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N a rne: Bilth Date:

Plirnary MD:

Age: _Date:

llcl'crrirrg MD:

llcigrlrt Weight Gencler_

OhicI'Cornplairrt (lleason for your visit):

Malital Status S M Nurnber of Children

PAtN HIS-fOrlY:

'l'YPl': OI PAIN \/OU ARII CURRENl'LY
l:Xl)lrRll:INCING

l)lacc appro;rtirtte 51i111[sl or letter
. Achc -'AAAA
o ilLrrnirr!1, -- XXXX
n (irantps - CCCC
. DLrll- OOOO
. Nurubness : NNNN

' Sharp = SSSS
o Slrooting

" Stabbiug:llll
"'l'lrr.obtrinij : _ _ - -
. l'irlgling:-l-++'1-
. Otlrel Scusatiorr = ll ll lt ll

(Dcscribe it:

PA I N S I-iVI.]R Il-Y SCAI-ES:

" PIcase cilcle the nur.nbel that best describes your pain right now.
NoPairr 0 I 2 3 4 5 6 1 8.9 l0WorstPossiblePain

n Plcase cilcle the nunibel that best clescribes your typical or usual pain.
NoPairr 0 I 2 3 4 5 6 1 8 9 l0WolstPossiblePain

n Plcase circlc the rrurrrbel r,rat best describes yonr paiu level at its best.
NoPain 0 I 2. 3 4 5 6 1 8 9 l0WorstPossiblePain

. Please circle the nurnber' :at best describes vour pain level at its worst.
NoPain 0 I 2 3 4 5 6 7 8 9 10 Worst Possible Pain

r\rl1cr 20'i1l
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ilow DrD YOLJR PROBLEM S-|ART (CHECT( ONE)?

l-l No in.jury (onset rvas: ! Gradual or ! Sudden)
Why clo you think it startcd? Date

ll In jLrry, (l'r'onr Accident or Sport NOT Worl< or ALrto)
Date Wherr-. and how did it lrappen?
Wlrrl srrnrl

,- lrr.itrrl' at rvoll< (Date- 

--)Fronr a n lift tl twist fl bend !-pull t] r'cach

Arrto accident (Date.___) I-low was car hit?

EXPLANATION

v,



IIOW OFTEN IS YOUR PAIN PRESENT?
rl Rare (sevclal tirres pel month) tr Occasional (sevelal tirnes pcr weel<) D Sporadic (several tirnes per day)
iJ FleqLrent (several tinres per hoLrr) ! Constant

WIIAl'MAKES YOUR PAIN WORSE?
l-'lDriving !Sitting t:Cor.rglring !Sueezing !Strainingtohaveabowelmovernent !Lifting DExercise !Twisting
l-1 l-yingiubed !Bending !Squatting !l(neeling !Clirnbingstairs Dstanding !Walking !Other_

WI-IAT MAI(ES IT BETTER?
! llesl. U Heat U Ice ! Other'

IIAS YOUR ABILITY 1'O PERFO]IM DUTIES AT WORI( BEEN AFFECTED?
llNo - Sonrcrvhat {l Scliouslv f-l tJuable to nerlornr dLrties

IIAS YOUR ABII-ITY'I'O PERF-ORM ANY OF TI-IE FOLLOWING ACTIVITIES BEEN AFFECTED?
tl13atlring !Grooming llUsin.qtoilet !Gettingdressed tlWallcing !Pleparirrgmeals !Clinrbingstairs
Ll lloLrsshold choles ! Slropping

ITAS YOUR PAIN BEEN ASSOCIATED WITH ANY OF THE FOLLOWING SYMPTOMS?
fJ lnability to hold yoLrr urine (incontiuence) ! lnabilityto control stool/feces (incontinence) ! Fever/chills
ll Abdonrinal pain ! Pelvic nain il Weisht loss ! Wealcness ! Other'

ll4 r N l'R tiATM rrNT l I tsTotrY :

Pt.lrASll t.lSl'nNY PREVIOIjS DOCTORS WFIO I-IAVE TREATED YOU FOR TFIIS CONDITION.

