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Patient History Sheet: Hip / Thigh

Data of Exam:
Harme: [rate of Blirth:
Which extremity? O Righ: O Lek Iz this from an Injury?® O ¥es O Mo
Date of injury:
Hide View Describe injury:
Symptoms:
Howe long heve vou had your symptoms?
i Fleass check the area(s) effected below and shade affected arsa(s} to the laft.
= e x\
oA 3 Front 0 Back O inside O outside
f’ ':Ifh ":.h_,-" K .-'EMI Fain  Yes O Ne
e s i.fjﬂ-i:‘-ﬂ_l Weakness O ves O No
| \'u [ ,_,‘J'\::f" d 'l,fll Fainful when lying on side O ves O Ho
B M | L Calching sensations O ves O no
'I \ ”\ {1 Swelling O ves O no
\ '.I II I |' ,I Masslump O ves O He
VYT Feverichills O ves m
IR | | | Mumbness/burming sensation  Yes O Mo
AN | \ (H"_NI Any history of cancer O ves O Mo Type:
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Any plain hig or thigh X-Rays taken?
_— Yes - Mo Date of X-Rays:
:"-'. o Site of X-Rays:
a Findings:
T Oj ] Any Injections done?
U ves = Mo Date of injection:
Site of injection:
Any relief from the injection’?
O ves O Mo
Any arthroscoplc or open hip/thigh surgery on this extrernity?
 Yes O Ma Date of surgery:
" What was done?
= Wheare was it done?
/ Tid 12T
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