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Client’s Name

Have you had any changes in your health since your last visit?
List ALL current medications
Are you pregnant? Have you had any recent injuries or surgeries?

Client’s primary goal for today’s session:
Relaxation
Pain Complaint 1. Primary location
Please check all that apply.
__Mild _ Moderate __ Severe
__Constant __Intermittent
__ Symptoms increase with activity
__ Symptoms decrease with activity
__ Getting Worse __ Getting better __ No change
Treatment received
2. Secondary location
Please check all that apply.
_ Mild __ Moderate __ Severe
__Constant __Intermittent
__ Symptoms increase with activity
__ Symptoms decrease with activity
__ Getting Worse __ Getting better __ No change
Treatment received
3. Third location
Please check all that apply.
__Mild _ Moderate __ Severe
__Constant __ Intermittent
__ Symptoms increase with activity -
__Symptoms decrease with activity
__ Getting Worse __ Getting better __No change
Pain Scale 12345678910 Treatment received

Dailv Activities (IF THERE HAVE BEEN NO CHANGES SINCE YOUR LAST VISIT CHECK HERE D)
Work: Hours Sitting Standing Bending Reaching Walking Repetitive Motion
Exercise: Types/frequencies

Social/Recreational

Home: Hours Sleeping Napping Watching TV/Video/Media Gardening Chores
Do you use caffeine? Nicotine? Alcohol Recreational Drugs
Do you feel you eat a healthy diet? _ Estimated water intake each day? glasses or ounces

All information given above is true and accurate as of this date. Date

Signature





