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UF Health Sports Medicine Pre-Visit Form


General Information
Patient Name: _____________________   DOB: ___________     Age: __________________
PCP: ____________________________   Referred by: ______________________________
Occupation: _______________________   Sports (if applicable) : _______________________
School/ Employer: ____________________________________________________________

Chief Complaint: 
⬜ Right ⬜ Left   ⬜ Bilateral 
⬜ Hand ⬜ Wrist ⬜ Arm   ⬜Elbow ⬜ Shoulder ⬜ Neck ⬜ Back ⬜ Hip ⬜Thigh      
⬜ Knee ⬜ Leg   ⬜ Ankle ⬜ Foot
Other: ___________________________________________________________________

How did you injure it? _______________________________________________________

Is this injury work related? ⬜ Yes ⬜ No

Are you right handed or left handed? ⬜ Right ⬜ Left ⬜ Both

Have you previously been treated for this injury/problem? ⬜ Yes ⬜ No
If Yes, When? _______________________

Describe Your Symptoms

Rate Your Pain at its Worst: 
⬜ 0 (none) ⬜ 1 ⬜ 2 ⬜ 3 ⬜ 4 ⬜ 5 (moderate) ⬜ 6 ⬜ 7 ⬜ 8 ⬜ 9 ⬜ 10(severe)

Rate Your Pain at its Best: 
⬜ 0 (none) ⬜ 1 ⬜ 2 ⬜ 3 ⬜ 4 ⬜ 5 (moderate) ⬜ 6 ⬜ 7 ⬜ 8 ⬜ 9 ⬜ 10(severe)

Pain Quality: 
⬜ Aching ⬜ Burning ⬜ Deep ⬜ Discomforting ⬜ Dull ⬜ Piercing ⬜ Sharp ⬜ Stabbing       ⬜ Shooting ⬜ Throbbing ⬜ Superficial ⬜ Electrical ⬜ Shooting ⬜ Squeezing ⬜ Pressure

Pain Duration:
⬜Days ⬜Weeks ⬜Months ⬜Years ⬜Unknown 
How many days, weeks, or years? (if applicable) _________________________________


Pain Frequency: 
⬜ Intermittent ⬜ Occasional ⬜ Constant ⬜ Rare ⬜ Constant ⬜ intermittent ⬜ worsening

Pain Status:
 ⬜ Improving ⬜ Worsening ⬜ Unchanged ⬜ Stable ⬜ Resolved ⬜ Fluctuating ⬜ Better

Does your Pain radiate anywhere? ⬜ Yes ⬜ No. 
If Yes, where?___________________________

What aggravates your pain?
⬜ Lifting ⬜ Reaching ⬜ Pulling ⬜ Overhead ⬜ Sitting ⬜ Standing ⬜ Squatting ⬜ Walking  ⬜ Running ⬜ Stairs ⬜ Daily activities ⬜ Driving ⬜ Exercise ⬜ Sports ⬜ Throwing                 ⬜ Repetitive activities ⬜ Other __________________________________

What alleviates your pain?
⬜Antibiotics ⬜Anti-Inflammatories ⬜Assistive Device ⬜Heat ⬜Home Exercise ⬜Ice ⬜Immobilization ⬜Narcotics ⬜Physical Therapy ⬜Rest ⬜Steroid Injections 

When are your symptoms most severe? 
⬜ At night ⬜ At rest ⬜ In the morning ⬜ With activity ⬜ Continuous
If Continuous, please describe: ________________________________________________

Associated Symptoms:
⬜ Bruising   ⬜ Crepitus (crackling) ⬜ Decreased mobility ⬜ Difficulty going to sleep                    ⬜ Instability ⬜ Limping  ⬜ Locking ⬜ Night pain ⬜ Night-time awakening ⬜ Numbness        ⬜ Popping   ⬜ Spasms ⬜ Swelling ⬜ Tingling in the legs/arms ⬜ Tenderness ⬜ Weakness ⬜ Catching  ⬜ Grinding ⬜ Pain after inactivity ⬜ Stiffness

Are you currently working?
⬜ Yes/Regular Duty ⬜ Yes/Light Duty ⬜ No/Student ⬜ No/Retired ⬜ No/Disabled 

What Treatments have been tried so far?
Imaging (xrays, MRI, etc): ______________________________________________________
Medications: ________________________________________________________________
Injections: __________________________________________________________________
Physical Therapy: ____________________________________________________________
Surgeries: __________________________________________________________________
Braces: ____________________________________________________________________
Other: _____________________________________________________________________



Review of Symptoms (Circle all that apply)

	Constitutional
Chills, Fatigue, 
Fever, Malaise, 
Night Sweats,
 Weakness, 


	Cardiovascular
Chest pain, 
Heart palpitations, 
Leg swelling, 
Syncope (fainting)
	Skin/ Integument
Rash, 
Itching
Bruising
	Metabolic/ Endocrine
Cold intolerance, 
hair loss,
 heat intolerance, 
Weight Loss, 
Weight Gain

	HEENT
Vision Changes, 
Hearing Loss, 
Vision Loss, Vertigo
	Gastrointestinal
Abdominal pain, 
Constipation, Diarrhea, 
Blood in Stool, Nausea, Vomiting
	Neurological
Headache, Dizziness, 
Poor coordination, 
Memory loss, Muscle Weakness, Numbness, Seizures, 
	Psychiatric
Anxiety, Depression,
Insomnia

	Respiratory
Cough, 
Shortness of Breath, Wheezing,
	Genitourinary
Painful Urination
Frequency, 
Blood in Urine
	Hematologic
Easy bruising, 
Easy bleeding
	Immunological
Asthma, 
Allergies, 
Sensitive skin



Additional Health History

Do you smoke cigarettes?        ⬜ Yes   ⬜ No    packs/day________ For how long? _______mos./yrs.
Do you drink alcohol?               ⬜ Yes   ⬜ No    drinks/wk.___________
Do you use any other drugs?   ⬜ Yes   ⬜ No    
 
How would you describe your level of physical activity over the past six months? 
_____	Inactive              	- just daily activity
_____	Light                   	- some walking, gardening, occasional weekend recreational activity
_____	Moderate           	- regular (3x week) moderate exercise and occasional weekend sports
_____	Vigorous            	- regular (3-5x week) vigorous exercise and/or sports activity
_____	Intense               	- competitive vigorous sports training                                          	
 
Height   _________ feet/inches
Weight   _________lbs
 
Do you have any questions on ways to control your weight? ________________________________________________________
 
In general, would you say your health is: ⬜ Excellent ⬜ Very Good ⬜ Good ⬜ Fair ⬜ Poor
 





Patient Consent


I certify that the above information is true and correct to the best of my knowledge. If I have any change in my medical status, I will inform UF Health at my next appointment or by phone if no visits are scheduled. I understand that failure to disclose my medical condition may jeopardize my health.
 
I give my consent to any examination and any necessary X- rays.
 
Patient Signature : ____________________________________                 	

Date: _________
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