Name ___________________________________________ Date ___________________ file # ____________
Patient History
Chief Complaint: _____________________________________________________________ D of Onset____________
Mode ____________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Location __________________________________________________________________________________________
Type:  Dull   Sharp   Achy   Numbness    Shooting   Pulsating     Radiate_Y/N_____________________________________
Freq/ Duration  Constant  Comes/Goes __________________________________ Scale    1    2   3    4    5    6   7   8   9   10
Exacerbation/ Remission _____________________________________________________________________________
Relationship to other systems   None ___________________________________________________________________
Treatment / Helped,    didn't help ______________________________________________________________________
Ice    Heat    OTC meds    Prescript    Stretches    Pain rubs   

Additional Complaint  ________________________________________________________________________________
Location __________________________________________________________________________________________
Type:  Dull   Sharp   Achy   Numbness    Shooting   Pulsating     Radiate_Y/N_____________________________________
Freq/ Duration  Constant  Comes/Goes __________________________________ Scale    1    2   3    4    5    6   7   8   9   10
Exacerbation/ Remission _____________________________________________________________________________
Relationship to other systems   None ___________________________________________________________________
Treatment / Helped,    didn't help ______________________________________________________________________
Ice    Heat    OTC meds    Prescript    Stretches    Pain rubs   


PAST HISTORY (surgeries, Traumas, Illness)_______________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________

Medications _______________________________________________________________________________________
OCCUPATIONAL HIST ________________________________________________________________________________
__________________________________________________________________________________________________

FAMILY HISTORY    Cancer   Diabetes  Heart Disease ________________________________________________________

SOCIAL     Sleep    Good  Poor   Bad ______________________________________________________________________
Exercise & Diet _____________________________________________________________________________________
Tobacco,  Alcohol, Drugs ______________________________________________________________________________
Stress level   Low  Med   High __________________________________________________________________________
Relaxations/ Hobbies ________________________________________________________________________________ 


Dr Sign ____________________________________________________________    Date _________________________

