Name: __________________________________

Date: _________  Age: ___  
Who referred you? ________________________

Reason for visit: __________________________         ________________              ___ Right  ____ Left
Duration of symptoms: ____________________
Date of injury, if any: _____________________
How did it occurred: ______________________
Where did it occurred: _____________________
Severity (0 to 10): ______ 
 Location of pain:____​​​​​​​​​​​​​______________________,  
Any radiation?  ___ yes ___ no

Where? ____________               
Quality of pain?  

___ dull, ___ sharp, ___ throbbing, ___ constant,
 ___ intermittent.     Any associated symptoms? ___swelling, ___ giving way, 
___ locking, ___ catching, ___ clicking,

___ bruising, ___ weakness, ___ numbness,

___ loss of movement, ___ difficulty walking
How far can you walk at one time? ____________. What makes it better? ______________________
What makes it worse? ______________________
When do symptoms occur: ___walking, ___stairs,
___running, ___arising from a chair,

___at night, ___in morning, ___at work, ___after work, other times _________________________
Previous treatment:________________________
By whom:________________     Additional info: _______________________________ ________
Dominant hand: ___right ___left

Are you allergic to any medication?

_______________________________________ Are you allergic to bird or feathers? ___yes___no
Medical Illnesses
High blood pressure ___,   Gout ___,

Diabetes ___, Liver/Kidney disease ___,

Anemia ___,  Bladder disorders ___,

Phlebitis ___,  Connective tissue disease ___

Bleeding disorder ___,  Neurologic disease ___, Heart disease ___,  Lung disease ___,

Ulcers/GI disease ___,  Disorders of Eyes, Ears, Nose, or Throat ____,  Arthritis ___

Type ____________, possibly pregnant ___

Elaborate, if needed ________________________

_________________________________________
Recent hospitalizations                           Date

____________________________________________________________________________________

Surgeries                                                 Date

__________________________________________________________________________________________________________________________________________________________________________________________________________________
Medications____________________________________________________________________________________________________________________

Occupation: _______________________________

Smoke ___yes, ___no, how much/day __________

Drink alcohol ___yes, ___no, 
H
ow much per day _____________ 
Level of education _________

Living arrangements/Marital status _____________

__________________________________________

Health of parents, siblings, and children (any deceased, reason?)___________________________

____________________________________________________________________________________

Any problems with:

fever, chills, loss of appetite, weight loss or gain______________________________________

Eyes, Ears, Nose, Throat, Neck ________________

Back_____________________________________

Lungs_____________________________________

Heart or vessels_____________________________

Abdomen__________________________________

Urination/Genitals___________________________

Nervous system_____________________________

Musculoskeletal system ______________________
Other/or elaborate___________________________
__________________________________________
____________________________________________________________________________________
The above information is to the best of my knowledge a true statement of my current physical condition.  Date:____________________________
Signed:___________________________________
