PATIENT CONDITION
▪Reason for visit: ___________________________________________
▪What date did symptoms appear: ________________
▪Is this condition due to an Auto accident?  □ yes  OR   a Work Injury  □ yes 
▪Have you had treatment for this condition prior to day: □ yes  □ no
If yes, what type and from whom & when:  _____________________________________________
▪Have you had X-rays, MRI or CT for this condition:   □ yes  □ no 
If yes, when and where: __________________________________________________
▪Is your condition getting worse:   □ yes  □ no  □ Staying the same 
▪Rate the severity of your pain on a scale of 1-10, with 10 being the worst: __________
▪ Check all that describes your pain:  □ Sharp □ Dull □ Aching □ Throbbing □ Stiff 
□ Shooting □ Burning □ Numbness □ Tingling □ Spasm
▪Frequency of Pain:    □ Constant  □ Comes and Goes  □ worse in AM  □ worse in PM 
▪Does it interfere with your: □ work □ sleep □ dressing □ recreation □ daily routine
 □ exercise
▪Pain or difficulty with: □ sitting □ standing □ walking □ stooping □ rising from a chair 
□ bending □ lying down □ lifting 
Please mark an X on the picture below where you are having pain, numbness or tingling:
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