Palient Name: Date: /

Description of Symptoms

Mark Pain Area

Place an “X" at the location of pain and then describe your pain by placing the symbols below next to the "X"'s

Aching A Numbness N Shooting H
Burning B Sharp S Stiffness W
Constant C Tingling T Throbbing R
Dull D Cramping X Other O

- e . —— _—

a L J
Mark Pain Severity
(Where 0 is feeling no pain and 10 is feeling severe pain)
Neck Hips
| RightNow 0 1 2 3 4 56 7 8 9 10 RghtNow 0 1 2 3 4 56 7 8 9 10
Atitssest v 001.2 3 4 5§ 6.7.8 9 10 AtlitsBest 0 1 2 3 4 5 6 7 8 9 10
; AtltsWorst 0 1 2 3 4 5 6 7 8 9 10 AtltsWorst 0 1 2 3 4 5 6 7 8 9 10
Mid Back Arms/Hands
RightNow 0 1 2 3 4 5 6 7 8 9 10 RightNow 0 1 2 3 4 5§66 7 8 9 10
AtitsBest 0 1 2 3 4 5 6 7 8 9 10 Atlis-Raat® 0.1 2" 3 4+-5-6 %8 910
AtltsWorst 0 1 2 3 4 5 6 7 8 8 10 AtitsWorst 0 1 2 3 4 56 7 8 9 10
Low Back Legs/Feet
RightNow: 0.1, 2.3 4 5 6 7 8 9 10 RightNow 0 1 2 3 4 56 7 8 9 10
AtitsiBest "o 20354 5 8.7 8 5 10 AtltsBest 0 1 2 3 4 5 6 7 8 9 10
AtltsWorst 0 1 2 3 4 5§ 6 7 8 9 10 AtltsWorst 0 1 2 3 4 5§ 6 7 8 9 10

Page 1 of 10— Initial History




Patient Basic Information

Date: / JE
Last Name: First Name: Middle Initial:
Address: City, State, Zip:
Home Phone: Celi Phone: Work Phone:
Employer. Status: OM 0OS OD OW QOCHILD Spouse’s Name:
Social Security No.: Date of Birth: Date of Injury/Onset:

Dominant Hand: ORight

UlLeft 0OBoth

E-mail Address:

Who may we thank for referring you to our office:

Insurance Information:

Policy Holder (if different than patient):

—— e

Policy No.:

1

= - — —

—e
T e e —

R e e

_—— e e
s . S —

ey g o — — e —— e .

Description of Symptoms (Describe your symptoms in the sections below, in the order of severity, if possible.)

- nflajor Complaint (Current Symptom [): (Please check off the boxes below to describe your symptom. Describe only ONE symptom per

-
L
.
L]

H

AttsBest 0 1 2 3 4 5 6 7 8 9 10

| seclion.
1. Check only one body location below 2. Types of pain Other types of pain:
OHeadaches 13 RO BothO QDull OSharp OAching OCutting
QFront of Head QThrobbing OBuming ONumbing OTingling QO Cramping
UTop of Head OSpasm  OStinging JShooting OPounding OConstricting
Back of Head
QJaw L3O RO BethQ 3. Pain Frequency 6. Actions affecting this pain
UEye L0 RO BothOl OUp to 1/4 of awake time 001/4 to 1/2 of time Brings On Aggravates Relieves
UNeck L0 RO BothQd 11/2 to 3/4 of awake time OMost all the time Qin the AM. ZiNde SR E
OUpperBack LO RO BothO Oin the P.M. B omiE e
OMid Back L0 RO BothO 4. Pain Intensity (How it affects daily activities) OBendingforward Q@ QO O
OLow Back LO RO BothO ODoesn't affect QSomewhat affects OBending back RY - e )
| OChest O RO BothQl OSeriously affects [1Prevents actlivities OBending left 3 plde | m
UAbdomen LO RO BothQ OBending right @ i 3 S
| ORibs LO RO BothO 5. Does this pain radiate into other body parts? QOTwisting left o Q 0Q
UButtocks (O RO BothQ ' Left Right Both O Twisting right &R E
QShoulder L3O RO BothQ QOHead O a O QCoughing 3RS RS
| QUpper Am LO RO BothO ONeck N | O OSneezing Ay A
UForearm LO RO BothQ QShoulder U a O OStraining o a
| QHand 1O RO BothQ OAm O Q m OStanding e S E)
| QHip LO RO BothO OHand a Q O QSitting £} sy )
Oleg it RO BothO OHip 0 O O QOlifting W i e R
{ OFoot 1O RO BothO OLeg a . a Other Actions: a
Other locations: OFoot a a Q 2
- Other locations of radiation: ERR Tl
! Please Rate Your Pain Severity For The Above Complaint
i (Where 0 is feeling no pain and 10 is feeling severe pain)
ERighizl*~l.+t:n\'».r 0 1234567829 10 AtksWorst 0 1 2 3 4 5 6 7 8 9 10
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Patient Name: Date: / /

