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Name: . - - Birth Date: Age: Date:
Referring MD: - Primary MD:
[eight — Weight Gender ~~ Marital StatusS ™M~ W D Number of Children

Chicl Complaint (Reason for your visit):

PAIN HISTORY:

TYPLE OF PAIN YOU AREE CURRENTLY " -.:,;\'
EXPERIENCING \‘,_;ﬁif
Place appropriate symbol or letter on the diagram. Ir'/« '- 3t TN
«  Ache = AAAA : FE AR
e Burning = XXXX ! /3_{ \ ./ \ﬁ‘\
o Cramps = CCCC ‘ E Ly e \
«  Dull= 0000 {7 s 'f\ )
o Numbness = NNNN f mflj / ]
o Sharp = SSSS ‘ Ho A
o Shooting=<<<< \ H
e Stabbing=//// [RIRLE
o  Throbbing=---- U
*  Tingling = +++ \ f! f
o Other Sensation = # # #t # \}
(Describe it _ e ) R
we)

PAIN SEVERITY SCALES:
»  Please circle the number that best describes your pain right now,
NoPain 0 1 2 3 4 5§ 6 7 8 .9 10 Worst Possible Pain

»  Please circle the number that best describes your typical or usual pain,
No Pain 0 | 2 3 4 5 6 7 8 9 10 Worst Possible Pain

¢ Please circle the number t-at best describes your pain level at its best.
NoPain 0 | 2 3 4 5 6 7 8 9 10 Worst Possible Pain

¢ Please circle the number * :at best describes your pain level at its worst.
NoPain O t 2 3 4 5 6 7 8 9 10 Worst Possible Pain

[TOW DID YOUR PROBLEM START (CHECK ONE)? EXPLANATION
T Noinjury (onset was: [J Gradual or O Sudden)
Why do you think it started? Date
0 Injury (from Accident or Sport NOT Work or Auto)

Date , Where and how did it happen?
What sport__ - -
1 Injury at work (Date - ) B

Froma O 1ift (1 twist O bend O%ull O rcach
Auto accident (Date ) How was car hit?




HOW OFTEN IS YOUR PAIN PRESENT?
1 Rare (several times per month) 0 Occasional (several times per week) [ Sporadic (several times per day)
J Frequent (several times per hour) [ Constant

WHAT MAKES YOUR PAIN WORSE?
(3 Driving 03 Sitting O Coughing 0 Sneezing O Straining to have a bowel movement O Lifting [ Exercise 0 Twisting
(I Lying in bed O Bending U Squatting O Kneeling [J Climbing stairs 0 Standing O Walking O Other

WHAT MAKES IT BETTER?
OO Rest O Heat Olce OOther

HAS YOUR ABILITY TO PERFORM DUTIES AT WORK BEEN AFFECTED?
‘I No = Somewhat {J Seriously 21 Unable to perform duties

HAS YOUR ABILITY TO PERFORM ANY OF THE FOLLOWING ACTIVITIES BEEN AFFECTED?
(1 Bathing O Grooming 0 Using toilet O Getting dressed 0 Walking O Preparing meals O Climbing stairs
{1 Household chores [1 Shopping

HAS YOUR PAIN BEEN ASSOCIATED WITH ANY OF THE FOLLOWING SYMPTOMS?
O Inability to hold your urine (incontinence) U Inability to control stool/feces (incontinence) O Fever/chills
{7 Abdominal pain O Pelvic pain J Weight loss O Weakness O Other

PAIN TREATMENT LHISTORY:

PLEASE LIST ANY PREVIOUS DOCTORS WHO HAVE TREATED YOU FOR THIS CONDITION,

MAVE YOU HAD SURGERY FOR THIS CONDITION IN THE PAST? O Yes 00 No If yes, please list below:

Surnery Perlormed o = S Strgeon T Date I
Stepen Toformed 77T T T T e ~ Surgeon T T Dae

Sorgay Performed

“Surgeon [ate
WHAT OTHER TREATMENTS HAVE YOU TRIED FOR THIS CONDITION?
O Physical therapy: Date begun _ For how long? ~ Did you improve?
O Chiropractic: Date begun ~ Forhow long? ~Did you improve? .
00 Steroid injections: Date Type of injection Did you improve? -
[1 Accupuncture: Date Did you improve?

GENERAL MEDICAL HISTORY:

SURGERIES/DATES (not related to current condition):

MEDICATIONS (or attach list):

OVIER THE COUNTER DRUGS (or attach list):




HERBAL MEDICINES OR VITAMINS:

MEDICATION ALLERGIES:

Have you ever had a reaction to the dye used in certain radiologic & cardiac x-rays? (i.e. CT Scan dye)

OYES ONO

SOCIAL HISTORY:
NO YES
Do you drink alcoholic beverages?
Do you currently smoke?
Have you ever smoked?
Do you or have you used illicit drugs?

Do you exercise?

['yes what is your routine:

How long/much

Occupation;

Describe your job tasks:

Are you currently working? O Yes ONo
3 Full time O Part time O Unable to work
1 Unemployed O Retired O On disability

How many days have you missed in the past year due to your pain?

FAMILY HISTORY:

Family Member(s) Alive  Deceased Current Age or Age at Death
Mother

Father
Sister(s)

Brother(s)

e

Cause of Death



Do you have FAMILY history of:

I. Heart Disease
2. High Blood Pressure

. Diabetes

Lo

4. Stroke

5. Cancer (location)

6. Thyroid Disease

7. Abdominal Aortic Aneurysm
§. Peripheral Vascular Disease

9. Other Disease

PAST HEALTH HISTORY/ROS:

NO

Do you have now or have you ever had any of the following:

NO
Heart Disease
Heart Attack
High Blood Pressure
Stroke
Chest Pain/Pressure -
Heart Failure

Rapid Heart Beat
or Irregular Pulse

Swollen Ankles

Pain in calf muscles
when walking

Aneurysm
Varicose Veins
Light Headedness
Dizziness

Migraine headaches

YES

YES

Please Explain



NO

[atue

SUlAe

Drepression

Menstoal dystunction

sexually ransmitted  disease
. 7/

Anvichy

Arthiits

Blood Disense or Apemia

Automunune Discase

ANlereres‘Hay fever

Cougeh

Shortess ol Breath

Asthma or Emphysema

Caneer (location)

Scarlet Fevel

Rhcumittie Fever

Fhvioid Disease

Hepatits

Cliandice or Liver Disease)
Kiduey Stone(s)

Blood m Urine

Uty Troblem

lHkL'l

Colitis

Rectad Bleeding

Stomach or bowel disorder
Climze i Bowel Habits

Black Tany Stool

an

Please Explam



