
Secondary Complaint & Location

Name: ____________________________________________________________________ Date: _____________________

Sitting here today, right now, what is the intensity of your pain on a scale of 0-10?

(Please circle) 0 1 2 3 4 5 6 7 8 9 10

DESCRIBE LOCATION:

What is the least intense the symptom has been on a scale of 0-10? 0 1 2 3 4 5 6 7 8 9 10

What is the most intense the symptom has been on a scale of 0-10? 0 1 2 3 4 5 6 7 8 9 10

ASSOCIATED SIGNS AND SYMPTOMS:

Deadness

Prickly

Numb

Crawling

Tingling

Stabbing

Hurting

Pulsating

Pins & Needles

Pounding

Burning

Shooting

Throbbing

Stinging

Dull

Sharp

Aching

Excruciating

How does this symptom affect your movement?     Inflexibility    Stiffness    Spasms    Cramps

Other __________________________________________________________________________________________

How would you best describe the sensation of the pain/symptom?

Over the past several weeks/months this complaint is:    Improving    Getting worse    About the same

Third Complaint & Location
Sitting here today, right now, what is the intensity of your pain on a scale of 0-10?

(Please circle) 0  1  2  3  4  5  6  7  8  9  10

DESCRIBE LOCATION:

What is the least intense the symptom has been on a scale of 0-10?   0  1  2  3  4  5  6  7  8  9  10

What is the most intense the symptom has been on a scale of 0-10?   0  1  2  3  4  5  6  7  8  9  10

ASSOCIATED SIGNS AND SYMPTOMS:

Deadness

Prickly

Numb

Crawling

Tingling

Stabbing

Hurting

Pulsating

Pins & Needles

Pounding

Burning

Shooting

Throbbing

Stinging

Dull

Sharp

Aching

Excruciating

How does this symptom affect your movement?     Inflexibility    Stiffness    Spasms    Cramps

Other __________________________________________________________________________________________

How would you best describe the sensation of the pain/symptom?

Over the past several weeks/months this complaint is:    Improving    Getting worse    About the same

DOCTORʼS NOTES: _________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________



Social History
Frequency of Exercise     Never     Rarely     Occasionally     Moderately     Regularly 

Intensity of Exercise     Low     Medium     High     Competitive

Sufficient Rest     Never     Rarely     Occasionally     Moderately

On average, how many hours of sleep do you get per night? _________

Well balanced diet?     Never     Rarely     Occasionally     Moderately

Do you smoke?     No     Occasionally     1 to 2     2 to 3 packs/day

Do you drink caffeinated beverages?     No     Occasionally     3 to 5     More than 5 drinks/day

Do you drink alcoholic beverages?     No     Occasionally     1 to 2     More than 3 drinks/day

Have you ever used street drugs?     Yes     No

What do you enjoy doing most when you are not working? __________________________________________________

____________________________________________________________________________________________________

____________________________________________________________________________________________________

Family History
Genetics have an influence on health and sickness. Please indicate family members, (parents, siblings, grandparents, aunts
and uncles) past or present, with any of the following conditions:

Back Pain ______________________________ Neck Pain ____________________________________

Headaches ______________________________ Sleep Disorders ____________________________________

Heart disease ______________________________ Stroke ____________________________________

Diabetes ______________________________ High Blood Pressure __________________________________

Asthma/COPD ______________________________ High Cholesterol ____________________________________

Cancer ______________________________ Alcoholism ____________________________________

Depression ______________________________ Suicide ____________________________________

Genetic disorders ______________________________ Bleeding disorders ____________________________________

DOCTORʼS NOTES: _________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________

_________________________________________________________________________________________________