2. Second Complaint (Current Symptom I1): (Please check off the boxes below to describe your symptom. Describe only ONE symptom per

section.
1. Check only one body location below 2. Types of pain Other types of pain:
LIHeadaches LO RO BothQ LQDull OSharp  OAching QCutting '

UFront of Head OThrobbing QBurning ONumbing QTingling QOCramping

QOTop of Head USpasm QStinging OShooting OPounding OConstricting

UBack of Head
QJaw LO RO BothO 3. Pain Frequency 6. Actions affecting this pain
UEye LO RO BothOQ QUp to 1/4 of awake time U1/4 to 1/2 of time Brings On Aggravates Relieves
UNeck LO RO BothO 01/2 to 3/4 of awake time OMost all the time Uin the A M. M8 IET
QUpperBack LO RO BothO - : Qin the P.M. LY 4L g
LMid Back LO RO BothQ 4. Pain Intensity (How it affects daily activities) UBendingforward O O QO
ULow Back LU RO BothQ UDoesn't affect LISomewhat affects CIBending back O = el
LChest LO RO BothQ USeriously affects UPrevents activities LBending left LSl - L)
OAbdomen LO RO BothO UBending right g | T
ORibs L RO BothO4 9. Does this pain radiate into other body parts? QTwisting left Ly s=l) gl
LButtocks LO RO BothQ Left Right Both U Twisting right Q Ly S
OShoulder LO RO BothQ OHead O a a : QCoughing ek N &
UUpper Am LO RO BothO UNeck O 0 - USneezing e ™ M
QOForearm LO RO BothQ QShoulder Q Q a QStraining LS
UHand LO RO BothO OArm O u Q UStanding U [
OHip LO RO BothQO OHand a a QO USitting B R
Oleg LO RO BothQO QHip u a U ULifting H e, 8 R
OFoot LOQ RO BothO Uleg a a a Other Actions:
Other locations: QFoot O a Q BASSE LT

Other locations of radiation: U e |

Add:tlo_nal Symptom Information

| Please Rate Your Pain Seventy For The Above Com plamt
(Where 0 is feeling no pain and 10 is feeling severe pain)

;Rnghtﬂuw D23 AN E -8 ~7" 8" 9 10 AtitsBest 0 1 2 3 4567 89 10 AtltsWorst 01 2.3 456 7 8 9 10

A — "'--"-'-.-‘-"-. e e i R L D L L R T e T I T T P e R e e———— b e m-. - e L DB R T T R T P ————

3. Third Complaint (Current Symptom Il1): (Please check off the boxes below to describe your symptom. Describe only ONE symptom per

section.

