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Patientis Name: Date:
Address: City: State: Zip:
Phone #: Date of Birth: Age: Gender:

Please mark the intensity of your pain teday.

1 = NO PAIN
10 - MOST INTENSE EVER FELT

Example |

OFFICE USE ONLY

Please mark area & type of pain on the drawimg using the code below.

M — Humbness P —Pain
T - Tinglimg A — Ache
5 — Soremess 5T - Stiffness

HABITS EXERCISE FAMILY HISTORY
O Smoking Packs/Day O None Diabetes Heart Kidney Cancer Back
3 Drinking  Alcohol O Moderate Mother a a a a a
3 Coffee Cups/Day 3 Daily Father a a a a a
Type Brother, No. of ___ a a a O )
Sister, No. of ___ a O a a a
HAVE YOU HAD ANY OF THE FOLLOWING DISEASES?
O Appendicitis O Anemia O Heart Disease 3 Arthritis
0O Pneumonia O Measles O Goiter 3 Epilepsy
O Rheumatic Fever O Mumps 3 Influenza O Mental Disorder
O Polio O Chicken Pox O Pleurisy O Lumbago
O Tuberculosis O Diabetes O Alcoholism O Eczema
O Whooping Cough 3 Cancer O Venereal Infection O HIV Positive
OPERATIONS AND PROCEDURES
DATE(S) DATE(S) DATE(S)
Vaccinations Tubes in Ears Sinus
Tonsillectomy Appendectomy Hernia
Gall Bladder Female Organs Thyroid
Back Operation Rectal Surgery Stomach
Other Other Other
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Do you have any close family history (father/mother, grandparents, aunts/uncles) of any of the following:

O Diabetes O Gout
O Gallbladder problems

O Thyroid problems 3 Heart conditions

O Liver problems O Stomach problems

Have you had the flu, a cold, or a respiratory iliness (cough) in the last 3 weeks?
O Yes O No

Do you smoke? When was your last smoke?:

O Kidney problems
3 Colon problems

Have you experienced a recent trauma (a fall, sports injury, car accident, dental work, surgery, etc.)?

Are you now or have you ever been disabled? @ Yes O No When: How:

3 Ovarian/uterine problems

O Lung conditions O Strokes

O Yes O No

O Yes O No

Please answer the following questions in regard to the chief complaints you described on pages 1 and 3.

COMPLAINT

1: 2:

When and how did this problem begin?

O suddenly O gradually O suddenly 3 gradually

What makes it better ? / What makes it worse ?

How would you describe your pain/symptoms ?

O achy O sharp O burning O achy O sharp O3 burning3 achy
O sore 3 tight & stiff O sore 3 tight & stiff
O numb O pins & needles O numb O pins & needles

How often do you experience your pain/symptoms ?
O constantly (100%) 3 frequently (75%)
O intermittently (50%)

O constantly 3 frequently

3 occasionally (25%) O intermittently O occasionally
Does the pain radiate anywhere ?

O down the arms O legs O down the arms O legs

Is your complaint affected by the time of day ?
O worse in the morning O evening O worse in morning O evening

O better in the morning O evening O better in morning O evening

Are you getting: (Circle) worse / better / same worse / better / same

O suddenly O gradually

O sharp O3 burning
O sore 3 tight & stiff
O numb O pins & needles

O constantly 3 frequently

O intermittently O occasionally

O down the arms O legs

O worse in morning O evening

O better in morning O evening

worse [ better /| same
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