
1.  Split the evaluation form into four sections 
a.  1st year student does history/observation/palpation 
b.  2nd year student does muscle testing/ROM 
c.  3rd year student does stress testing 
d.  4th year student does neuromuscular/functional testing 

 
- Use as a teaching tool where all of the students check each other as the progression advances 
- Develop a form including pain factors, different body parts, different tests, etc. 
- List anatomy and bony landmarks that need to be tested for each body part 
- List all tests for each body part 
 
2. Different sections on form 
- History  
- Observation 
- Palpation/assessing motion 
- Stress test/functional 
- Neurological/vascular 
- Additional/special test 
- Referral/x-ray/diagnostic testing 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



Southeastern Louisiana University’s Sports Medicine Center 
 
Name:_____________________________________    
Sport:_________________  Date:________  BP:__________ 

HR:_________ 
Practice_____Game_____  Evaluator:________________ 

------------------------------------------------------------------------------------------------------------------ 
1.  History:   
a.  Do you remember a specific episode of trauma? If yes, when and please describe.__________ 

_______________________________________________________________________ 
________________________________________________________________________
_______________________________________________________________________ 
_______________________________________________________________________ 
(Angle of body part?) 
If no, do you remember when you began to feel the discomfort? How long?___________ 
________________________________________________________________________

 Has it progressively gotten worse? 
____________________________________________ 

________________________________________________________________________ 
(Specific or non-specific trauma) 
(Present or past injury) 

b.  Have you ever had any other injuries to this body part, the foot, or the lower leg?   
If yes, then when and how many times?________________________________________ 
________________________________________________________________________ 
Did you recover? Is it worse than before?______________________________________ 
________________________________________________________________ 

c.  Did you hear or feel a pop/ have a sense of giving away?______ 
d.  Do you feel any crepitus/grinding/popping?_______ 
e.  Do you ever have swelling or puffing around the ankle joint?______ 
f.   Can you put your finger on the point that gives you the most pain?______________________ 
g.  At the time of your injury, describe the 
pain.________________________________________ 

Dull, diffuse, burning throbbing, aching, sharp, knife-
like?__________________________ 
h. Has the pain changed? Yes or no?____  

How?_______________________________________ 
________________________________________________________________________ 
Time span_______________________________________________________________ 
_______________________________________________________________________ 
Rate it on a scale of 1 to 10 (with 0 being none and 10 being excrutiating) 

i.  What have you done since the injury?_____________________________________________ 
_______________________________________________________________________ 

j.  What makes the pain worse/what makes it better?___________________________________ 
_______________________________________________________________________ 

k.  Does pain wake you up at night?______________ 
l.  Do you have pain in any other parts of the body? Is it referred?________ 
m.  Were you taped or wrapped?___________ 
g.  What type of shoe were you wearing?____________________________________________ 
h.  Do you wear any type of foot support?  Yes or No. 

How long have you worn them?_____________________________________________ 
i.  Have you made a change in terrain/training regimen?_________________________________ 



______________________________________________________________
_________ 

  
 

2.  Observation: 
a.  Condition of athlete:                   Excellent  -  Good  -  Fair  -  Poor 

             (Circle one) 
b.  Observe weight 

-description:_____________________________________________________________ 
c.  Observe gait:            Non-weight bearing  - Partial weight bearing  - Full weight bearing 

     Limp:                          Pronounced  - Mild  - Slight 
                                  Unable to bear weight 

                                    (Circle one) 
 

Compare bilateral
d.  Gross deformity: 

-description:_____________________________________________________________ 
 
e.  Swelling:    Hemarthrosis  -  moderate  - mild effusion 

(Circle one) 
f.  Discoloration: 

Echymosis and location. 
-description:_____________________________________________________________ 

g.  Location of calluses on foot 
-description:_____________________________________________________________ 

h.  Pes plantus/Pes cavus  Positive      -       Negative 
-description:_____________________________________________________________ 

i.  Supinated/pronated feet  Positive      -       Negative 
-description:_____________________________________________________________ 

j.  Heel cord tightness   Positive      -       Negative 
-

description:__________________________________________________________
___  
 
 
 
 
 
