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Patient Name: _______________________________________

Date: ___________________

1.) What condition brings you to the office today? (Example:Neck Pain,Headaches, Back Pain, Numbness Etc.) ___________________________________________________________________________________________________________________________________________________________________________________

2.) When did the condition begin (Date of onset)? ________________________________________________

3.) How did the condition begin (Mode of onset)? _________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________

4.) Describe the pain or sensation: (Dull, Ache, Sharp, Throbbing, Burning, Numbness, Tingling, Weakness, Stiff ect.) 

_______________________________________________________________________________________________________________________________________________________________________________________________________________________
5.) Does the pain or sensation radiate or refer to another area? Circle Yes or No ( If yes, Please describe). ________

6.) On a scale of 0-10, rate the pain of your condition? 0 is no pain and 10 is the worst imaginable. Please rate your pain at its best, worst and current level?(Using the chart below)
0     1     2    3    4     5     6    7    8    9     10

                                                   None      Slight      Mild            Moderate        Severe 
7.) What is the frequency for your condition?   (% of the time each condition is experienced)
□ Intermittent (0-25%)    □Occasional (26-50%)   □Frequent (51-75%)   □ Constant (76-100%)    □Episodic (irregular frequency)
Additional Comments: _______________________________________________________________________________

__________________________________________________________________________________________________
8.) What makes your condition better? __________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________ 
10.) What makes your condition worse? _________________________________________________________

___________________________________________________________________________________________________________________________________________________________________________________
11.) Have you had a similar condition like this in the past?___________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________
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