Symp tOIIlS (Rate the level of your pain for each symptom: 1 mild — 10 severe)
List symptoms: (1) 2)_- (3)

When did you first notice your symptoms:
Is your pain: Decreasing  No change Increasing
Is the pain constant or does it come and go:

Type of pain  QSharp  ODull - UThrobbing [dAching OShooting UNumb
OTingling OBuming UStiffness
Which activities are difficult to do: QSitting  OStanding OWalking UBending ULying
What treatment have you already received for your condition: UMD QPhysical Therapy Chiropractor
Name and address who have treated you:

Are you taking any medication for the pain:

Health History

Check only those conditions which are applicable:

OAIDS/HIV UChemical Dependency UHerniated Disc UPacemaker UTonsillitis
WAlcoholism U Chicken Pox (Herpes OParkinson’s Disease O Tuberculosis

" OAllergy Shots L Depression UHigh Blood Pressure UPinched Nerve WTumors, Growths
UAnemia UDiabetes OHigh Cholesterol OPneumonia UTyphoid Fever
UAnorexia HEmphysema UKidney Disease QPolio CUlcers
OAppendicitis UEpilepsy ‘ OLiver Disease OProstate Problems UVaginal Infections
U Arthritis UFractures OLow Blood Pressure OProsthesis OVenereal Disease
(JAsthma OGlaucoma UMeasles UPsychiatric Care HWhooping Cough
UBleeding Disorders UGoiter OMigraine Headaches ORheumatoid Arthritis QOther
UBreast Lump UGonorrhea UMiscarriage ORheumatic Fever
UBronchitis UGout UMononucleosis OScarlet Fever
UBulimia UHeart Disease UMultiple Sclerosis UStroke
QCancer OHepatitis OMumps QO Suicide Attempt
QCataracts UHernia QOsteoporosis QOThyroid Problems

Dates of last exams:

(Women) are you pregnant? dYes WNo Nursing? OYes WNo Taking birth control pills? OYes ONo

List any types of surgeries which you have had and the dates which the occurred:

Please list all medications you are currently taking:

Allergies:

Daily Habits

What type of exercise do you perform on a daily basis? [None Moderate WHeavy
What do your daily work habits include (ex. sitting, standing, light labor, heavy labor, computer work)

What vitamins do you currently take?

What kind of other nutritional supplements do you take (if any)?

Do you smoke? UNo WYes  How much per day?

How much liquor do you consume on a weekly basis?

How much coffee or caffeinated beverages do you consume on a daily basis?

X

SIGNATURE OF PATIENT (or parent if a minor) DATE



