Please complete the following information.


Today’s date: __ __ / __ __ / __ __










          Month       Day        Year


NAME ________________________________________________


MEDICAL RECORD NUMBER ___________________________

1. Birth date: __ __ / __ __ / __ __             Birth Weight _________         Birth order ________________

                               Month      Day        Year

2. Birthplace (state; country if not Australia)______________________________________

3.    Father’s Name: ____________________________________________________

4.    Mother’s Name: ________________________________________________

5. Occupation (including homemaker): ______________________________________

6. Home Address:

_________________________________________________________

Street

_______________________________________________________________________

City



State              

Postcode
7.    Home Phone #: _(        )___________________________

8.    Work Phone #: _(        )___________________________

9. Alternate Address:

_________________________________________________________

Street


City

State

Postcode
10.   Alternate Phone #: _(        )________________________

11.  Next of Kin: _________________________________________________________

12. This next of kin is my: (Please check one answer.)

· Spouse

· Child

· Sibling

· Other (Please specify.): __________________________________

13 Is there a history of hip disease in your family?_______________________________

14 Your Gender:

· Male

· Female

15  Your Height: _________________

Your Weight: _________________

16. Your race: (Check all that apply.)

· White

· Black or African American

· Hispanic

· Pacific Islander

· Native American Indian

· Other (please specify) ____________________________________

17. How much schooling have you completed?

· Less than high school

· Graduated from high school

· Some college

· Graduated from college

· Postgraduate school or degree

18. What is your current marital situation?

· Married

· Living with significant other

· Divorced/Separated

· Widowed

· Single (never married)

19. Do you live with someone who can take care of you?

· Yes

· No

20. Which statements describe your current employment situation? (Check all that apply.)

· Currently working

· On leave of absence

· Unemployed

· Homemaker

· Student

· Retired (not due to ill health)

· Disabled and/or Retired due to ill health

· Other, please specify _____________________________________

21. Are you currently on or planning to apply to any of the following programs? (Circle 1 Yes or 2 No)

	
	Already on it
	Applied for it
	Planning 

to apply for it

	a.  Social Security
	1 Yes             2 No                  
	1 Yes             2 No
	1 Yes             2 No

	b.  Disability
	1 Yes             2 No
	1 Yes             2 No
	1 Yes             2 No

	c.  Workers Compensation
	1 Yes             2 No
	1 Yes             2 No
	1 Yes             2 No


The following is a list of common health problems.  Please circle yes or no in the first column, then go on to the next item.  If you do have the problem, indicate in the second column if you receive medications or some other type of treatment for the problem.  In the last column, indicate if the problem limits any of your activities.

	
	Do you have the problem?
	Do you 

receive treatment 

for it?
	Does it

limit your

activities?

	1.     Heart Disease
	    Yes                 No                                             
	    Yes                 No                                                                  
	    Yes                 No                                                 

	2.     High Blood Pressure
	    Yes                 No
	    Yes                 No
	    Yes                 No

	3.     Lung Disease
	    Yes                 No
	    Yes                 No
	    Yes                 No

	4.     Diabetes
	    Yes                 No
	    Yes                 No
	    Yes                 No

	5.     Ulcer or Stomach Disease    
	    Yes                 No
	    Yes                 No
	    Yes                 No

	6.     Kidney Disease
	    Yes                 No
	    Yes                 No
	    Yes                 No

	7.     Liver Disease
	    Yes                 No
	    Yes                 No
	    Yes                 No

	8.     Anemia or Other Blood Disease
	    Yes                 No
	    Yes                 No
	    Yes                 No

	9.     Cancer
	    Yes                 No
	    Yes                 No
	    Yes                 No

	10.   Depression
	    Yes                 No
	    Yes                 No
	    Yes                 No

	11.   Osteoarthritis/ Degenerative Arthritis
	    Yes                 No
	    Yes                 No
	    Yes                 No

	12.   Back Pain
	    Yes                 No
	    Yes                 No
	    Yes                 No

	13.   Rheumatoid Arthritis
	    Yes                 No
	    Yes                 No
	    Yes                 No

	14.  Other Medical Problem

  (please specify)


