
Patient Name: First 	M iddle 	L ast	 birth date	 today’s date

chief subjec tive complaint: 

PA I N  S P E C I F I C S

(Briefly describe)

h is  to ry  o f  p r esen    t  i l l ness  
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Please indicate the location of your pain on the pain diagram below. 

PAIN   BETTE     R:
o	AM	 o	At Rest
o	Mid-Day	 o	D oes  Not  Change
o	PM	 o	O ther

F R E Q UENC    Y  OF  PAIN  :
o	 Constantly (76%–100% of the day)

o	 Frequently (51%–75% of the day)

o	 Occasionally (26%–50% of the day)

o	 Intermittently (0%–25% of the day)

o	 Other

PAIN   ME  D ICATION      AN  D/O R 
MUSCLE      R ELA   X E R S:

When did your current condition begin?:

PAIN   w o r s e:
o	AM	 o	At Rest
o	Mid-Day	 o	D oes  Not  Change
o	PM	 o	O ther

Use these symbols to best describe the type(s) of pain:

D 	= Dull Ache	 N	= Numbness	 T	= Tingling (Pins & Needles)

B 	= Burning	 S 	 = Sharp	 C	= Numbness

PA I N  d ia g r a m

Condition is due to: 	 o Work Injury	 o Illness	 o Other	 o Auto Accident (please ask for and fill out Auto Accident Form)

How did your pain begin?  o No apparent reason	 o Bending	 o Lifting	 o Fall	 o Motor Vehicle Accident 

o Other, describe:

Have you had a similar episode before?	  o No	 o Yes	 What have you been told is wrong?

On the scales below, please draw a vertical line  
representing your  pain or discomfort. Also, indicate 
each area of pain by drawing a line to the matching 
area on the diagram:

Rate the first  area of pain you have:	
N o  Pain   	 U n b e ara   b l e  Pain   	

.

Rate the second  area of pain you have:
N o  Pain   	 U n b e ara   b l e  Pain   	

.

Rate the third  area of pain you have:
N o  Pain   	 U n b e ara   b l e  Pain   	

.

Rate the fourth  area of pain you have:
N o  Pain   	 U n b e ara   b l e  Pain   	

.
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(ADL)	 Ability to Preform ADL

SLEEP	U nable	P ainful 	 D iffic ult 	L imited	O  ther
Sleeping 	 o	 o	 o	 o	 o

Lying f lat  on back 	 o	 o	 o	 o	 o

Lying on s ide 	 o	 o	 o	 o	 o

Lying on s ide  with  knees  bent  	 o	 o	 o	 o	 o

Turning over  in  bed	 o	 o	 o	 o	 o

SEATED	U nable	P ainful 	 D iffic ult 	L imited	O  ther
S upine to  s i t 	 o	 o	 o	 o	 o

Sitt ing at  a  table 	 o	 o	 o	 o	 o

Sitt ing to  standing	 o	 o	 o	 o	 o

STANDING	U nable	P ainful 	 D iffic ult 	L imited	O  ther
Stooping	 o	 o	 o	 o	 o

B alancing	 o	 o	 o	 o	 o

Standing for more than 1 hour	 o	 o	 o	 o	 o

B ending s ideways 	 o	 o	 o	 o	 o

Kneel ing	 o	 o	 o	 o	 o

WALKING	U nable	P ainful 	 D iffic ult 	L imited	O  ther
Walking shor t  d istances 	 o	 o	 o	 o	 o

Wheelchair/10 yards 	 o	 o	 o	 o	 o

Cl imbing sta i rs 	 o	 o	 o	 o	 o

VOCATIONAL	U  nable	P ainful 	 D iffic ult 	L imited	O  ther
O perate  car/machiner y 	 o	 o	 o	 o	 o

Gripping	 o	 o	 o	 o	 o

Pushing	 o	 o	 o	 o	 o

Pul l ing	 o	 o	 o	 o	 o

Reaching	 o	 o	 o	 o	 o

DOMESTIC	U nable	P ainful 	 D iffic ult 	L imited	O  ther
Feeding sel f 	 o	 o	 o	 o	 o

