X-RAYS FOR SPORTS, TRAUMA AND WORKPLACE INJURIES
Medicos para la Familia; www.psot.com

Method of Wm. MacMillan Rodney, M.D., FAAFP, FACEP; 
Original 1992, Updated June 3, 2008
Please fill this form out completely.  This helps to improve quality of care for the patient.
I.
CLINICAL CONTEXT
Patient Name/MRN #: _______________________________Age:______
Sex:_____Date:_________
REVIEW OF SYSTEMS (briefly describe PMH, mechanism of injury, signs, and/or significant symptoms) 

____________________________________________________________________________________

 ____________________________________________________________________________________
DURATION OF PROBLEM in days/wks/m,/yrs
__________________________________________
Old Films Available for Comparison?






Yes
No

II.
LOCATION-ANATOMICAL AREA

Shoulder
Arm
Forearm      Wrist
  Hand
 Circle Exam
Pelvis   Thigh    Knee    Leg    Ankle    Foot Circle Exam
CSpine     Lspine      Sinus    Skull    Circle Exam; MD must push button
III. VIEWS 



Views requested

AP/PA

Lateral

Oblique
Other-specify


Number of views

1
2
other







IV.  VALIDITY
Is the amount of penetration acceptable to allow interpretation?



Yes
No

Is the film labeled correctly








Yes
No

V.
FINDINGS

A.
Are there any significant abnormalities to the bones?

 


Yes
No

B.
Any significant abnormalities to the soft tissue?





Yes
No

C.
Any significant abnormalities to the joint?





Yes
No
VI.     My interpretation is:

A.
Within normal limits.

B. Normal, but I want to comment on some findings which are probably insignificant.  Consultation not required. ______________________________________________________________________

C. Questionable findings exist and consultation will be requested.

D. Abnormalities which require comment at this time include the following:

1. None

2. Others, please list_____________________ ___________________ ____________________

VII.   PLAN:

Student/Resident: _______________Attending Physician: ______________________Date:______________
