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Identifying information

Date: ……………………   Name of patient: ………………………………………………..                                                     Age:……..  Occupation:………………………………………………….

Employer:………………………………… Right handed or left handed: …………………  

Referring doctor or person or entity  ………………………………

Chief complaint (to be completed by all patients): ……………………………………………………………………

…………………………………………………………………………………………………………………………….
……………………………………………………………………………………………………………………………

……………………………………………………………………………………………………………………………

For worker’s compensation only:
Detailed job description include hours worked per day and week: ………………………………………………………     

………………………………………………………………………………………………………………………………

Date of hire:………………………………………

Date problems first began: ………………………..

Prior work related injuries: …………………………………………………………………………………………………

Prior non work related complaints or treatment or injuries involving the body part(s) that you are being evaluated for today: ……………………………………………………………………………………………………………………..

Details of the main complaint (to be completed by all patients):

Detailed description of any known injury including the date of injury:…………………………………………………..

……………………………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………

Duration of problem:……………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………

Problem aggravated by:…………………………………………………………………………………………………….

………………………………………………………………………………………………………………………………

Problem improved by; ……………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………

Previous treatment for this condition:………………………………………………………………………………………

………………………………………………………………………………………………………………………………

Special studies done eg MRI or nerve electrodiagnostics tests: ……………………………………………………………

………………………………………………………………………………………………………………………………

Overall getting better, worse or the same: …………………………………………………………………………………

Prior medical / surgical history  (to be completed by all patients):

Name of primary medical doctor: …..………………………………………………………….

In the space next to the diagnosis please provide more information if you have or have had any of these conditions

	Diabetes
	
	Cancer
	

	High blood pressure
	
	Bleeding problems
	

	Heart attack / chest pain
	
	Stroke
	

	Other heart condition
	
	Epilepsy
	

	Emphysema
	
	Parkinson’s disease
	

	Asthma
	
	Ulcers
	

	Other lung problems
	
	Colitis
	

	Kidney problems
	
	Thyroid problem
	

	Liver problems 

(eg hepatitis)
	
	Arthritis
	

	Blood clots
	
	SLEEP APNEA
	


Past surgeries not already listed: ………………………………………………………………………………………..

………………………………………………………………………………………………………………………………Medications (Please provide doses and frequency of all medicines / herba)

……………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………………… 

Drug allergies: ……………………………………………………………………………………………………………..

………………………………………………………………………………………………………………………………

Social history (to be completed by all patients): 

( Single  ( Married ( Live alone 

Sports: ……………………………………………….…………………………………………………………………

Hobbies: : ……………………………………………….………………………………………………………………

Impact of injury on sporting activities or hobbies: …………………………………………………………………….

Smoking: Yes / No : If yes, how many packs per day: ……………………………

Alcohol consumption: Yes / No : If yes, how much per day:   ………………………………..

Do you think that you might be pregnant ? Yes / No

Signature patient: ………………………………..  Date: ………………..

Thank you for completing the form.
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