BLAGK HILLS

& SPINE CENTER

Speclalizing In what moves you.

Name: Date:

Age: Height: Weight:

PLEASE CIRCLE affected extremity:

Ankle Finger Hand Toe Back Foot PLEASE CIRCLE:
Hip Wrist Elbow Knee Shoulder Left Right Both

.When did this injury/problem begin? (Date: Piease try to be as specific as possible.) /[

Please describe how you were injured or what type of problems you are having now.

Describe your level of pain: None I Severe

RN
4 5 6 7 8 9 10

Describe your frequency of pain:  None I Severe

Any previous problems or Injuries O Yes LI No
If Yes, Please describe:

Is this a WORK injury? Hyes No Is Waorker’s Comp involved?d Yes O No

Is this a SPORTS injury? [ Yes ONo If Yes, what sport?
What is your level of play? (Please circle one)
Junior High  High School College Professional Recreational

Was this an ACCIDENT? LYes OONo
Type of Accident: L1 Motor Vehicle Accident OFall QO 0Other: {Be Specific)
Have you been treated previously for this injury? OYes ONo
Physician: City/State:
Hospital: City/State:

Circle ANY previous treatments and/or testing for this problem:
X-rays CT Scan MRI  Physical Therapy Injections Surgery

Office use only: Physician/Tech Signature required (initial & date)

Black Hills Orthopedic and Spine Center complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, disability, or sex.
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