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PATIENT CONDITION

Present complaint

-_E_

How did It start?

When did it start? /. /

Mo Day Yr
Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain)

Type of pain: ( )Sharp (?)Dull ( )Throbbing ( )Numbness Shﬂd_E.: areas of discomfort
= ( )Aching ()Shooting ( )Burning ( )Tingling ()Cramps -
( )Stiffness ( )Swelling ( )Other

Does it Interfere with ( )Work ( )Sleep
( )Daily routine ( )Recreation

Actlvities or movements that are painful to perform
( )Sitting ( )Standing ( )Walking ( )Bending ( )Lying down

Along with your present complaint, do you also periodically have
( JHeadaches ( )Neck pain ( )MIid back pain ( )Low back pain
( JNumbness ( )Tingling or pain in arms or legs

If you have seen another chiropractic or medical physician within the last 12 months for this complaint,
when?

- Do you, or, have you had any tumors, bleeding disorders, diabetes, pacemaker, metallic implants, blood
pressure problems, AIDS, ARC or heart problems? If so, please explain

List all previous surgeries
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List all medications and for what conditions you are taking them

List all major accidents or injuries

Are you here for acupuncture? ()Yes ()No

By my signature below, | acknowledge that the above is true and accurate to the best of my knowledge.
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