
PHYSICIAN SUPPLEMENTAL RECORD
EXTREMITY INJURY / PAIN

PATIENT’S NAME:  _______________________________________DATE:  _______________ AGE:  _______ SEX: M / F

VITAL SIGNS: A1 BP________ A3 P_______  A4 R_______ A5 T______ A6 HT______[]Stated   A7 WT ______[]Stated
CC5 TIME OF INJURY: []no injury HOW INJURED:   []struck  []fell  []MVA
CC1 LOCATION OF PAIN:
CC1 LOCATION OF INJURY:
AREA OF SWELLING: ECCHYMOSIS:   []Yes  []No
CC2 CHARACTER OF PAIN:  []sharp  []burning  []pressure  []crushing  []tearing
RADIATION OF PAIN:   []neck  []jaw  []back  []shoulder  []left arm  []right arm
CC3 SEVERITY:  (0=none, 10=worse)
DISTAL FUNCTION:   CIRCULATION: []normal []decreasd  TENDONS: []intact []abnormal SENSORY: []normal []abnormal
RANGE OF MOTION:  []normal
LAST TETANUS IMMUNIZATION:
MEDICATIONS TAKEN: ALLERGIES:
CC7 PAIN MADE WORSE BY:  []eating []exertion  []breathing  []moving
CC7 PAIN RELIEVED BY:   []rest  []sitting  []medication []elevation  []ice
DISTAL FUNCTION:  CIRCULATION: []Normal  []Decreased     TENDONS: []Intact []Abnormal      NERVES: []Normal   []Abnormal
FELL FROM: TO: A DISTANCE OF:

[]SWELLING []DEFORMITY []STABLE []PARALYSIS
[]WEAKNESS []REDNESS []DRAINAGE []SWOLLEN NODES
[]LACERATION []NUMBNESS []TINGLING []ALCOHOL USE
[]SMOKING []POOR CIRCULATION []SHORTNESS OF BREATH []CHEST PAIN
[]PALPITATIONS []NAUSEA []VOMITING []DIZZINESS
[]FEVER []PAIN WITH EXERTION

PAST HISTORY:
[]HYPERLIPIDEMIA []HYPERTENSION []OBESITY []DIABETES []HEART DISEASE
[]CHEST PAIN []MYOCARDIAL INFARCT []PNEUMONIA []ANEMIA []ULCERS

[]X RAY OF  ________________ READ BY []ED PHYSICIAN []RADIOLOGIST  []OTHER ___________ RESULTS:________________

DIFFERENTIAL DIAGNOSIS AND/OR HIGH RISKS:
Fracture, Peripheral vascular disease, Gout, Arthritis, CVA, Neuropathy, Bursitis, Lyme disease, Thrombosis, Carpal tunnel syndrome,
Myasthenia gravis, Hypertension, Guillain Barre syndrome.
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