g

ANKLE FORM

Place PATIENT DETAILS label here

and/or
if any patient details are not available on the hospital label please complete below

ﬁgﬁé Australian Orthopaedic Association
National Joint Replacement Registry

SIDE 1

PRE-OP XR TALAR TILT: MORTISE VIEW ANKLE & LATERAL TIBIAL LINE

Please complete this section for TAR and Arthrodesis

Valgus Varus Neither — Angle ...ccooeeeeeeeeeecennnns © Degree (Scan for Guide)
(Primary only - Circle one above) (Write degrees above) -,
Pre op COFAS Type: 1 2 3 4 5a 5b 5c 6

SUMBME! cvvveeeeeterieseessesesseessetesssssaebebsssssstessssssesnns Female: [ Male: [ (circle one)
First Name: .....oooviiiiiiiiiiiiiiii Middle Initial: ............ COFAS reoperation code: 2 3 4 5 6 7 8 9 10 11 12 13
AQAIESS:  wivviviieisii et sre e srenne s (Circle one)
Post Code: ......cccveuee. Previous Procedures NO ] YES 0
Hospital Patient No: ... DOB: ... [oveed v Planovalgus RECONSEIUCLION ........covveriinieniieniesiisie e NO | YES O
MediCare NO:  ..vvveieeiieirrrrre e s DVA NO. coveiiccrreree e .
(If applicable) Cavovarus Reconstruction ..........ccvveevvieinninininiien s NO | YES O
Supramalleolar OSteotomMY ......ccvvveviriiiiiirii s NO YES
Name of Hospital: .......ooocviieiiniii s State: . P Y - o
TAR NO [T YES [ Type/Brand:.......cccvveviivinninennienniiennn,
Consultant Surgeon Code: .....cccceviiiiiiineen e,
Arthrodesis NO [ YES [ Joint FUused:.....ccccevvieiieesiee e
Weight (kG) ...ccoovenene Height (cm) ............... ASA ............. Fracture Fixation (7ick a7 that apply) NO O YES O
One Malleolus ........cccvvivveininnennininennns [0 >1Malleolus ......cccoeoeemeerieerineerineennns O
PLEASE COMPLETE THIS SECTION IN FULL ) )
(IF BILATERAL USE TWO FORMS) Pilon / Talus Fracture .........c.cccovvinnnnne [0 Syndesmosis ......cccoverveererirerieesnennnens O
OPERATION DATE .../ ..o/ .
/ / LO RO Concurrent Surgeries (7ick all that apply) NO | YES O
PRIMARY TAR O ) R_EVISION_/ R_E'OPERATION U Achilles Lengthening ..........ccceevieeriniieennniieesieee e NO O YES |
PRIMARY ARTHRODESIS I:‘ (if revision/re-operation tlckeq please complete the COFAS
reoperation code) Ligament Stabilization ............eeeevrveevrveeennes NO []  Medil O Lateral O
DIAGNOSIS (Tick more than one box if applicable) DIAGNOSIS (Tick more than one box if applicable) Hindfoot Reconstruction .............ccceeeeeeeeen. NO [ Osteotomy [] Arthrodesis |
OSteoarthritis ........ccevveerrerrieeesee e | LOOSENING .uveerueeernreesneeenneeenreeseeesneenns | Forefoot / Midfoot Reconstruction ............. NO [J Osteotomy [] Arthrodesis 0
Post Traumatic Arthritis ........cccocvviiiniiinenne O LYSIS vvviriiirin i | OUNEE SOOI wvverveereereeessesseeesseeseeeesseseeeeeesesseeessessesee NO m YES |
Rheumatoid Arthritis ........ccovevrienrieersieennienns | INfECHION .eevieeeeeeeee e |
Other Inflammatory Arthritis ..........cccoeverunnnn | Implant Breakage Specify/ .......cuovrveeenns O Arthrodesis NO [] YES [] Arthroscopic NO O YES O
Fracture SPEGHY/ ....cveeveeeiieneiiensiieesieesseeensennn O (1S o111 YA O Fixation Type (tick ai that apply) L T RN O
INStability .oooceviviieii e O [D]1[oTor=1 oo PRI O SCIEWS wevveeirteesieessessseesseessseeesssesnseeans O External Fixation .......cccccevvvvineeniennnen. O
Malalignment ..., O Component DiSSOCIAtIoN .......veveeeeeererenes O Y O ONBI . eeeeeereeseie e seeeees O
Other SPECHY vevuuviveeerereiiiiiiisiireeee s ssrrreeeens FracCture SPECHY ecevvveeeeeereeiieereesssnssiens
- pecty . Bone Graft (ick ar that apoiy) NO O YES O
Non-Union of arthrodesis ..........cccccuenue |
AUtOgraft .....cccovvviiiiii e O AllOgraft ....ccveeveiiieie e |
Mal-Union of arthrodesis .............cccue.... O ) o
SYNthetic ....ccceviviniiiiiii e O BiolOgiC ..ovveiiiiiiie i, O
Other Speclﬁ/ ....................................... D (Stickers can be placed on reverse of this form)
V8.5 Please return form to AOANJRR, Locked Bag 2, Hutt St Post Office, Adelaide, SA, Australia 5000 Please complete Side 2



#% Australian Orthopaedic Association

ANKLE FORM /0% National Joint Replacement Registry SIDE 2
TIBIAL COMPONENTS TALAR COMPONENTS
(Mark relevant box, place company labels on coloured areas or complete details by hand) (Mark relevant box, place company labels on coloured areas or complete details by hand)
(@00 27] 0= 01V P (@00 191 07=1 21V SRR
Prosthesis NGameE oot Prosthesis NAmeE oo e
(O 17 2= [T (O 14 2= [T
Ot NO. e e e e o ) ol o
(60 11157 )V PP PR 100 1917 1 V2
Prosthesis NGME oo r e e e e e e e e Prosthesis NAmME oo e
Cat/REf NO. et Cat/REf NO. e e
Ot NO. e e o ) o o
CEMENT SURGEON ASSISTIVE TOOLS
(Tick all that apply — afflix label below if available)
TIBIAL NO | YES |
TALAR NO 0 YES O Computer NAVIgated  ....ccvvveiieiiiiieeer NOO YESO
SYSLEM USEA & ..o e
CEMENT NAME ...ttt ettt ettt et ettt s eaa e ea e ean s eaa e sanseansesansannsennsnsranesennsrnnerens Image Derived Instrumentation (IDI) .....ccccciiviiiiniiiiiiniineecennnn, NO O YES O
(Use company label or complete details: if more than one mix is used, use only 1 label) SYSEEM USEA & vovvveeeereeeeeerneeeeerneereseseseesare e
ADDITIONAL COMMENTS (or Extra Labels) ADDITIONAL COMMENTS (or Extra Labels)
ALL SECTIONS of this form MUST be COMPLETED ALL SECTIONS of this form MUST be COMPLETED

V8.5 Thank you for completing this form - For further information contact 1800 068 419 Completed by ..............coooiiiiie e Date ......... Y Jooeainens