1. Check only one body location below 2. Types of pain Other types of pain:

UHeadaches L RO BothQO UDull QSharp  OAching OCutting

- QFront of Head _ E]Thrnbbmg OBurning ONumbing QTingling QO Cramping
OTop of Head OSpasm  OStinging OShooting OPounding QConstricting
OBack of Head

QOJaw LO RO BothO 3. Pain Frequency 6. Actions affecting this pain

DE}'E LO RO BothO E]Up to 1/4 of awake time O1/4 to 1/2 of time Brings On Aggravates Relieves

ONeck LOQ RO BothO 01/2 to 3/4 of awake time OMost all the time Oin the A M. O a -

QUpperBack LO RO BothO Qlin the P.M. Q 0 =0

OMid Back LO RO BothO 4. Pain Intensity (How it affects daily activities) QBendingforward O 0O 0O

OLow Back L0 RO BothO : QODoesn't affect OSomewhat affects UBending back O %0 8

O Chest L RO BothO USeriously affects QOPrevents activities LBending left a el

OAbdomen LO RO BothO : QBending right Dt 8

ORibs LO RO BothO 9. Does this pain radiate into other body parts? QTwisting left 0O 8D -0

(1Buttocks LO RO BothO Left Right Both QO Twisting right 8 S

OShoulder L RO BothO UHead a O Q HCoughing S ]

QOUpper Am LO RO BothO ONeck Qa a O OSneezing &l )

OForearm LO RO BothO LShoulder Q Qa a QStraining Q Wb

OHand L0 RO Both QOAm O 0 Q QStanding a 0 Q@

OHip LO RO BothO OHand Qa Q Qa QSitting AR LA

OLeg LO RO BothO OHip Q Q 0 QLifting S s e

OFoot LO RO BothQ Oleg Q 0 Q Other Actions:

Other locations: QFoot oy 0 0 Q Q O
Other locations of radiation: CR RS )

mA_ddltlonalS mptom Information

i Please Rate Your Pain Severity For The Above Cnmplamt
{Where 0 is feeling no pain and 10 is feeling severe pain)

_ERighthw DA 2 30405 8 7. 8 0 40 AtltsBest 0 1 2.3 4 56 7 8 9 10 At lts Worst -l 234 5.6 7'8 . 9.10

R

BB ek S B 0 R S S

s e L ol s b e S R e s D T SR I L R o ol oL L e R L e e L e LRI TR R L LSRR L L L R e ———
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Date: /

<3 I

Patient Name; —~——
| scribe your symptom. Describe only ONE symptom per
4. Fourth Complaint (Current Symptom IV): (Please check off the boxes below to de o
section. Other types Of pain:
1. Check only one body location below 2. Types of pain
OHeadaches LO RO BothQ QDull QSharp OAching OCutting
OFront of Head OThrobbing QBuming [INumbing OTingling  OCramping
UTop of Head OSpasm  QStinging OShooting OPounding LConstricting
OBack of Head _ : e
OJaw LO RQA BothQ 3. Pain Frequency 6. Actions aﬂectlﬂg m“m
UEye LO RO BothQ OUp to 1/4 of awake time 01/4 to 1/2 of time E"""'E] 0
UNeck LO RO BothQ Q1/2 to 34 of awake time OMost all the time Qin the AM. =2
OUpperBack LO RO BothQ Qin the P.M. =
| OMidBack  LO RO BothO 4. Pain Intensity (How it affects daily activities) OBending forward O U 5
OLow Back LO RO BothQ ODoesn't aflect  (ISomewhat affects OBendingback O U
QChest L0 RO BothQ QSeriously affects OPrevents activities QBending lef o Q u
UAbdomen LO RO BothQO D Bending right e NS
ORibs LO RQ BothO 5. Does this pain radiate into other body parts? QOTwisting left a a o
| OButtocks LO RO BothO Left Right Both OTwistingright O O O +
QShoulder LO RO BothQ QHead 0 Q 0 L Coughing a O O
OUpperAm  LO RO BothO ONeck 0 0 o [dSneezing g g d
QOForearm LO RO BothQ QShoulder 0 0 o QStraining g QO 0Q
OHand LO RO BothO DAm Q 0 a QStanding 5 15 Uhm S
QOHip LO RO BothQ OHand Q O Q QSitting g o 0O
Oleg L0 RO BothQ QHip Q Q 0 QOLifting g O Q
OFoot LO RO BothO OlLeg a Q O Other Actions:
Other locations: OFoot 0 W) a L3 o Bt
Other locations of radiation: o O O
_Additional Symptom information gl 22U

