. Artention PATIENTS: Please complete this form Inits enfirety front and
e Ager | back and sign, date, and provide your returts appoiniment daie for the
o doctor whont referred your to us.

Date:  Patient Mame:_

o : . N 4 X I b e
1. Which of the following best describes how your injury 4. Does the pain wake you at night? T Yes U No
oceurred? (i vour injury is post surgical please indicate If yestis 1t present
as per original injury) [ while lying still 13 when changing positions {7 both
T ifting o S _ -
“a fali U degenerative process 5. Tio vou have pain/stiffness getting out of bed in the
7 an incident at work funknown morning? UYes L No
v overuse (cumulative trauma) D other o N .
“ during recreation/sports 6. Since yvour sympiloms began have you had: U None
“ MV A (car accident) State accident occurred O Fever/ Chills/ Nausea/ Vomiting [ night sweats/ pain

Driver/Passenger if MVA (circle one) = any pumbness in genital/anal area U headaches
. Tumbness/ tingling/ burning U weakness
# Please indicate the date vour symptoms began? Ut dizziness/ fainting
e p o Ciunexplained weight change

{1 problems with vision/ hearing/ speech
L any difficulty with bladder/bowel functions
U other:

# Surgery Date ifapplicable . 7/

* What body part do you need treatment on:

Right/Left Side  (pleasc circle) 7. Treatments previously received for this condition?
0 Nome O3 bracing/taping
2. Nature of primary complaint: U medication Tswgery (dates)
Upain O pumbnessitingling 2 sharp “ Chiropractic U casting/immaobilization
Caching Ceonstant D dull Diburning O weakness “i Physical Therapy 0 TENS unit
i throbbing [0 intermittent 7 other e “ massage * injectionsfacupuncture
i hospitalization S other
, . ) T home health {7 speech/occupationad therapy
Using the key below indicale on the body diagrams where your (list dates) {list dates)
symptoms are located. X=Pain O=Tingling #= Numbress e
(}" - {4[" y 8. Please check/list any other healtly care providers you are
! é %_\ cugrently secing for this condition: & Nene
nl oy 5 MD T Dentist
< ‘;r\! ’ [} Podiatrist 1 Chirepractor
};’{J E ; [ Phvsical Therapist

9. Please check if you have had any of the following?
TNone  DEMG Uixeravs OMRI DCT Scan
. Uother (please listy

/
i
c_ga ek

How would vou rate your overall health?
Place an “X” on the line below indicating your pain at its sexcellent Tigood  flaversge Lifair poer
lowest and highest levels.
Are you pregnant?  Uno ilves  date due L
AR S U NS NN A NN PO N WU N A A e

Apart from your daily activities do vou exercisg?
25 davsiwl U 3-d daysiwk -2 daysiwk Dfoceasionally  Dirare
3. What relieves (I} or aggravates {A} vour symptoms:
(please use (R} or (A} below fo answer)
sitting _rest _exercise

Do yousmoke? ino ilves packs/day

_standing massage
_________ walking _ medication Please list any prescriptions and/or over the counter medications you arc
Cstretching  lying down coughingfsneczing currently taking: "isee attached gt
wearing a splint/brace

other

Piease furn over, Continged on other side of page,

\Please turn over, Continued on other side of page.




Page 1. Medical History

vou ever had/been diagnosed with any of the following conditions?
O none . chemical dependency
eaneer high blood pressure

heart problems
Smetal implants

fdepression
Hung problems/ asthma

i pacemaker ncontinence
heart defibritlator blood disorder apemia
stroke smuhtiple sclerosis
IV satlergies
ikidney problems Hractures
fthyroid - stomach problems
Cepilepsy/seizure/dizziness PParkinson’s
i Dighetes head frjuny
LEArthritis Sspine probiemss surgery
detreular/vascular problems Jother

Hinfectious disease (ie. hepatitis,iubsrcutosis gic)
flist any other surgerics

Cindependent in all activities (work, home, recreation)

Self Care
Cndependent (bathing, wileting, dressing, st}
FDiffeslty in performing self carc activities
Need assistance with self care activites
Sffeulty in performing household chores

Socigl/RecreationaliLeisure
T Limited in

Employer___ Ceeupation ] 3
full time sell uncmployed

Ll part time Cretired other I
terminated fddisabled sstudent; i ves plea

£ school name:

5

Physical activities at work

Cistiting standing

“iphone use Jrepetitive lifting L driving
Zheavy squipment operation @ climbing heavy Hifting
ferawling walldng . hending

COmpuier use

Current working status
full duty Crrestricted duty

sout on leave

Hnot performing your normal activities at work do vou plan 1o retum 1o
vour previous aclivity level? 1t Yes 1 No

I vou were injured on the job, please deseribe how the incident occurred.

i _ Page 1. Medicgj E‘Iismr)}

Patient/Guardian Signature:

* 3D, follow up appointment: /

Reviewed by Physical Therapist:

:
i
i
|
!
I
|
!
|

Date: /




