
Personalized Painful Knee Replacement Institute 
Patient Intake Form 

Which Knee is the problem? __ ___Right     _____Left     _____Both 

Prior Surgery 

List the exact dates of all your previous surgeries on this knee in chronological order, followed by the 
procedure that was done, by which surgeon, at which hospital: 

Date of Surgery: Procedure: Surgeon: Hospital: 

1. _______________ ____________ ____________ ____________ 
2. _______________ ____________ ____________ ____________ 
3. _______________ ____________ ____________ ____________ 
4. _______________ ____________ ____________ ____________ 
5. _______________ ____________ ____________ ____________ 

Please place an “X” in the appropriate boxes below 

Have you obtained operative reports on all the procedures above? 
_____ Yes     _____ No 

If not, please explain your difficulty: 
____________________________________________________________ 

Primary Problem: 

Please select the primary problem with your knee today (Only select ONE): 

___ Pain   ___Stiffness   ___Instability   ___Wound Problems 

Please select a secondary problem with your knee today (Select all that apply): 

___ Pain   ___Stiffness   ___Instability   ___Wound Problems 

Other: __________________ 

Is your pain/problem today different than the pain/problem you had before your (first) knee replacement 
surgery? 

___ Yes   ___No 

Did you have any period of time after your knee replacement surgery during which your pain/problem was 
gone or minimal? If so, how long was that period? 

___ Yes   ___No     Duration: __________________ 



   

How would you describe your pain/problem before your knee replacement surgery? 
____________________________________ 

How would you describe your pain/problem now? 
_________________________________ 

How would you grade your knee replacement today in terms of the current pain level, with A being pain-
free, and F being an excruciating pain level? 

___ A   ___B   ___C   ___D   ___F 

How would you grade your knee replacement today in terms of the current functional level, with grade A 
being a knee replacement that allows you to do everything you want, and an F hindering almost 
everything you try to do? 

___ A   ___B   ___C   ___D   ___F 

Pain Duration:  ___years or ___months 

Pain Location:  
___ Inside of knee  ___Outside of knee  ___Back of knee   ___Front of knee  ___All over the knee 

Pain Quality: 
___ Aching   ___Dull   ___Sharp   ___Stabbing   ___Burning   ___Shocks 

Radiating Pain: 

___ Up the thigh   ___Into Hip   ___Into Buttocks   ___Into back   ___Down the leg   ___Into foot 

Is the pain exacerbated by putting weight on that leg? 
___ Yes   ___No 

Is the pain only when putting weight on that leg? 

___ Yes   ___No 

Do you have pain at rest? 

___ Yes   ___No 

Do you have pain that wakes you up? 

___ Yes   ___No 

Is the pain the worst after the first few steps you take, then subsides? 

___ Yes   ___No 



    

Walking Tolerance: 

___ 1 min  ___5min  ___10min  ___30min  ___greater than 30 minutes 

Is the pain worsened by stairs?  

___ Yes, going up stairs   ___Yes, going down stairs   ___Yes going up and down stairs   ___Not sure 

Other Aggravating Factors? __________________________________________________________ 

What alleviates your pain? ___________________________________________________________ 

How long did you follow-up with your surgeon after your knee replacement? _______________________ 

Did you have any work-up for this pain/problem? 
___ Yes   ___No   
If yes, describe: ________________________ 

Did you have any wound healing problems? 

___ Yes   ___No 

How long did you stay in the hospital after your knee replacement? ___________________ 

Did you go to a rehab facility afterwards? 

___ Yes   ___No  

Did you work with a therapist? 

___ Yes   ___No   If yes, for how long? ______________ 

Was it temporarily effective? 

___ Yes   ___No 

What tests have been performed on your knee replacement? 

___ X-rays   ___MRI/CT scan   ___Bone Scan   ___Aspiration/Blood work for infection 

Please list the dates of each test: 

Date: Test: 
1. ___________ _______________ 
2. ___________ _______________ 
3. ___________ _______________ 
4. ___________ _______________ 
5. ___________ _______________ 



Do you suffer from any back/spine problems? 

___ Yes   ___No 
If Yes, describe: ____________________ 

Do you suffer from any hip problems? 
___ Yes   ___No 
If Yes, describe: ____________________ 

Do you suffer from any contralateral knee problems? 
___ Yes   ___No 
If Yes, describe: ____________________ 

Do you currently take pain relief medications for the knee? 
___ Yes   ___No 
If Yes, describe: ____________________ 

Are you currently on any blood thinners? 
___ Yes   ___No 
If Yes, describe: ____________________ 

Are you currently taking any antidepressants or anxiety medication? 
___ Yes   ___No 
If Yes, describe: ____________________ 

Do you have any medical conditions that have interfered with the rehabilitation or recovery of your knee? 
___ Yes   ___No 
If Yes, describe: ____________________ 

Name: 

Date of Birth: 

Phone:

Email: 
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