	    Yes                 No
	    Yes                 No
	    Yes                 No


15. Is there a history of hip disease in your family? __________________________________________________

16.   If yes who and what disease? _________________________________________________________________

17. In general, would you say your health is:

· Excellent

· Very Good

· Good

· Fair

· Poor

18. Compared to one year ago, how would you rate your health in general now?

· Much better now than one year ago

· Somewhat better now than one year ago

· About the same as one year ago

· Somewhat worse now than one year ago

· Much worse now than one year ago

19. The following items are about activities you might do during a typical day.  Does your health now limit you in these activities?  If so, how much?  (Circle one response on each line.)

	
	Yes, limited a lot
	Yes, Limited a little
	No, not limited at all

	a.  Vigorous activities, such as running, lifting heavy objects, or participating in strenuous sports
	1
	2
	3

	b.  Moderate activities, such as moving a table, pushing a vacuum cleaner, bowling or playing golf
	1
	2
	3

	c.  Lifting or carrying groceries
	1
	2
	3

	d.  Climbing several flights of stairs
	1
	2
	3

	e.  Climbing one flight of stairs
	1
	2
	3

	f.  Bending, kneeling or stooping
	1
	2
	3

	g.  Walking more than one mile
	1
	2
	3

	h.  Walking several blocks
	1
	2
	3

	i.  Walking one block
	1
	2
	3

	j.  Bathing or dressing yourself
	1
	2
	3


20. During the past four weeks, have you had any of the following problems with your work or other regular daily activities as a result of your physical health?  (Circle one response on each line.)

	
	Yes
	No

	a.  Cut down the amount of time you spent on work or other activities
	1
	2

	b.  Accomplished less than you would like
	1
	2

	c.  Were limited in the kind of work or other activities
	1
	2

	d.  Had difficulty performing the work or other activities (for example, it took extra effort)
	1
	2


21. During the past four weeks, have you had any of the following problems with your work or other regular daily activities as a result of any emotional problems (such as feeling depressed or anxious)?  (Circle one response on each line.)

	
	Yes
	No

	a.  Cut down the amount of time you spent on work or other activities
	1
	2

	b.  Accomplished less than you would like
	1
	2

	c.  Did not do work or other activities as carefully as usual
	1
	2


22. During the past four weeks, to what extent have your physical health or emotional problems interfered with your normal social activities with family, friends, neighbors, or groups?  (Check one response.)

· Not at all

· Slightly

· Moderately

· Quite a bit

· Extremely

23. How much bodily pain have you had during the past four weeks?  (Check one response.)

· None

· Very Mild

· Mild

· Moderate

· Severe

· Very severe

24. During the past four weeks, how much did pain interfere with your normal work (including both work outside the home and housework)?  (Check one response.)

· Not at all

· A little bit

· Moderately

· Quite a bit

· Extremely

25. These questions are about how you feel and how things have been with you during the past four weeks.  For each question, please give the one answer that comes closest to the way you have been feeling.  How much of the time during the past four weeks… (Circle one response for each line.)

	
	All of

the time
	Most of

the time
	A good

Bit of

the time
	Some of

the time
	A little

of the

time
	None of

the time

	a.  Did you feel full of pep?
	1
	2
	3
	4
	5
	6

	b.  Have you been a very nervous person?
	1
	2
	3
	4
	5
	6

	c.  Have you felt so down in the dumps nothing could cheer you up?
	1
	2
	3
	4
	5
	6

	d.  Have you felt calm and peaceful?
	1
	2
	3
	4
	5
	6

	e.  Did you have a lot of energy?
	1
	2
	3
	4
	5
	6

	f.  Have you felt downhearted and blue?
	1
	2
	3
	4
	5
	6

	g.  Did you feel worn out?
	1
	2
	3
	4
	5
	6

	h.  Have you been a happy person?
	1
	2
	3
	4
	5
	6

	i.  Did you feel tired?
	1
	2
	3
	4
	5
	6


26. During the past four weeks, how much of the time have your physical health or emotional problems interfered with your social activities (like visiting with friends, relatives, etc.)?  (Check one response.)

