PATIENT NAME: DATE:

CURRENT PROBLEM .
WHAT SPEGIFIC PROBLEM BRINGS YOU TO OUR OFFICE TODAY?

HAVE YOU HAD THIS CONDITION IN THE PAST? IF YES, WHEN?

DID YOU SEEK TREATMENT BY A DOCTOR FOR THIS CONDITION? |F YES; BY WHOM?

WHERE IS THE PAIN/PROBLEM LOCATED? PLEASE MARK ON THE PICTURES BELOW.

DULUAGHESAA  NuwBness 00 Png/NeebleslI[J BURNINGXx STABBING// SHARP22  STIFF 11




PLEASE GRADE YOUR PAIN ON A SCALE OF 0-10;
[0=No PAIN, 10= EXTREME PAIN]
CHOOSE HOW FREQUENT THE PAIN IS PRESENT:!

e Neckk 0 1 23 456 78 9 10
o SELDOM - INTERMITTENT - FREQUENT - GONSTANT

e UPPERBack:0 1 2 3 4 5 6 7 8 9 10
o SELDOM - INTERMITTENT - FREQUENT - CONSTANT

e |OWERBACK:0 1 2 3 4 5 6 78 9 10
o SELDOM - INTERMITTENT - FREQUENT ~ CONSTANT

e OTHER:
o 0123 45¢86 7 88 10
o SELDOM - INTERMITTENT - FREQUENT - CONSTANT

HOW LONG AGO DID THIS PROBLEM FIRST START? DAYS / WEEKS. /| MONTHS / YEARS
DID YOUR PAIN OR PROBLEM: [ | BEGINALL OF ASUDDEN || GRADUALLY DEVELOP OVER TIME

How WOULD YOU DESCRIBE YOUR PAIN? [JNOPAIN  [] SHARP  [JDULL [JACHING [] BURNING
[JRADIATING [JITCHING [] STABBING [JOTHER

SINCE THE TIME YOUR PAIN OR PROBLEM BEGAN, HASIT: [ STAYED THE SAME [ ]BECOMEWORSE []IMPROVED
WHAT MAKES YOUR PAIN OR PROBLEM FEEL WORSE? [ JWALKING ] STANDING  [[] DAILY ACTIVITIES

[JRESTING [JRUNNING [JOTHER
WHAT MAKES YOUR PAIN OR PROBLEM FEEL BETTER?

WHAT TREATMENTS HAVE YOU HAD FOR THIS PROBLEM?

HOW HAS THIS PROBLEM AFFECTED YOUR LIFESTYLE OR ABILITY TO WORK?

WAS THIS PROBLEM CAUSED BY AN INJURY? [(]YES (DESCRIBE) [No
IF YES, WAS IT A WORK-RELATED INJURY? [JYES [INO

TO THE BEST OF MY KNOWLEDGE, | HAVE ANSWERED THE QUESTIONS ON THIS FORM ACCURATELY. | UNDERSTAND THAT PROVIDING
INCORRECT INFORMATION CAN BE DANGEROUS TO MY HEALTH. | UNDERSTAND THAT IT IS MY RESPONSIBILITY TO INFORM THE DOCTOR

AND OFFICE STAFF OF ANY CHANGES IN MY MEDICAL STATUS.

PRINT NAME OF PATIENT, PARENT OR GUARDIAN

IF OTHER THAN PATIENT, RELATIONSHIP TO PATIENT

SIGNATURE

DATE



