Use this form to report symptoms for more than one Chief Complaint

Problem # 2

Area OROL

1.) How long ago did this start? (Add a #)
__Days ___Weeks __ Months
2.) How did it start? CJSame as problem #1
ClOther:

3.) Severity of pain out of 10 (circle)
012345678910
4.) What is the quality of the pain?
OShap DDuf C3Stabbing
OThrobbing & Aching E1Buming
5.) Choose one: The painis
Oconstant Clcomes and goes
6.) Does this pain wake you from sleep?
OYes ONo
7.} Inthis area, do you have ?
OSwelling OBruise CNumbness
OTingling OWeakness
O loss of control of bowel/ bladder
8.) What makes your symptoms worse?
OStanding OWalking OlLifting
OExercise OTwisting Olying
OBending TOSquatting O Kneeling
Ostairs OSitting D Coughing

OSneezing
9.) Have you had any of these ?
Injection JY ON Brace Y ON

Therapy OY ON Cane/Crutch Y OIN
10.) Have you had surgery for this
problem? OYDON

Problem # 3

Area OROL

1.) How long ago did this start? (Add a #)
__Days _ Weeks ___Months
2) How did it start? [1Same as problem #1
Dother:

3.) Severity of pain out of 10 (circle)
012345678910
4.) What is the quality of the pain?
OShap DDyt DO Stabbing
O Throbbing £ Aching CYBuming
5.) Choose one: The pain is
Dconstant Ocomes and goes
6.) Does this pain wake you from sleep?
OYes [ONo
7.) Inthis area, do you have ?
OSwelling DBruise I Numbness
OTingling DWeakness
O loss of control of bowel/ bladder
8.) What makes your symptoms worse?
DOStanding OWalking OLifing
OExercise OTwisting CLying
OBending OSquatting OKneeling
OStairs CISifting O Coughing
O Sneezing
9.) Have you had any of these ?
Injection OY OIN Brace 1Y OIN
Therapy OY OON  Cane/Crutch 3Y ON
10.) Have you had surgery for this
problem? DOYDON

Problem #4

Area OROL

1.) How long ago did this start?( Add a #)
___Days ___Weeks __ Months
2) How did it start? C1Same as problem #1
Oother:

3.) Severity of pain out of 10 (circle)
012345678910
4.) What is the quality of the pain?
OShap DODul DStabbing
CIThrobbing £ Aching CBuming
5.) Choose one: The painis
Dconstant Ocomes and goes
6.) Does this pain wake you from sleep?
OYes ONo
7.) Inthis area, do you have ?
OSwelling O Bruise CINumbness
OTingling COWeakness
Olioss of control of bowel/ bladder
8.) What makes your symptoms worse?
OsStanding OWalking ClLifting
DOExercise OTwisting DOlying
OBending OSquatting O Kneeling
Cistairs CSitting O Coughing

BSneezing
9.) Have you had any of these ?
injection Y OIN Brace IY OON

Therapy DY ON  Cane/Crutch Y OIN
10.) Have you had surgery for this
problem? OYON

Procedure #1 Procedure #1 Procedure #1
Surgeon Surgeon Surgeon
Year City Year, City. Year City,
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