— Michael R. Oberto, M.D., Inc. —
Orthopaedic Surgery

6095 N, First Street ® Fresno, CA 93710

Patient Information and Medical History

Date:

Last Name First Name Middle Name

Date of Birth

When did injury occur or symptoms develop?
(Actual or approximate)

How did your problem begin? [ Acute injury [ Repetitive injury [ Sudden spontaneous without injury O Gradual progressive without injury

How often does your pain occur with activity? How has your problem changed since you first noticed your symptoms?
[0 Occasional (up to 25% of the time) O Getting better

O Intermittent (up to 50% of the time) O Getting worse

O Frequent (up to 75 % of the time) [ % ame:

O Constant (up to 90% - 100% of the time)

Describe the intensity of your pain.

0 Minimal (annoying, but does not prevent the performance of the activity causing the pain)
O Slight (tolerable, but results in some handicap in the activity causing the pain)

O Moderate (results in handicap in the activity causing the pain)

O Severe (prevents the activity causing the pain)

Is your pain worse with activities?

Walking OYes [ONo Bending OYes ONo Throwing OYes [ONo
Running OYes [ONo Reaching OYes ONo
Squatting OYes [ONo Lifting OYes ONo

What work, hobbies, or sports are you unable to do because of your present problem?

O X-Rays Date O CT Scan Date O MRI Scan Date

O Other (please describe)

[J Bone Scan Date OEMG/NCS  Date

[0 None O Exercises O Other
O Rest O Physical therapy

O Aspirin-like medications O Chiropractic treatment

O Strong pain medicine (narcotics) [0 Braces or corsets

O Muscle relaxers [ Local (trigger point) injections

O Anti-depression medication O Surgery (please list below)
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