Questionnaire For OA of The Knee

NAME________________________________________    

DOB _____________________   

1. Issue with which knee?    ____  Right Knee    ____  Left Knee    ____  Both Knees

2. Please check all the symptoms you are experiencing.

_____  Pain during or after movement


_____  Stiffness – worse upon awakening

_____  Tenderness




_____  Loss of flexibility

_____  Grating sensation                                             _____  Swelling

_____  Instability a.k.a. “knee feels like it is going to give out?


What daily activities have you found to be more difficult?

_____  Bathing / grooming



_____  Dressing

_____  Difficulty walking



_____  Difficulty going up and down steps
_____  Preparing meals



_____  Standing for long periods of time

3. What treatments have you received in the past?

a. Steroid injection?   ___ Yes    ____  No    Location _______________________

     Results  –    ____________________________________________________
b. Have you received previous injections of Hyalgan, Orthovisc or another type Hyaluronic medication?     _____  Yes        _____  No

When?  __________________________________________

What was your reaction to the injection   --   Negative ____
Positive  ____

c. Have you taken any pain Medication such as Aleve, Advil, Tylenol, topical creams for more than 3 days?    
If so how often?  __________         Does relief last for a long time?   ____ Yes      ____ No
4. Have you been told you need a knee scope or knee replacement?  ____Yes  ____No

5. Are you familiar with non-surgical treatments for the knee?  ____Yes ____No
Any additional information you want us to know:  _______________________________________

_________________________________________________________________________________

_________________________________________________________________________________

Your Signature:  ___________________________________
Date:  _____________