D ress  upper  body	 o	 o	 o	 o	 o

D ress  lower  body	 o	 o	 o	 o	 o

Grooming	 o	 o	 o	 o	 o

Care  of  per ineum/clothing 	 o	 o	 o	 o	 o	
at  to i let
Wash or  bathe	 o	 o	 o	 o	 o

Bending forward to brush teeth	 o	 o	 o	 o	 o

Reading	 o	 o	 o	 o	 o

Coughing or  sneezing	 o	 o	 o	 o	 o

Concentrate 	 o	 o	 o	 o	 o

Recreat ion	 o	 o	 o	 o	 o

S exual  ac t iv i t y 	 o	 o	 o	 o	 o

TRANSFER	U nable	P ainful 	 D iffic ult 	L imited	O  ther
Transfer  – toi let 	 o	 o	 o	 o	 o

Transfer  – tub or  shower 	 o	 o	 o	 o	 o

Transfer  – automobi le 	 o	 o	 o	 o	 o

Symptom	Ti ming

P R OBLEMS	P       a s t 	Pr   e s e n t
Numbness 	 o	 o
Weakness 	 o	 o
Fat igue	 o	 o
Cold  sweats 	 o	 o
Loss  of  appet ite 	 o	 o
Chronic  s inusit is 	 o	 o
Musc ular  incoordinat ion	 o	 o
Abnormal weight gain/loss	 o	 o
Excess ive  thirst 	 o	 o

SENSO     R Y 	P a s t 	Pr   e s e n t
Visual  d isturbances 	 o	 o
Buzzing or  r inging in  ears  	 o	 o
Convuls ions  	 o	 o
D izz iness  	 o	 o
Faint ing 	 o	 o
Paralys is  	 o	 o
Headaches  	 o	 o
Loss  of  s leep 	 o	 o
Eyes  sensit ive  to  l ight  	 o	 o
Loss  of  balance	 o	 o
Loss  of  smel l  	 o	 o
Loss  of  taste  	 o	 o
Loss  of  memor y 	 o	 o

EMOTIONAL	P          a s t 	Pr   e s e n t
Confusion 	 o	 o
D epress ion or  cr y ing spel ls  	 o	 o
Tension 	 o	 o
I r r i tabi l i t y  	 o	 o
Ner vousness  	 o	 o
Anxious  	 o	 o

D Y SFUNCTION	P          a s t 	Pr   e s e n t
Fat igue	 o	 o
Shor tness  of  breath 	 o	 o
High blood pressure  	 o	 o
Hear t  attack  	 o	 o
Hear t  i r regular i t ies  	 o	 o
Stroke 	 o	 o
Angina 	 o	 o
Asthma 	 o	 o
Kidney stones  	 o	 o
Kidney disorders  	 o	 o
Bladder  infec t ion 	 o	 o
Loss  of  b ladder  control  	 o	 o
Prostate  problems 	 o	 o
Ulcers  	 o	 o
Liver/gal l  b ladder  d isorder  	 o	 o

D ISEASE	P       a s t 	Pr   e s e n t
D iabetes  	 o	 o
Cancer  	 o	 o
Tumor 	 o	 o
Systemic  lupus  	 o	 o
Epi lepsy  	 o	 o
Hepatit is  	 o	 o
HIV/AIDS 	 o	 o

ac t i v i t y  o f  d ai  ly  l i v in  g  ( A DL  )s u b j ec  t i v e  s ym p to m s
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p r i o r  PA I N  S P E C I F I C S

PRIOR TESTS FOR YOUr current condition – Test/results:  

o X-ray

o MRI

o CT

o Lab

o Other

PRIOR Treatment for your current problem:  

Anti-inflammatory: 	o Ibuprofen	 o Celebrex	 o Vioxx

o Bextra	 o Other, 	Results:

Steroids: 	 o Cortisone Pills	 o Cortisone Injections

o Other, Results:

Other Medic ations: 

