

PATIENT COMPLAINT


Describe your current problem and how it began: ______________________________________________________





_________________________________________________________________________________________________





Have you ever had the same or similar condition? ___Yes ___No      If yes, then when and describe: ___________________





______________________________________________________________________________________________________





How frequent is this condition?	    Occasional ____        Intermittent ____        Frequent ____        Constant ____





Describe Pain: Sharp ___      Dull ___      Numbness ___      Tingling ___      Aching ___      Burning ___      Stabbing ___





How would you rate your overall pain Today, where 0 is no pain and 10 is the worst? 1   2   3   4   5   6   7   8   9   10





Is there anything you can do to relieve the problem? (circle all that apply) Stretching	Heat	Rest	Ice	Sitting


Standing	Exercise	Medications	Nothing		Other:	______________________________________





What makes it worse? (circle all that apply)	Bending	Walking		Standing	Sitting		Lifting


Reaching	Pulling		Sneezing	Coughing	Other:	______________________________________





When are your symptoms worse?	Morning          Afternoon          Evening          Night           Always the Same





Have you had spinal x-rays, MRI, or CT scan for your current problem?	NO	YES





Have you had any treatments for this problem OUTSIDE of this office?	NO	YES	If yes, who and where were you treated? __________________________________________________________________________________











For office use only	Height: ___________		Weight: ___________		Pulse: ____________





			Blood Pressure: 	Left Arm _______ / ______	Right Arm _______ / ______








SOCIAL HISTORY  Please circle


Exercise:	Daily		Weekly		Walks		Runs		Swims		Never


Alcohol:	Casual		Moderate	Drinks Beer	Drinks Wine	Never


Caffeine:	<3 drinks/day		3-6 drinks/day		>6 drinks/day		Never


Tobacco:	Everyday	Some use	Heavy Tobacco use	Light Tobacco use	Never


Drug:		Recreational Use	Addiction	Never


FAMILY HISTORY  Does anyone in your family (parents, siblings, children) have/had any of the following 


(please circle):	


Stroke          Cancer, type: __________          Diabetes          Heart Trouble          High Blood Pressure          Headaches





Back Trouble          Rheumatoid Arthritis          Mental Illness          Joint Issues         Other: ________________________











Are you currently taking any PRESCRIPTION medications? (If you have a list, we can photocopy it!)





Medication:					Dosage/Frequency (i.e. 5mg, once a day, etc.)


_______________________________	________________________________________________


_______________________________	________________________________________________


_______________________________	________________________________________________





Do you have any medication allergies?





Medication Name		Reaction		Onset Date		Additional Comments


____________________	_______________	______________	_________________________


____________________	_______________	______________	_________________________





MEDICAL HISTORY	Have you ever had/or have any of the following? (please circle all that apply)





Headaches          Dizziness          Fainting          Loss of Balance          Tension          Nervousness          Sinus Problems





Recent Fever          Loss of Smell/Taste          Colds          Fatigue          Ears Ring          Bowel Issues          Ulcers





Gall Bladder          Cold Hands/Feet          Circulation          Seizure/Epilepsy          Numb Fingers/Toes        Muscle Spasm





Broken Bones/Fractures	          Joint Pain/Swelling          Osteoarthritis        Osteoporosis        Depression        Diabetes





High/Low Blood Pressure	Heart Issues          Eating Issues          Eye Issues          Sleeping Issues     Urinary Issue





Chest Pains          Weakness in Extremities          Prostate Problems          Memory Loss          HIV Positive      Breathing





Stroke, Date? ________      Cancer/Tumor, Explain: ________________    Other:________________________________