I.IAVE YOU I-IAD SIJRGERY FOR TIIIS CONDITION ]N T]lE PAST? flYes n No If yes, please list below:

SlrrrLcry l'cr loiln(l

\iir rrrrl'er ii'riiicr| Silrlicon

S Ji f'.r r:-lrir tbr:irrcil SufSeon

WIIA'f OTI]EI{ TITEATMI]NTS I-IAVE YOU TRIED FOR TI]IS CONDITION?
Ll Physical therapy: Date begun For how long? Did you improve?
! Chiropractic: Date begr.rn For how long? Did you impr'ove?
U Steroid in.jections: Date
[1 AccLrlrLr nctufe: Date

Type of injection Did you improve?
Did you improve?

eINF)rAr, M EDTCAL I ilSTORY:

SURGtIRIDS/DATES (not lelated to cufferlt conditiou):

MEDICAI'IONS (or attach Iist):

OVIIR illE COUN.l'ER DRUCS (or attach list):



F]ERBAL MEDICINES OR VI|AMINS:

MI]DICATI ON ALLl]RGI ES:

lJave you evef had al'eaction to the dye r.rsed in certain radiologic & cardiac x-rays? (i.e. CT Scan dye)

! YES lNO

SOCIAl- FIISTORY:

Do yoLr dlink alcoholic beverages?

Do yout cLrrlently snrol<e?

[-lave yoLr ever snrol<ed?

Do you or have you used illicit drugs?

Do yoLr exercise?

NO YES How long/much

ll ycs r,r,hat is yoLrr routine:

Occrrpation:

Descri be yoLrl j ob tasl<s:

Are you cr.rlrently worl<ing? ! Yes ! No
il Full tine
iJ Unemployed

! Part tine
! Retiled

! Unable to worlc
! On disability

llou, ruany clays have you nrissed ih the past year due to your pain?

FAMILY }tIS'fORY:

Famill, Member(s)

Mother'
Falhcf
g is 5(r r(s )

13rother(s)

Alive Deceased Cun'ent Age or Age at Death Cause of Deatlr



1

Do you have FAMILY history of:

I . I-leart Disease

2. I-ligh Blood Pressnre

3. Diabetes

zl. Strol<e

5. Cancer (location)

6. 'fliyroid Discase

7. Abdominal Aoltic Aueurysur

8. Peripheral Vascular Disease

9. Othel Discase

NO

PAST I-IEAT,TH HISTORY/ROS:

Do yoLr have now ol have you ever had any of the following:

YES wHo

NO

rlr'
'J

YES Please Explain

Ileart Disease

Fleart Attacl<

. Higli Blood Pressure

Stlolce

Clrest Pain/Pressufe

lleart Failule

Rapid Heart Beat
ol lrregu lar Pulse

Su,ollen Anl<les

Pain in calf rrLrscles
when wall<ing

AnerLrysrl

Varicose Veins

Light Headedness

Dizziness

Migraine headaches



NO YES Please lixpl:rin

I rtl tr,,tre

Sri,rtr'

|)q1r11q',11111

N,lt'r rsL r rrr I clvs tirnctit'ln

Serrrlrllv tnrnsnrittcil cliseirse

'\rtrir'tr

,,\rtlrrilir

Illootl l)iscrr:;c ur ,\ncrlL,r

,\ rrloirrrrrrrrrrr' l)iselse

,\ I lL:r riicsi I lrrt,' ltvcr'

t ( )U :'ll

SlrLrr lness ol lJrclrflt

,\.rlIr nlr trr l'.'.rupltvscrnlt

( r)|lLer (l0crltrr)n)

St rr lct I uvcr

l(lre rrnlrlrc [cver

I lrvroirl l)iscrrsc

I Ieprrtitis

1llrrrnrlicc or i.ivtrr Discasc)

l. rtlrre v Strrrrc(s)

lilrrotl lr lJrinc

I lr rrtrr r l'rObl,-'nt

I Jlt r'r

t olitis

lit'e lrr I ll lccrl inq

Slrrrrlre lr rrr-hor.r,c.l cl isor-elcr-

( Ir,rrn.,,r' irr I itrrr r.l I llrtlits

l\lrrtl. I itl\,Stool
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