· All of the time

· Most of the time

· Some of the time

· A little of the time

· None of the time

27.  Please choose the answer that best describes how true or false each of the following statements is for                

       you.  (Circle one response on each line.)

	
	Definitely

True
	Mostly

True
	Not sure
	Mostly

False
	Definitely

False

	a.  I seem to get sick a little easier than other people
	1
	2
	3
	4
	5

	b.  I am as healthy as anybody I know
	1
	2
	3
	4
	5

	c.  I expect my health to get worse
	1
	2
	3
	4
	5

	d.  My health is excellent
	1
	2
	3
	4
	5


28. During the past week how often have you taken pain medication, including narcotics or over-the-counter medications?  (Check one response.)

· Three or more times a day

· Once or twice a day

· Once every couple of days

· Once a week

· Not at all

29. Do you currently smoke cigarettes?  (Check one response.)

· Yes

· No, I quit in the last six months

· No, I quit more than six months ago

· I have never smoked

What results do you expect from your treatment? (Circle one response on each line.)

	
	Not at all

likely
	Slightly

likely
	Somewhat

Likely
	Very

Likely
	Extremely

likely
	Not

Applicable

	30.Relief from symptoms (pain, stiffness,     

Swelling, numbness, weakness, 

         Instability)
	1
	2
	3
	4
	5
	6

	31. To do more everyday household or        

Yard activities
	1
	2
	3
	4
	5
	6

	32. To sleep more comfortably
	1
	2
	3
	4
	5
	6

	33. To go back to my usual job
	1
	2
	3
	4
	5
	6

	34. To prevent future disability
	1
	2
	3
	4
	5
	6


35. If you had to spend the rest of your life with the symptoms you have right now, how would you feel 

about it?  (Check one response.)

· Very dissatisfied

· Somewhat dissatisfied

· Neutral

· Somewhat satisfied

· Very satisfied

The following questions concern the amount of pain you have had recently in your PRE-OPERATIVE and each of your OPERATED JOINT(S).  For each hip mark the amount of pain experienced during the past four weeks.  (Please circle one response for each pre-operative joint and for each operated joint.)

1. How much pain do you have walking on a flat surface?

	
	None
	Mild
	Moderate
	Severe
	Extreme

	Right Hip           
	1
	2
	3
	4
	5

	Left Hip
	1
	2
	3
	4
	5


2. How much pain do you have going up or down stairs?

	
	None
	Mild
	Moderate
	Severe
	Extreme

	Right Hip           
	1
	2
	3
	4
	5

	Left Hip              
	1
	2
	3
	4
	5


3. How much pain do you have at night while in bed?

	
	None
	Mild
	Moderate
	Severe
	Extreme

	Right Hip           
	1
	2
	3
	4
	5

	Left Hip           
	1
	2
	3
	4
	5


4. How much pain do you have sitting or lying?

	
	None
	Mild
	Moderate
	Severe
	Extreme

	Right Hip         
	1
	2
	3
	4
	5

	Left Hip            
	1
	2
	3
	4
	5


5. How much pain do you have standing upright?

	
	None
	Mild
	Moderate
	Severe
	Extreme

	Right Hip         
	1
	2
	3
	4
	5

	Left Hip
	1
	2
	3
	4
	5


The following questions concern the amount of joint stiffness (not pain) you have experienced during the past four weeks in your PRE-OPERATIVE and your OPERATED JOINT(S).  Stiffness is a sensation of restriction or slowness in the ease with which you move your joints.  (Please circle one number on each line.)

	How severe is your stiffness after…
	None
	Mild
	Moderate
	Severe
	Extreme

	6. …first waking in the morning?

                                       
	1
	2
	3
	4
	5

	7. …sitting, lying or resting later in the day?

                                      
	1
	2
	3
	4
	5


	For each of the following questions, if you are asked about an activity that you do not perform, please answer the question based on how you think you could perform the activity.


The following questions concern your physical function.  By this we mean your ability to move around nd look after yourself.  For each of the following activities please indicate the degree of difficulty you have experienced during the past four weeks due to your PRE-OPERATIVE and your OPERATED JOINT(S).  (Please circle one number on each line.)

