Patient Questionnaire

Name: Age: Date:

Insurance: Medicare / Blue Cross / Blue Shield / Cigna / Aetna / United / Other:

Referring Physician: Fax:

Primary Physician: Fax:

Pharmacy (Name/Address/Phone):

Pain Diagram:

Please indicate the area you are experiencing pain.
XIBHDIERN G DR COZLTTF N,




Chief Complaint: Please state your main problem(s) fFEIREZRLTF &0\,

How long has this been proceeding? COAERIFED L SLVEWTEDFIH ?

How often does this occur? CODAERIFED L SVLNDIEETIRRCDFEITH ?

How long does it last? FERDE B IFHI LD SWLNREEITH ?

What makes it better? %9 3 EERIMSETEITH?

What makes it worse? il 9 3 EAEIRDELUEITH ?

Pain Level: Please indicate by circling the numbers for each question below.

X TFEEDBRBEFHRF(COZULTHEERITS .
Describe your pain at its WORST - f@#h—&MLRKDL NILERRUTFEL.

0 1 2 3 4 5 6 7 8 9

Describe you pain at its BEST * BH D —&FHLRDL ARV ZRRUTTFEL.

0 1 2 3 4 5 6 7 8 9

Describe your AVERAGE pain * BHDFIL NI ERRUTFEL.

0 1 2 3 4 5 6 7 8 9

Describe circle your pain type below * JBH#DEHEOUTTEL,

THROBBING/XF+X+ SHOOTING/HIF XS ACHING/Z>>>

OTHER/ZDAh:

10

10

10

HEAVY/&E(\



Radiology Studies: Please circle and indicate the date of exam if applicable.

MRI:  YES or NO (Date: )
X-Ray: YES or NO (Date: )

Please list the medical doctors who have treated you:

Neurologist/f#ERIE:

Orthopedic/E#R5H#3:

Chiropractor/h-r0O:

Other/ZDfth:
Please list your current medications: XRERASNTNIBEREHESZE0\,

NAME OF MEDICATION/ZEnD 4l HOW OFTEN? /4R DOSAGE/HE

Please list previous medications you are no longer taking:
XBEICRASNIETVWZERZEBST T 0,

Allergies: Do you have any allergies? Please circle & indicate if yes. 7L JLF—(EHDFEITH ?

NO
YES: ( )



Surgeries: xBE(CESEFMiEBAESBET TS0,

SURGERY/¥ili# DATE/B{¢ REASON FOR SURGERY/FliD¥EH

Medical illness or other medical problems: &% - fORIEEHBE T,

ILLNESS & PROBLEMS/#%# - &R DATE OF ONSET/VL\DtEHS

Please list any other current or previous treatments & their outcomes:
XA(CRITTND - RIFTTVWEER, EEDHER. BHAEZTDOMRZHEET TS0\,

TYPE OF TREATMENT

(Physical Therapy, Chiropractic NAME OF PROVIDER  START END HELPFUL?

DATE DATE YES or NO

Acupuncture, Psychotherapy, etc.)




Social History:

How much alcoholic beverages do you drink per day?
X—HICERFEND7ILO-ILDEZHEE T =L\,

How many cigarettes do you smoke per day?
X—BIERONDF/I\DADEREZHEETT 0\,

Do you use/ have used any recreational drugs in the past? Yes No

XiBE - IRECIREA RS Y I ERSNEZEEHDEITMN?
—1f yes, please explain: Yes OF5 (FERASNZWIREDTEHAT 0N,

Family History: xZRishCRIECHNETE B RZIFRALTTFE .

RELATIVE | ALIVE? AGE HEALTH/ILLNESS DIED? AGE CAUSE OF DEATH

Father

Mother

Brother

Sister

Work History:

Are you currently (Please circle): working / unemployed | retired | disabled?
XIEDBMHEFORRICOZULTT S : BibTNS - BHTLRL - EELTWVWS - T ATAMT )

If you are currently working, what do you do?
XBABSNTVDHRBEDRRBLFTESNTNEIN?

How long have you been with your current job?
XIREDIIZ (F EDL BSVEEDENTNEIN ?

If you are retired, what did you do before your retirement?
XKEFESNTVDHFEDRIFEARBLESZESNITLWELZN?



Please place a checkmark if you currently have any of the following symptoms -

REVIEW OF SYSTEM

SEDOHTREFTBDERICVZEZLTTFELY,

CONSTITUTIONAL - {448

O no problem O fever O weight loss O fatigue
EYE - H
O no problem O blurred vision O double vision O loss of vision
O eyeredness O eyedryness O eyepain
EAR/NOSE/THROAT - H/&/M
I no problem L trouble hearing O ringing in ear(s) O dizziness (vertigo)
[ loss of balance O earpain [0 eardischarge
CARDIOVASCULAR - i{OigmeE
O no problem O chest pain O irregular heart beat O high blood pressure
O limb swelling O limb pain on walking O fainting
RESPIRATORY - HIKZ%
O no problem [ trouble breathing [ chronic cough O coughing blood
GASTROINTESTINAL - Bi%
O no problem O indigestion O heart burn [0 abdominal pain
O nausea L vomiting O regurgitation
O diarrhea [ constipation O bloody stools
GENITOURINARY - [R&EGEZS
O no problem O incontinence O painon urination O bloodin urine
MUSCULOSKELETAL - §i5#&
O no problem O  muscle pain O muscle cramp O muscle twitches
O loss of muscle bulk 0 neck pain 0 back pain
[ joint pain [ joint stiffness O joint swelling
SKIN & BREAST - All/Bg
O no problem O numbness O tingling O discoloration
O hairloss O nail change O sweating change
NEUROLOGIC - %
O no problem O headache O face pain [0 face numbness
O weakness O tremors O seizures
[J blackouts O trouble w/ memory O trouble concentrating
PSYCHIATRIC - 5%
O no problem O  hallucinations O feeling depressed O trouble sleeping
O suicidal thoughts [0 inappropriate crying [ inappropriate laughing
HEMATOLOGIC/LYMPHATIC - HIif&/V >IN
[0 no problem [0 abnormal bleeding O anemia O Ilumps or swelling
ALLERGIC/IMMUNOLOGIC * Z L )LF—/5efE
[0 noproblem [ skinrash O joint pain O dry eyes/dry mouth
ENDOCRINE * A%
O no problem [0 excessive thirst O heat/cold intolerance [0 excessive urination



