KNEE EXAMINATION FORM
Name:_______________________________________     Date: ___/___/____     Date of Injury: ___/___/____

Date of Original Injury: ___/___/____         Which Knee?(circle):   R    L    Both          Which is Worse?:   R    L    

Does Your Knee (circle yes or no): 
Lock?  

Yes   No  
Swell Immediately after Injury? Yes   No

                    
Grind?  
Yes   No
Swell Later?  


Yes   No

Pop?     

Yes   No
Swell Occasionally?          
Yes   No

Give Way?  
Yes   No 

Is Injury (circle one):
Acute 

Chronic  
Re-Injury

Is Your Main Complaint (circle):
Pain

Instability
Swelling
Stiffness
Describe Past Knee Surgeries:________________________________________________________________________

________________________________________________________________________________________________

Your Occupation:_________________________________      Athletic Activity: Occasional_____ 
Frequent_____

Team/School:______________________   Sports:_____________________     Sport Knee Injured In:_______________

Describe Injury:____________________________________________________________________________________
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Past Knee History:__________________________________________________________________________________
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   Please mark location of pain
Condition? Excellent_____  Average _____  Subpar_____






Walking_____Crutches_____Limping_____

Height: _____

Weight_____

           
Front


   Side
PAIN



            Right       Left

None, mild, non-limiting
  

15
15
Transient limitation

 
  
  8
  8

Vigorous activity mild limitation

12
12

Intermittent or episodic transient limitation
  4
  4

Constant or frequent severe limitation
                  0
  0

Pain but not described


10
10

LIMITATION OF MOTION
            Right       Left


None



               10            10

Mild – no handicap


                 7             7


Severe – definite handicap

                 0             0

Limited – not describe

               10           10

SWELLING


            Right       Left

None




  5            5

Activity related only


  4            4

Occasional 


                  3            3

Frequent               
                                                  1            1 

Chronic    
                                                  0            0

Positive – not described


  3            3


INSTABILITY


            Right       Left
None




20           20

Slight – no reaction 


18           18

Mild – some disability 

                12           12

Moderate – definite limitation  
                  6             6

Severe – marked limitation

                 0              0

FUNCTION WALKING

           
 Right       Left

Unlimited



   10
    10

Smooth surface okay


     7              7

Limited by pain &/or instability on any surface          4              4

Requires support (cane, brace, etc)

     0              0


RUNNING 


               
Right       Left

Unlimited



   10
  10

Speed caution



     7             7

Trouble changing directions

                     4             4

Unable




     0             0
STAIRS AND INCLINES


Right       Left

No difficulty



   10
   10

Mild difficulty



     8              8
Moderate difficulty (one step at a time)

     4
     4
Unable




     0              0
JUMPING



Right       Left

No difficulty



     5              5

Difficulty




     3              3
Unable



                     0              0
WORK AND DESIRED ACTIVITY

Right       Left

Unlimited



   15            15
Mild limitation



   12            12 
Moderate limitation



     8              8
Severe limitation



     5              5
Unable



                     0              0

Total




_____
___