. Please Rate Your Pain Severity For The Above Complaint
(Where 0 is feeling no pain and 10 is feeling severe pain) ‘

;Rightﬂnw 01234567891 AtltsBest 0 1 23 456789 10 AtitsWorst 0 1 2 3 4 56 7 8 9 10

e

B e

5. Fifth Complaint (Current Symptom V): (Please check off the boxes below to describe your symptom. Describe only ONE symptom per r
section.
1. Check only one body location below 2. Types of pain Other types of pain:
QHeadaches LO RO BothO QDull OSharp OAching QOCutting "
OFront of Head OThrobbing OBuming ONumbing OTingling QOCramping
QTop of Head OSpasm  OStinging OShooting OPounding QConstricting
OBack of Head
QJaw LO RO BothQ 3. Pain Frequency 6. Actions affecting this pain
OEye (O RO BothO QOUp to 1/4 of awake time U1/4 (o 1/2 of ime Brings On Aggravates Refieves
QONeck (00 RO BothQ 1/2 to 3/4 of awake time LIMost all the tme Qin the AM. B 0 A
| OUpperBack LO RO BothO Qin the P.M. Do &0
OMid Back LO RO Both( 4. Pain Intensity (How it affects daily activities) OBendingforward O O O
OLow Back LO RO BothQ QODoesn't affect QOSomewhat affects OBendingback O Q O
OChest LO RO BothQ OSeriously affects ClPrevents activities UBending left Bty O
OAbdomen LO RO BothQ QOBending right Sl o ARG
QRibs LO RO BothO 5. Does this pain radiate into other body parts? QOTwisting left @ (e e
OButtocks L RO BothO Left Right Both OTwisting right D0 0
OShoulder LO RO BothO OHead U Ol O DCough_mg ERRaE L)
QOUpper Am LO RO BothQ ONeck O a g DSnegz:mg EE LR ht)
OFoream LO RO BothO OShoulder 0 O a QStraining 2 Tl 8 e
l OHand LO RO BothU OArm B a O EJSlmdmg a Q 4u
OHip LO RO BothO OHand O O 0 EES_ltt]ng ey O
OLeg LO RO BothQ QHip 0 O ] Ol ifting PRy
OFoot L0 RO BothQ Oleg O a a Other Actions
| Other locations: QOF oot 0 0 Q D, Dol
Other locations of radiation: 2 e s

_Additional Symptom Information Y | —

Please Rate Your Pain Severity For The Above Complaint
. (Where 0 is feeling no pain and 10 is feeling severe pain)

i RightNow 0 1 2 3 4 567 89 10 AtitsBest 0 1 2 3 4 56 7 88 10

TEREETR Pl ]

AtitsWorst 0 1 2 3 4 56 7 8 9 10

s . i

e R e S S — E—— 0w

T e P L] e L s
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Patient Name:
. Date: Jasf

..........................
.......................
............................................................................................................................................................................

- Additional Historical Datajcontlnued]

. Have you ever had any accidents or falls of any kind? List dates:

i U Car O Recreational Vehi
O Schoo Bl lonal Vehicle [0 Sports

. List any broken bones (fractures) or dislocations:
Have you ever been on crutches? O Yes [ No Why?
Have you ever‘had a lapse of memory? O Yes OONo Have you ever been unconscious? [ Yes [ No
. Have you ever had X-rays taken? O Yes [0 No When? By Whom? -
For what ailments were these x-rays taken?
Do you suffer from any condition other than that for which you are now consulting us?
. Have you had any nervous or mental illnesses? O Yes O No

: Have you ever had psychiatric care? O Yes O No

. If yes, please list the type of care and dates:
i Are you presently taking any medication ~ prescription or over-the-counter? [J Yes [ No If yes, please list:

Medication Reason for taking

R e e L R T e R B RS HE SRR RS SRR =
o o L e amm s - a

Lan oo S E LS E ]

Snclal & d::cupatlnnal Hlstm;y: “S;;Ctlﬂﬂ

i Occupation Employer
: Shift 123 Description Years Worked
Work Activity Exercise Habits