3.  Palpation: 

Compare bilateral 
a.  Warmth to touch.              Yes  -  No 
b.  Feel underlying tissue:________________________________________________________ 
                       Tender           Crepitus  c. 
 Palpate         Yes  - No        Yes  - No 
d.  Palpate         Yes  - No        Yes  - No 
e.  Palpate         Yes  - No        Yes  - No 
f.  Palpate         Yes  - No        Yes  - No 
g.  Palpate         Yes  - No        Yes  - No 
h.  Palpate         Yes  - No        Yes  - No 
i.  Palpate         Yes  - No        Yes  - No 
j.  Palpate         Yes  - No        Yes  - No 



k.  Palpate         Yes  - No        Yes  - No 
l.  Palpate           Yes  - No        Yes  - No 
m.  Palpate         Yes  - No        Yes  - No 
n.  Palpate         Yes  - No        Yes  - No 
o.  Palpate         Yes  - No        Yes  - No 
p.  Palpate         Yes  - No        Yes  - No 
q.  Palpate         Yes  - No        Yes  - No 
r.  Palpate         Yes  - No        Yes  - No 
s.  Palpate         Yes  - No        Yes  - No 
t.  Palpate         Yes  - No  

      Yes  - 
No  

 
 
 
 
 
4.  Assessing motion    ROM     End Feel   

Painful  -  limited  -   full Hard  - soft  - firm  - springy block  -  spasm 
a.  Passive  

-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 

b.  Active 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 

 
c.  Resisted 

-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 
-------       -------     -------        -----    -----    -----          -----              ----- 

  
d.  Muscle Testing    With gravity                                       Without gravity 
Right 

5     4     4-    3+    3     3-    2+  2     2-    1+    1    0 
5     4     4-    3+    3     3-    2+  2     2-    1+    1    0 

 
5     4     4-    3+    3     3-    2+ 
5     4     4-    3+    3     3-    2+  2     2-    1+    1    0 
5     4     4-    3+    3     3-    2+  2     2-    1+    1    0  

Left 
5     4     4-    3+    3     3-    2+  2     2-    1+    1    0 
5     4     4-    3+    3     3-    2+  2     2-    1+    1    0 

 



5     4     4-    3+    3     3-    2+ 
5     4     4-    3+    3     3-    2+  2     2-    1+    1    0 
5     4     4-    3+    3     3-    2+  2   

  2- 
   
1+ 
   1 
   0  

 
 
 
e.  ROM with Goniometer 

Right      Left 
 ______   (0-20_)   ______  (0-20_) 
 ______   (0-50_)   ______   (0-50_) 
 ______   (0-35_)   ______   (0-35_) 
 ______   (0-15_)   ______   (0-15_) 
 

  
 
 

 
(Circle one) 

5.  Stress tests     (Compare bilateral) 
Anterior Drawer:  Positive      Negative 
Inversion Stress test:  +1         +2           +3 
Eversion Stress test  +1         +2           +3 
Sub-talar Test   +1         +2           +3 

 
  

 
 
 
6.  Special tests   (Compare bilateral) 

Heel Strike Test  Positive      Negative 
Percussion Test  Positive      Negative 
Compression Test  Positive      Negative 
Tuning Fork   Positive      Negative 

 
  

 
 
 
 
7.  Sensory tests 

L5  - Tibial nerve (Lateral side of crest of tibia)  Positive     Negative 
L4  - Peroneal nerve (Medial side of crest of tibia/foot) Positive     

Negative 
  

 
 



 
 
8.  Circulatory 

Posterior tibial pulse 
Dorsal pedis pulse 

 
  

 
 
 
 
9.  Functional Tests 

Weight bearing 
Stand on bad ankle 
Walk on toes 
Walk heels 
Hop on both feet 
Hop on injured extremity 
Straight line jog 
Full speed run to a dead stop 
Carioca to left/right 
Large figure-8 (make progressively smaller and faster) 
Full sprint with 90_ cuts 
Sport specific movements 
All movements pain free/no limp 

 
  

 
 
10.  Notes 
           
 
 
 
 
Impression: _______________________________________________________________ 
__________________________________________________________________________ 
 
 
Referral:   Emergency 
Room_________________________________________________________________________ 

      
_________________________________________________________________________ 
 

    Physician’s 
Office_________________________________________________________________________ 

            ___________________________________________________________________ 
 
 
Acute Management:        Crutches____   Posterior Splint____  Compression Bandage____  Air Caist  ____ 
 

Vacuum Splint____   Speedi Splint____ 
 



 
Diagnostic Tests: 

X-rays:        Anterior/Posterior view 
      Lateral view 
      Mortis view 
      Anterior/Posterior view with stress 

 
Bone Scan:_______________________________________________________________ 

 
 
 
 


