{ < LewisGale Physicians
HCA Virginmia Health System

Date:

Patient Name: DOB:

Patient Medical History for HAND/WRIST Symptoms

Referred by: Date of Injury/Onset of Symptoms:

Reason for visit: Describe injury or onset in detail: CILeft CIRight

Pain: [1Sharp CIDull CIStabbing C1Burning C10ther:

Pain: [ Constant CdIntermittent

Painlntensity(circle):0—1—2—3—4—5—6—7—8—9—10
O OO0 Odd0O0d00mn0d o
0— No Pain

1 —Mild Pain, you are aware of the pain, but it does not bother you
2 —Moderate Pain — You can tolerate pain without medication

3 — Moderate Pain — Requires Medication to tolerate pain

4—5— More Severe Pain — you begin to feel anti-social

& — Severe Pain

7 —9 - Intensely Severe Pain

10 — Most Severe Pain, Emergency Room Care

Location (describe):

Does the Pain go anywhere else (describe)?

What makes the pain worse? [1Pushing [1Pulling CIMaking a Tight Grip [1Turning Knobs [1Sleeping

ODriving OThrowing ClLifting Weights C1Other?

What makes pain Better? [1Rest []Activity Modification [1lce/Heat [1Meds [1Brace

Oother:

What other symptoms are present? [1Catching [1Popping [1Grinding [dLocking [lDislocation
OSubluxation Swelling (CConstant CIFluctuates) CINumbness/Tingling

Have you received an injection in your current problem area? [INO LIYES If YES, when?

What treatments have you attempted and what effect (PT, Meds, Brace)?

Can you work or participate in sports with current symptoms? CINO [1YES

Do you have light duty available at work? LINO [IYES
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