O Sitting __ % O None O Smoking Packs/Day
O Standing % 0 Moderate 0 Alcohol Drinks/Week
O LightLabor __ % 0O Daily [0 Coffee/Caffeine Drinks Cups/Day
[0 Heavy Labor % [ Heavy OO High Stress Level Reason

Please circle the corresponding time for each activity in a typical 8 hour workday

| Sit BB 2 AP SESSE AT B v T Bt Hours

. Stand 1 25043 .4 5 Bagis/ S8 HourS

i Walk 1 2 3 4 5 6 7 8 Hours

On the job | perform the following activities: (in terms of an 8 hour workday, "Occasionally” means 33% of the time, “Frequently”

. means 34% to 66%, and “Continuously” means 67% to 100% of the day)
i Bend/Stoog O Never [0 Occasionall
. SOl s e ey R RN e Ve e i o ceasionallyl
: Never EI Occasmnai

EI Cnntinuuusly

L1 Frequentl
G Rrequentiy s
EI Freuently

§Rear.:h abuveshnuiderlevei O Neuer EI Occasiunall I:I Frequentl O Cnntmunus[
. OOl ChE i s T N BV E T o ba r o ceasion al Ve B TE QUE YA E e Ll e C ortinuoushy
§Knee! : [0 Never 0 Occasionall O Freuentl O Continuousl
| BalanCINO i ety s e s s =] By NEV ey ar i mccasionally sers A EIEtETequ e py IR HIS ContinLoaS)y
EF’ushmg!Pulhng 00 Never O] Dccasmnally O Frequent!y O Continuously

On the job, 1ift: (in terms of an 8 hour workday, “Occasionally” means 33% of the time, “Frequently” means 34% to 66%, and
: “Continuously” means 67% to 100% of the day)

Up to 10 pnunds O Never O Occasmnaliy D Frequently 0 Continuously
; R R ANV A T s S =
25 to 34 pnunds O Never O Occasionall E! Frequently 0 Cuntlnuuusly
B 5 "11;.;!:' poundsHs : “ : 4'*L?-f "rf}‘ SyRL '*‘I rEI bIﬁL Iﬂ H'r o ih .' i 1"]' -"-h- l..~ 11 ._ sl lﬁL E"’ﬂ; 1“"5 B i}. )
: 51to 74 uunds O Never 5] Occasmnall | El Frec uentt O Continuously

'!‘+-._'_".r..| ¥ it

EZ!* 07 ...‘. tJL_t.,.E‘.: SJoNE Agpitprnn, ::'E :.."‘.: *[.-'Ig... T Ay .;in g__L-fw S t] sk _._;:LL..I 4“""5":{9 [1en '[;1,.:-; #; ﬂ'L *u}l'r_ HNBOUSHY

Do you have to bend over while doing any lifting? YO NO
: Are your feet used for repetitive movements, such as operating footcontrols? YO NO

Do you use your hands for repetitive movements, such as:

Simple Grasping Firm Grasping Fine Manipulation
Right Hand YO NO YO NO YO NO
Left Hand YO NDO YO NO YO NO
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Patient Name:

g’MSociaI & Occupational History Section (continued)
Are you required to work on unprotected heights? Y[ N[ If yes, please describe:
 Are you required to be around moving machinery? YO NCI  Ifyes, please describe:
Are you exposed to marked changes in temperature and humidity? YO NO  If yes, please describe:
 Are you required to drive automotive equipment? Y NI  If yes, please describe:
Are you exposed to dust, fumes, and/lorgases? YO N[O If yes, please describe:
. Family History
: Diabetes Heart Kidney Cancer Back
| Mother —LivingY O NO O 0 O O U
Father—LivingY O NO O O O O B
: Brother(s), # of __ O O . . (o
| Sister(s), # of __ O 1 O O O
Status [ Single O Marmied O Separated 1 Widowed
Spouse List Children (Names and Ages):
Spouse's Occupation
Spouse's Employer
Date [/

Patient Signature




