONE Box that best describes how your problem started. Please answer the questions below the boxes you check.

( No Injury ( Accident ( Work-Related                                   Onset was ( Gradual ( Sudden 
How did this injury occur? ______________________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​___________________________________________________________________________________________________________

On a scale of 1 to 10 (10 the worst), how severe is your pain? (circle)     0    2    3    4    5    6    7    8    9    10

What is the quality of your pain?        ( Sharp        ( Dull        ( Stabbing        ( Throbbing        ( Aching        ( Burning
Is your pain     ( Constant        ( Intermittent (Comes & Goes)
Does your pain awake you from sleep?        ( Y       ( N

Since your problem started, is it:     ( Getting Better        ( Getting Worse        ( Unchanged

What makes your symptoms worse? ( Standing   ( Walking   ( Lifting    ( Exercise   ( Twisting   ( Bending    ( Lying in Bed

         ( Squatting     ( Kneeling   ( Stairs    ( Sitting   ( Coughing    ( Sneezing 

What makes your symptoms better?  ( Rest   ( Elevation    ( Ice   ( Heat   ( Other

Have you had any of these treatments?   ( Injection   ( Brace   ( PT/OT   ( Cane/Crutch  ( Chiropractic   ( Acupuncture  ( None

Have you had surgery in this same area? ( Yes  ( N  If so, Date: _______Procedure: _____________________Dr._______________

