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Dato: …..…/…..… -………

Navn: ………………………………….….……………………

Adresse: ………………………………………     M / K

Født: ……/………-……… Alder  ….…...........………………

Arbeid/Fritid……………...................................………………

Holdning/Belastning: …….................................................….

..............................................................................................

Funksjonelle problemer i forbindelse denne episode............. ……………………………………………...................…………

...............................................................................................

ANAMNESE
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SYMPTOMER



Nåværende symptomer: ………………..........…………………………………………………………………………..……

Til stede siden: ….…/….…-….………..……….......................…….………………….Bedring / Uendret / Forverring

Startet som følge av: ……………...............…….......................…………………..………………………….. uten grunn

Symptomer ved start  …….………………….......…………………….………………........................................…….......

Konstante symptomer:....................................................... Intermitterende symptomer:...……...................................

Hva  produserer eller forverrer:...................................................................................................................................

..........................................................................................................................................................................................................................................................................................................................................................................

Hva stopper eller reduserer:.........................................................................................................................................

..........................................................................................................................................................................................................................................................................................................................................................................

Kontinuerlig bruk  gjør smerten       Bedre
     Verre
Ingen effekt

Smerte i hvile             Ja / Nei

Søvnforstyrrelser       Ja / Nei

Andre spørsmål:...........................................................................................................................................................

..........................................................................................................................................................................................................................................................................................................................................................................

Behandling i denne episode:........................................................................................................................................

Tidligere episoder:......................................................................................................................................................

Tidligere behandling:....................................................................................................................................................

Ryggproblemer:............................................................................................................................................................ 

...................................................................................................................................................Parestesier    Ja / Nei

Medisinering:.............................................................................. Effekt :......................................................................

Nåværende medisinering:............................................................................................................................................

Generell helse:.............................................................................................................................................................

Rtg/MR/CR:.................................................................................................................................................................

Konklusjon                  Akutt  /  Sub akutt   /   Kronisk            Traume /snikende start

Fysioterapeutiske   undersøkelse:...............................................................................................................................

.....................................................................................................................................................................................

.....................................................................................................................................................................................

PERIFER

Observasjon:................................................................................................................................................................

Aktivt bevegelsestap:...................................PDM.......................................ERP..........................................................

..........................................................................................................................................................................................................................................................................................................................................................................

Passivt bevegelsestap:................................PDM.......................................ERP..........................................................

+/- over pressure

..........................................................................................................................................................................................................................................................................................................................................................................

Test med motstand:.....................................................................................................................................................

..........................................................................................................................................................................................................................................................................................................................................................................

Smerteeffekt etter gjentagne bevegelser: produces (P)  abolishes (A)  increases (I)  decreases (D)  radiates (R)       

                                                 localises (L)  better (B)  worse (W)  No better (NB)  No worse (NW)  No effect (NE)

Effekt av  gjentagne bevegelse på bevegeligheten:               Bedre               Dårligere            Ingen effekt 

Statiske  belastinger effekt:..........................................................................................................................................

..........................................................................................................................................................................................................................................................................................................................................................................

Belastet / uten belastning:..........................................................................................................................................

..........................................................................................................................................................................................................................................................................................................................................................................

RYGG

Bevegelsestap:............................................................................................................................................................

..........................................................................................................................................................................................................................................................................................................................................................................

Effekt av gjentagne bevegelser:...................................................................................................................................

..........................................................................................................................................................................................................................................................................................................................................................................

Effekt av statiske belastninger:....................................................................................................................................

..........................................................................................................................................................................................................................................................................................................................................................................

Rygg testing   Ikke relevant   /  Relevant  / Sekundært problem

KONKLUSJON Perifer:...............................................................................................................................................

Dysfunksjon: Ledd:..................................................   Muskler :...................................................................................

Derangement :........................................................... Postural:...................................................................................

Andre :......................................................................  Usikker:.....................................................................................

PLAN 

Øvelser           Frekvens 

..........................................................................................................................................................................................................................................................................................................................................................................

.....................................................................................................................................................................................

Perifér


Vurdering








