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                                                            QUESTIONNAIRE
Surgery:

Have you ever had any surgery on this knee?  Y / N If yes, when? ____________________________
What facility was it done at? ________________________________________________________________
Do you know what was done to the knee? Y / N explain: _____________________________________
_________________________________________________________________________________________
_________________________________________________________________________________________

Symptoms:
(What parts of your knee do you have pain)?
Front___   Back___   Outside___   Inside___   

Do/Did you have swelling?  Yes___   No___   If yes, was it:  Immediate___ or Gradual____
If yes, was any fluid drained? Yes___   No___   any blood?   Yes___   No___ 

Do you remember the date this was done?    Yes___   No____      Date _____________ 


If not, approximately how long ago? ______________

Do you have: (please check those that pertain to your knee injury and give more information if needed.

___Catching sensation __________________________________________________

___Locking____________________________________________________________

___Giving way_________________________________________________________

___Weakness__________________________________________________________

___Difficulty extending knee fully__________________________________________

___Difficulty bending knee fully____________________________________________

___Do you have a mass/lump______________________________________________

___Have you had a fever or chills with this injury______________________________

How long have you had the above symptoms?________________________________
Medical history on you the patient:
Have you been diagnosed with any medical disease (examples would be, but not limited to: Cancer, Parkinson’s disease, Arthritis, ALS…etc.)?  Yes____   No____
if yes, please explain__________________________________________________________________________ ________________________________________________________________________________________
