NAME ' N _ADMITDATE
n " T MOMTH

PRESENT COMPLAINTS T

PLEASE CHECK ALL ANSWERS AND FiLL IN THE BLANKS WHERE APPROPRIATE. In the space below, pleas
describe the present complaint(s) which brought you to this clinic for care. After compieting this first section,
please complete the questionnaire on the reverse side. The information you provide conceming past and pres
symptoms and diseases assists your doctor in obtaining an early understanding of your state of health.

1. Present Complaint;

2. Please describe the character of your current pain mummiﬁ:\:fmsmudnmm: D) Sharp/Stabbing (J SharpDull CAches LJDull [JSorene
OWeakness [ Throbbing/Gnawing EI Numbness [JShooting [J Gripping/Constricting [ Buming [JTingling

3. How often are the complaints present? (] Constant, (76-100%) [ Frequent (51-75%) [ Oceasional (26-50%) 3 Intermittent (25% or less),

4. How bad is your pain or ache? Please circlaa number: 0 1 2 3 4 5 6 7 8 9 10
: ) HOPAIN . UNBEARABLE P

s Since your problem began is the pain: [T Increasing (3 Decreasing [ Not Changin

o - . v
=2 6. When did your problem begin: sreanc axre i possiae? }
< 7. Did your problem begin: [l iminediately after 2 spacific incident [ Multipla incidents (7] Gradually developed over tima

8. Describe how your prchie'm began:

9. What treatment have you received for this present condition? [JSurgery [J Spinal injections [0 Therapy froma PT  [J A back support

£ other _ it none check hers 3
10. Were you previously traatje& for a different occurrence of this same conditlon? [JYes [JNo. i yesby: [JChiropracter OOMD [J Therapis
O other {SPECIFY DATES & TYPE GF TREATMENT WITH RESLLTS) —

11. What makes your problem better? {1 Nothing 3 Laying Down [lWalking [JStanding Ositing [JMovementExercise [ Inactivity
D other : '

12, What makes your problem worse? {J Nothinﬁ Cllaying Down OIWalking [JStanding [J Siting [J Movement/Exercise ] Inactivity
£ 0ther .

13. How would you grada your general stress tevel? {JNo Stress £ Minimal Stress ] Moderate Stress [ Greatly Stressed
14. Physical activity at work: [T] Sedentary More Than 50% of Workday (JLight Manual Labor [JManual Labor [ Heavy Manual Labor
15. General physical activity: [ No Regular Exercisa Program [ Light Exercisa Program [ Strenuous Exercise Program

16. Are your complaints affecting your ability to work of otherwisa ba active? _
[ No effect ' ' (] Some physica! restrictions {able to perform fight duty work and houshoid tasks),
(0 Need fimited assistance with commen averyday tasks. [J Nead assistanca often. - '
3 Have a significant inability to function without assistance. L] Am totally disabled (impaired}. Cannot care for self.

PATIENT HEALTH QUESTION

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN CR OTHER SYMPTOMS. INCLUDE SYMPTOMS OF PAIN, NUMBNESS OR TINGLING
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Patient’s Signature: " Date;