	What degree of difficulty do you have with…
	None
	Mild
	Moderate
	Severe
	Extreme

	8. …descending stairs?
	1
	2
	3
	4
	5

	9. …ascending stairs? 
	1
	2
	3
	4
	5

	10. …rising from sitting? 
	1
	2
	3
	4
	5

	11. …standing? 
	1
	2
	3
	4
	5

	12. …bending to floor? 
	1
	2
	3
	4
	5

	13. …walking on flat? 
	1
	2
	3
	4
	5

	14. …getting in/out of car? 
	1
	2
	3
	4
	5

	15. …going shopping? 
	1
	2
	3
	4
	5

	16. …putting on socks/stockings? 
	1
	2
	3
	4
	5

	17. …rising from bed? 
	1
	2
	3
	4
	5

	18. …taking off socks/stockings? 
	1
	2
	3
	4
	5

	19. …lying in bed? 
	1
	2
	3
	4
	5

	20. …getting in/out bath? 
	1
	2
	3
	4
	5

	21. …sitting? 
	1
	2
	3
	4
	5

	22. …getting on/off the toilet? 
	1
	2
	3
	4
	5

	23. …heavy domestic duties? 
	1
	2
	3
	4
	5

	24. …light domestic duties? 
	1
	2
	3
	4
	5

	25. …work or regular day activities? 
	1
	2
	3
	4
	5

	26. …your normal social activities with family, friends, neighbors, or groups? 
	1
	2
	3
	4
	5

	27. …participating in recreational activities (hobbies, sports, etc.)? 
	1
	2
	3
	4
	5

	28. …sexual activity? 
	1
	2
	3
	4
	5

	29. …your stamina/energy level? 
	1
	2
	3
	4
	5

	30. …driving (or sitting during automobile rides), ½ hour-1 hour? 
	1
	2
	3
	4
	5

	31. …using public transportation? 
	1
	2
	3
	4
	5


Please check the appropriate answer to each of the following questions.
1. Which of the following best describes your activity level during the past four weeks?

· Confined to bed or wheel chair

· Minimal walking or activities around the house or yard

· Office work, sedentary work, or light housework

· Heavy housework such as vacuuming or cleaning floors, yardwork, assembly work; light exercise such as walking

· Lifted up to 50 pounds or did moderate sports such as walking or bicycling over 3 miles

· Frequently lifted over 50 pounds or played vigorous sports such as singles tennis or jogged

2. During the past four weeks did you normally use any supportive device(s) for walking?

· No

· A single cane for long walks

· A single cane all the time

· A single crutch

· Two canes

· Two crutches

· Walker

· Other supportive device(s) or someone’s help

· Unable to walk

3. If support used, in which hand do you mostly use cane or crutch?

· Left

· Right

4. How long can you walk at one time without supportive devices?

· Over an hour

· 31 - 60 minutes

· 11 - 30 minutes

· 2 - 10 minutes

· Less than 2 minutes (or indoors only)

· Unable to walk without supportive devices

5. How long can you walk at one time with supportive devices?

· I don’t use supportive devices when walking.

· Over an hour

· 31 - 60 minutes

· 11 - 30 minutes

· 2 - 10 minutes

· Less than 2 minutes (or indoors only)

· Unable to walk

6. How far can you walk at one time without supportive device(s)?

· Over 20 blocks

· 11 - 20 blocks

· 7 - 10 blocks

· 5 - 6 blocks

· 3 - 4 blocks

· 1 - 2 blocks

· Indoors only

· Unable to walk without supportive device(s)

7. How far can you walk at one time with supportive device(s)?

· I don’t use supportive devices when walking

· Over 20 blocks

· 11 – 20 blocks

· 7 – 10 blocks

· 5 – 6 blocks

· 3 – 4 blocks

· 1 – 2 blocks

· Indoors only

· Unable to walk

8. Do you limp when walking without support (without a cane, crutch, or walker)?

· No limp

· Slight

· Moderate

· Severe

· I am unable to walk without support

9. Do you limp when walking with support (with a cane, crutch, or walker)?

· No limp

· Slight

· Moderate

· Severe

· I am unable to walk with support

10. How do you climb upstairs?

· Normally, without using the banister or an assistive device (such as a cane), with one foot over the other, placing only one foot on each step