Results:

Injec tions:	o Epidural	 o Facet	 o Other, 	Results:

Spinal Surgery:	 o Year/Procedure/Results:

Physic al Therapy:	 o Year/Procedure/Results:

Chiroprac tic:	o Year/Procedure/Results:

Other Treatments:	 o Year/Type/Results:

for provider Use only:  

P e r s o na  l  m e d ica   l  h is  to ry

surgeries/hospitaliz ations:  

	Y ear:

	Y ear:

	Y ear:

	Y ear:

injuries/frac tures/disloc ations:  

	Y ear:

	Y ear:

	Y ear:

	Y ear:

Have you had problems with anesthesia, infection, bleeding, or other surgical complications?	  o No	 o Yes	 Explain:	

	 o	Cancer 	 o	Glaucoma	 o	D epress ion/Anxiet y
	 o	D iabetes 	 o	Hepatit is	 o	Kidney D isease
	 o	Ulcers 	 o	Anemia	 o	Thyroid  D isease
	 o	HIV/AIDS	 o	Alcohol ism	 o	Tuberc ulos is
	 o	Stroke	 o	Lung D isease 	 o	High Blood Pressure
	 o	Blood Thinners 	 o	Hear t  D isease 	 o	 Joint  Replacement
	 o	Ar thr i t is 	 o	D iver t ic ul i t is 	 o	O ther,  _________
	 o	S eizures	 o	Pacemaker	 _______________	

	 	 	 Fath  e r 	 M oth  e r 	 Broth    e r 	 S ist   e r 	 Oth  e r

	 o	Cancer 	 o	 o	 o	 o	 o

	 o	D iabetes 	 o	 o	 o	 o	 o

	 o	Stroke	 o	 o	 o	 o	 o

	 o	Hear t  Problems	 o	 o	 o	 o	 o

	 o	Ar thr i t is 	 o	 o	 o	 o	 o

	 o	Lupus 	 o	 o	 o	 o	 o

	 o	High Blood Pressure	 o	 o	 o	 o	 o

	 o	O ther,  _________	 o	 o	 o	 o	 o

fa m i ly  m e m b e r  h ea  lt h  h is  to ryPas  t  pe  r s o na  l  h ea  lt h  h is  to ry
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Are you possibly pregnant?	 o No	  o Yes	 Due Date:_______

Date of last menstrual cycle?	 Begin_________ 	 End________

P l e a s e c h e c k i t e m s t h at a p p ly to yo u r m e d i c a l h i s to ry :
	 o	 Menstrual  I r regular i t y
	 o	 Menstrual  Cramping
	 o	 Vaginal  Pain/Infec t ions
	 o	 Breast  Pain/Lumps
	 o	 Lack  of  B ladder  Control
	 o	 Menopause/Hot  Flashes
	 o	 Number  of  Chi ldren______
	 o	 Complicat ions  D ur ing Pregnanc y or  D el iver y? ___________

P l e a s e c h e c k i t e m s t h at a p p ly to yo u r m e d i c a l h i s to ry :
	 o	 Prostate  Problems
	 o	 Pain in  Penis
	 o	 Painful  Ur inat ion
	 o	 Lack  of  B ladder  Control
	 o	 S exual  Problems

list all medic ations/supplements you are currently taking:  
	 Name of medication	 Dosage	 Starting Date

_______________________ 	 _____________ 	 _ ___________

_______________________ 	 _____________ 	 _ ___________

_______________________ 	 _____________ 	 _ ___________

Drug Allergies: 	 o No	 o Yes_ ________________________

pat ien   t  w o r k  s tat u s
Current Work Status: 	

	 o Regular Duty	

	 o Limited/Light Duty, Date Light Duty Began:	 __________

	 o Off Work, Date Taken Off Work:	 ____________________
Occupation:	 H o u r s p e r day s p e n t s i t t i n g

o	D omest ic/Home maker 	
o	O ff ice
o	Truck  D r iver
o	Labor 	
o	Construc t ion	
o	S ales  (Standing Most  of  the  Day)	 	
o	Public Ser vice (Mail Carrier/Fireman/Policeman)	 	
o	Mil i tar y 	
o	O ther_________________________	

