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DESERT

¥ ORTHOPEDIC

CENTER

DATE:

KNEE HISTORY

Patient Name:

MRN #:

DOB:

KNEE:

RIGHT, LEFT OR BOTH (please circle)

DESCRIBE YOUR PROBLEM OR INJURY:

DATE OF ONSET:

DESCRIBE PRIOR PROBLEMS OR SURGERY ON THIS KNEE:

DESCRIBE OTHER BONE OR JOINT PROBLEMS:

CHECK ALL COMPLAINTS PRESENT:

SWELLING
PAIN CIRCLE ONE: MILD

CIRCLE LOCATION: INNER KNEE
POPPING NOISE OR GRINDING

CATCHING OR GRINDING

GIVING WAY OR BUCKLING

LIMPING

USE OF CANE OR CRUTCHES

PAIN WITH STANDING OR WALKING
NIGHT PAIN

MORNING PAIN OR STIFFNESS

PAIN WITH SQUATTING OR KNEELING

MODERATE
OUTER KNEE

SEVERE
ENTIRE KNEE
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X-Ray Requested:

Physician Signature:




