hip Pain Worksheet

Please complete each item of the following Medical History. Have this available to the physician when you are seen.

Patient Name:
Date:


Present Illness:

1. Why are you being seen today?





2. When did the accident / condition / symptoms first become noticeable?





3. History of present condition:


A.
List step by step the history of symptoms from onset to present: When possible, record the approximate dates / important changes / developments.


B.
List other doctors that you have seen for this condition: When possible, record the approximate dates / evaluation / treatment.

present status:

Instructions: (Circle one which best describes your condition)

1.
Pain:


a.
None / ignore.


b.
Slight / occasional / no compromise in activity.


c.
Mild / no effect on ordinary activity / pain after unusual activity / need for aspirin or similar medication. 


d.
Moderate / tolerable / requires concessions in activity / occasional codeine or similar medication


e.
Severe / requiring limitation of activity.


f.
Totally disabling.
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Present Status – continued:

2.
Function:


A.
Gait (Walking maximum distance)


1.
Limp:
None




Slight




Moderate




Severe




Unable to walk


2.
Support:
None




Cane, long walks only




Cane, full time




One crutch




2 Canes




2 Crutches or walker




Unable to walk


3.
Distance Walked:
Unlimited




6 blocks




2-3 Blocks




Indoors Only




Bed and Chair

B.
Functional Activities


1.
Stairs:
Normally – (one step with one leg, next step with other leg)




Normally but with banister for assistance




One step at a time with same leg (right or left)




Not able


2.
Socks / tie shoes:



Right
Left


With Ease
With Ease



With Difficulty
With Difficulty



Unable
Unable



Cut Toenails:



Right
Left


With Ease
With Ease



With Difficulty
With Difficulty



Unable
Unable


3.
Sitting:
Any chair for as long as needed / a high chair for only a limited amount of time / unable to sit in any chair comfortably.


4.
Do you have night pain?
Yes

No




Do you have pain while resting?
Yes

No




Do you have pain on arising from sitting?
Yes

No


