 MACROBUTTON clinicname DOCTOR OR CLINIC NAME 

Oops Form

We request that you inform staff prior to your visit of any new injuries in order for us to book your visit accordingly. This may necessitate a change of time for your visit into an examination time period. This allows us to take care of you and administer to other clients with minimal delays to all. Thank you in advance.
Name:

Age:


Date that this new injury occurred:


Please explain what happened or what you were doing to cause injury:


What discomforts are you noticing at present?


What symptoms do you have?


If pain is present, what type of pain is it?


Dull Ache
Sharp
Stabbing
Throbbing
Burning
Electrical
Radiating
Cramping

Location of pain:


Is the pain:
occasional (on & off), or
constant


worse with activity, or 
worse with rest


worse in the morning, 
at end of day, or  
at night


worse with sleeping, 
sitting, 
standing, or 
changing positions

What other symptoms are you noticing?


Bruising
Heat in area
Redness
Swelling
Difficulty moving the area
Spasms/cramps

What relieves the problem?


Is there any radiation? 
Yes
No

If yes, where?


Is there anything else associated with the problem?


Any other concerns?



Your Signature

Date


Doctor Use Only

Action:
a) Mini evaluation:



b) Full re-evaluation:



c) X-rays:



d) GP referral:



e) Hospital emergency referral:
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