




Activities
Which activities are difficult to perform? 0 Sitting 0 Standing 0 Walking 0 Bending 0 Laying

OSharp oDull OThrobbing ONumbness OAching 0 Shooting
OBurning OTingling OCramps oStiffness OSwelling OOther

Rate the severity of your pain. (1, mild pain or discomfort, to 10, severe pain) 1 2 3 4 5 6 7 8 9 10
Is the pain constant or does it come and go? _
Family Physician: _
What treatment have you already received for your condition?
oMedication OSurgery OPhysical Therapy OOther _
Name and address of other doctor(s) who have treated your condition(s):

Exercise
ONone
oModerate
ODaily
oHeavy

Work Activity
oSitting
oStanding
OLight Labor
OHeavy Labor

Habits
OChemical Abuse
OSmoking
OAlcohol
OCoffee/Caffeine Drinks
OHigh Stress Level:

DJob OFamily OOther

Packs/Day _
Drinks/Weeks _
Cups/Day _

Health History
Check only those conditions which are applicable:
DAIDSIHIV DCataracts DHepatitis
DAlcoholism DChemical Dependency DHemia
DAllergy Shot DChicken Pox DHemiated Disc
DAnemia DDepression DHerpes
DAnorexia DDiabetes DHigh Cholesterol
DAppendicitis DEmphysema DKidney Disease
DArthritis DEpilepsy DLiver Disease
DAsthma DFractures DMeasles
DBleeding Disorders DGlaucoma DMigraine Headaches
DBreast Lump DGoiter DMiscarriage
DBronchitis DGonorrhea DMononucleosis
DBulimia DGout DMultiple Sclerosis
DCancer DHeart Disease DMumps

DChange in bowel or bladder habbits
DThickening or lump in breast or elsewhere
DObvious change in wart or mole

DOsteoporosis
DPacemaker
DParkinson Disease
DPinch Nerve
DPneumonia
DPolio
DProstate Problems
DProsthesis
DPsychiatric Care
DRheumatoid Arthritis
DRheumatic Fever
DScarlet Fever
DStroke

DSuicide Attempt
DThyroid Problem
DTonsillitis
DTuberculosis
DTumors, Growths
DTyphoid Fever
DUlcers
DVaginal Infections
DVenereal Disease
DWhooping Cough
DOther

DA sore that does not heal DUnusual bleeding or discharge
D1ndigestion or difficulty in swallowing DNagging cough or hoarseness
DUnintended loss of weight - more than 10 pounds

Spinal Exam
Spinal X-ray
Blood Test
Urine Test

DYes
DYes
DYes
DYes

DNo
DNo
DNo
DNo

Physical Exam
Chest X-ray
MRl/CT Scan
Other

DYes
DYes
DYes
DYes

DNo
DNo
DNo
DNo

Injuries/Surgeries you have had
Falls
Head Injuries
Broken Bones --------------------------------
Dislocations
Surgeries



Please Circle for (N) name brand (G) generic brand (P) prescription (0) over the counter
What medications are you taking? Qty. How many times per day?