· Using the banister or an assistive device (such as a cane), with one foot over the other, placing only one foot on each step

· Placing both feet on each step

· Other method (please specify): ___________________________________

· I am unable to climb stairs

11. How do you climb down stairs?

· Normally, without using the banister or an assistive device (such as a cane), with one foot over the other, placing only one foot on each step

· Using the banister or an assistive device (such as a cane), with one foot over the other, placing only one foot on each step

· Placing both feet on each step

· Other method (please specify): ___________________________________

· I am unable to climb stairs

12. How comfortable are you sitting in a chair?

· Comfortable sitting in any chair

· Comfortable sitting in a certain chair for at least 30 minutes

· Not comfortable sitting in any chair for 30 minutes

13. How do you arise from a chair to a standing position?

· Without using my arms to push off

· Using my arms to push off

· I do not stand up from a chair without someone’s help

14. Do you have difficulty putting your shoes and socks on the left leg?

· No difficulty

· Slight difficulty

· Extreme difficulty

· Unable to do

15. Do you have difficulty putting shoes and socks on the right leg?

· No difficulty

· Slight difficulty

· Extreme difficulty

· Unable to do

16. During the past four weeks, what areas have been very painful?  (Check all that apply.)

· No areas

· My right hip

· My left hip

· My back and/or buttocks

· My right knee

· My left knee

· Other areas (please specify): ___________________________

17. How much does your hip/knee limit your ability to do sports?

· No limitation

· Slightly limits me

· Moderately limits me

· Greatly limits me

· Totally limits me

· I do not participate in sports for reasons unrelated to my hip/knee.

18. How much does your hip/knee limit your sexual activity?

· No limitation

· Slightly limits me

· Moderately limits me

· Greatly limits me

· Totally limits me

· I am not sexually active for reasons not related to my hip/knee.

19. How much does your hip/knee limit your ability to work?

· No limitation

· Slightly limits me

· Moderately limits me

· Greatly limits me

· Totally limits me

· I am not working for reasons unrelated to my hip/knee.

20. What one factor limits your activities the most?

· Nothing limits my activities

· Pain or limited motion in my left hip

· Pain or limited motion in my right hip

· Pain or limited motion in my left knee

· Pain or limited motion in my right knee

· Pain in  other area (please specify): _______________________

· Other health problem (please specify): ____________________

· Other (please specify): _________________________________

21. During the past four weeks, if you felt achy or sore, how much did this bother you?

· I did not feel achy or sore during the past four weeks

· It did not bother me at all

· It bothered me slightly

· It bothered me moderately

· It bothered me a lot

· It bothered me extremely

22. How long have you had pain in your __________ hip/knee?

· Less than six months

· 6 – 12 months

· 1 – 3 years

· 3 – 5 years

· more than five years

23. What is/are the main reason(s) you have chosen to have surgery?

· I can’t stand the pain any longer; something has to be done.

· I know people who have had surgery and I believe that I will do as well as they did.

· I had surgery before and I am satisfied.

· I considered other treatments and I feel this surgery is the best solution for me.

· My family and/or friends urged me to have this surgery.

· My doctor recommended this surgery.

· I sought a second opinion, and both surgeons agreed that I need to have this surgery.

· I want to increase my walking endurance.

· I want to walk without a limp, and/or I want to walk without using a cane/crutch.

· Other reasons: _____________________________________________________

24. Of the checked reasons, which one was the most important reason in deciding to have this surgery)  (Choose from reasons above.)

25. How long do you think it will take to fully recover from this surgery?

        ______________months

26.  How painful do expect your hip/knee to be when you are fully recovered from surgery?

· Not at all painful

· Slightly painful

· Very painful

27. How limited do you expect to be in your usual activities, when you are fully recovered from surgery?

· Not limited at all

· Slightly limited

· Moderately limited

· Greatly limited
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