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Name: Date:

Show Area of Pain or Unusual Feeling

Mark the areas on this body where you feel the described sensations. Use the
appropriate symbols. Mark areas of radiation with an arrow. Include ALL
affected areas.

Numbness = -—-mmmmeeo Aching fieieiekaiei e
Stabbing i Pins & Needles 000000000
Burning XXXXXXXXXX

Please mark on the pain scale from 0 to 10 with 10 being the worst pain you

have felt with this condition.

Neck-Shoulder-Arm Pain Mid Back Pain

( ) ( )
0 10 0 10
none severe none severe
Low Back and Leg Pain Foot/Feet Pain

( ) ( )
0 10 0 10

none severe none severe



Name: Birth:

Address: Phone:
Street City/State Zip Code

Email: Cell/Work#:

*Do you have a new insurance? (Please give front desk person a copy of insurance card)

Female Patients: Is there a possibility you could be pregnant??

Please answer the following completely.

*What is your main complaint? o At Home/ Recreational
Have you seen any other doctor for this condition?

If so, name of doctor(s)

Describe in detail.(Sharp, dull, stabbing, numbness)
What relieves this problem?

When is it most troublesome? What do you expect our care to accomplish?

Does it “come and go”?

Do you have any secondary complaint?

If so, is it at predictable times?

Describe in detail. (Sharp, dull, stabbing, numbness)

*Date current condition began? (When did condition

flare up?)

When is it most troublesome?

Did something cause the condition?

. . , Lo
*Have you experienced this problem before? Do you have any other complaints or conditions

When?

Is this current condition related to an injury?
Printed Name:

Signature:

If yes, please indicate nature of injury?
o Auto Accident Date:
o Work Injury
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