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Morbus Dupuytren Intake Form
Patient Name: ____________________________________
Date of Birth: _____________________

Date of First Contact: _______________________________________________________________

General Data: 

□ Right-Handed




□ Left-Handed
Is there a family history of Dupuytren?  □ No
□ Yes, Who? _______________________________________________

Related Diseases Existing (Please check all that apply):

□ M. Peyronie    
□ M. Ledderhose         □ Knuckle Pads
        □ Keloid

Other Diseases Existing?
□ Diabetes Mellitus
□ Epilepsy
□ Liver Disease

□ Atherosclerosis

Do you drink alcohol?  □ No
□ Yes, how much per week_________________________________________________

Do you use tobacco?   □ No
□ Yes, how much per week ________________________________________________

Have you had any trauma involving your hands?  If so, which hand was involved? ______________________________

Professional / Leisure Hand Activities:  □ Rough/Physical Activities
□ Fine Activities (i.e. sewing/needlepoint)
Which Professional / Leisure Activity do you participate in? __________________________________________________

_________________________________________________________________________________________________

For the following, when did your first clinical symptoms develop? (month/year)
Have clinical symptoms increased during the following time frames?
□ No
□ Yes
[    ]  Within the past 4 weeks? 



[    ]  Within the past 3 months?


[    ]  Within the past 12 months? 


[    ]  Within the past [    ] years?

Intercurrent Stabilization?
□ No

□ Yes


	Clinical Symptoms
	Right Hand
	When?
	Left Hand
	When?
	Right Foot
	When?
	Left Foot
	When?

	
	
	
	
	
	
	
	
	

	Itching and burning?
	[ ] N 
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N 
	[ ] Y
	
	[ ] N 
	[ ] Y
	

	Tension feeling?
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	

	Pressure feeling?
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	

	Pain at rest?
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	

	Pain during motion?
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	

	Skin Retraction? 
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	

	Palpable Nodules?
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	

	Palpable Cords?
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	

	Flexion Deformity?
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	

	Other symptoms?
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	
	[ ] N
	[ ] Y
	


Which physician(s) did you consult with?

□ General Practitioner / Name: ____________________
□ Specialist / Name: _____________________

Which treatment(s) has / have been performed for the involved hand(s)? 
Please put an X where appropriate for any specific medication prescribed
	Right Hand
	Left Hand
	Therapy Type
	Right Foot
	Left Foot

	
	
	Medication Type
	
	

	
	
	Steroids
	
	

	
	
	Allopurinol
	
	

	
	
	Antirheumatics
Antiphlogistics or Anti-inflammatories
	
	

	
	
	Vitamins
	
	

	
	
	Enzymes
	
	

	
	
	Tissue softening agents
	
	

	
	
	Others – please list 
	
	

	
	
	Surgical Procedures (include date and type of surgery performed)
	
	

	
	
	Radiotherapy (include date and radiation dose)
	
	

	
	
	Local injections (include date and name of drug injected)
	
	

	
	
	Local/Topical Ointments
	
	

	
	
	Other Therapies
	
	


RE 04/15/2021
David P. Musich, MD


Lawrence Hochman, DO


Diplomates American Board of Radiology
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