Exercise:	 D u r at i o n	T  i m e s p e r w e e k

o	Walk
o	 Jog
o	Run
o	Aerobic 	
o	Pi lates 	
o	Yoga	 	
o	Biking	 	
o	Weight  L i f t ing
o	Swimming
o	El l ipt ical
o	Core  Training
o	O ther 	

Interests/Other Activities:	 H o u r s p e r day s p e n t s i t t i n g

o	Craf ts/Creat ive  Hobbies 	
o	G arage/Shop	 	
o	Spor ts Fan	 	
o	S ocial  Events
o	Hunting/Fishing
o	Shopping
o	Family  Time
o	O ther 	

pe  r s o na  l  l ife    s t yl e

Stress Factors:

o	Work
o	Home
o	Relat ionship
o	O ther 	
Support System:

o	Family
o	Relat ionship
o	Church
o	Therapist
o	O ther 	

pat ien   t  S t r ess 

Sleep Position:

o	B ack
o	Stomach
o	Side
o	All 	
o	Sitt ing	
o	O ther 	

pat ien   t  S l eep    pat t e r ns

Sleep Description:

o	D eep & Rec uperat ive 	 o	 Insomnia
o	Rest less  & Rec uperat ive 	 o	B ed Wett ing
o	D eep & Unrec uperat ive 	 o	Night  Sweats
o	Rest less  & Unrec uperat ive 	 o	Night  Terrors
o	Awakened S everal  Times  	 o	Pain/St i f fness
o	Frequent  Ur inat ion	 o	O ther 	

Domestic Violence:

o Yes	 o No
Diet Type:

o	Typical  Western
o	Vegetar ian
o	Vegan
o	Low Fat 	
o	Low Carb	
o	Low Calor ie	

o	Diabetic
o	O ther 	

pat ien   t  d ie  t

Diet Consistency:

o	3 Meals  a  Day with  Snacks
o	 Inconsistent
o	2 Meals  a  Day with  Snacks
o	Constant  Snacking
o	Special ized	
o	O ther 	
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pat ien   t  u r ina   ry  h a b i t s

o	Stop & Go	
o	Going
o	Stopping
o	 Incont inence	
o	Retent ion	
o	Blood in  Ur ine 	
o	Painful	 	
o	O ther_________________________	

pat ien   t  B o w e l  Ha  b i t s

o	 Infrequent 	 o	Painful–Hemorrhoids
o	 Incomplete 	 o	Painful–Anal  Fissures
o	Hard	 o	Spinal  Cord Injur ies
o	Straining D ur ing D efecat ion	 o	S cleoderma
o	D oes  not  D efecate  Ever yday	 o	Hirschspr ing’s  D isease
o	Each Night 	 o	S ecretor y
o	Constipation	 o	Osmotic
o	Diarrhea	 o	Exudat ive
o	O ther______________	 o	Moti l i t y  D isorder
	 	

pat ien   t  t r ea t m en  t  g o a l  e x pec   tat i o ns

o	Return to  General  Health 	
o	D ecrease  Pain
o	D ecrease  Inf lammation
o	D ecrease  Muscle  Tension	
o	D ecrease  Compensator y  Patterns 	
o	 Increase  Mobi l i t y 	
o	 Increase  Strength
o	Restore  Func t ion	

o	Restore  Posture	 	
o	Patient  Educat ion	 	
o	All  of  the  Above

I hereby assign my insurance benefits to be paid directly to the physician. I understand that I am financially responsible for all  
services rendered. I also understand that as a courtesy to me, _______________________________________________ will bill  
my insurance company directly. I further understand that I am financially  responsible for any services rendered that are not  
covered by my insurance company.

patient signature	 date

I hereby authorize the doctor to render care as deemed necessary  

to my  _____________________________(relationship to child).

name of child	 guardian signature	 date

consent to treat a minor


