PATIENT NAME:

DATE:

PATIENT SYMPTOMS

Describe your symptoms in the sections below in order of severity

MAIN COMPLAINT:

CHECK BOX that describes your FIRST COMPLAINTand ONLY ONE complaint per section.

1. Check ONLY ONE AREA

2. Types of Pain (check ALL that apply)

Other type of Pain

L =left R=Right B = Both (Joull ] Sharp UJAching L Cutting
[J Headaches U OrOs [] Throbbing O Burning DNumbing DTininng I:]Cramping
O Front of head DSpasm DStinging O Shooting O Pounding [J Constricting

[0 Top of head
O Back of head

3. Pain Frequency

6 ACTION AFFECTING COMPLAINT

LI [Neck OLrOr OB O Up to 1/4 of awake time  [J 1/4 to 1/2 of time Brings On | Worsens |Relieves
O Upper Back O lTr s OJ 172 to 3/4 of awake time [J Most all the time Waking Up [} O |
I [MidBack ClveEle s Going to Bed 0 LJ O
O {Low Back LJL CIRr (I8 |4. Pain Intensity (affecting your daily activities)  |Bending Forward | [] LJ J
O[Rribs OLOr OB |0 Doesnt affect O] Somewhat affects Bending Back 0O J O
OJ|Shoulder OLOr OB 0] Seriously affects L] Prevents activites Bending Left O LJ L]
O3 {Upper Arm O OOr [JB 5. Does this pain radiate into other body parts? Bending Right O L |
OJ|Forearm OLOr OB Left Right Both Twisting Lefi | | Ll
0O [Hand OL0Or OB |OHead O O O Twisting Right O OJ O
O (Buttocks OL0OrOs |ONeek O B 0O Coughing 0 U] O
O Hip OLOr OB O Shoulder ] O O Sneezing ] ) O
DEE. D Or Os O Am ] ] O Straining O L] L]
O {Foot OL0Or OB |[OHad 0O O O Standing O L] [
O Hip O O O Sitting 0 L] [m]
Other Locations: O Leg E] O 0O Lifting 0 L O
O Foot [ | | O Other Actions affecting THIS complaint
Other Locations:
SECONDARY COMPLAINT: CHECK BOX that describes your NEXT COMPLAINTand ONLY ONE complaint per section.

1. Check®™ONLY ONE AREA

2. Types of Pain (check ALL that apply)

Other type of Pain

L=left R=Right B =Both [(JDull LJ Sharp [ Aching L Cutting
[J |Headaches L R B O Throbbing L] Burning  [J Numbing U Tingling O Cramping

[0 Front of head U spasm L_-]Slinging O Shooting [ Pounding (] Constricting

O Top of head

0 Back of head 3. Pain Frequency 6 ACTION AFFECTING COMPLAINT
I {Neck OL0OrOs O Up to 1/4 of awake time  [J 1/4 to 1/2 of time Brings On | Worsens |Relieves
O Upper Back OLvOr OB OJ 172 to 3/4 of awake time [J Most all the time Waking Up | | [=]
OJ|MidBack OLOr Os Going to Bed O LJ O
OJ{Low Back CJL CJr [I8  |4. Pain Intensity (affecting your daily activities) |Bending Forward | [ LJ CJ
CJ|Ribs OLOr OB [J Doesntt affect Somewhat affects Bending Back I} LJ ]
OJ{Shoulder LiL Elxe Cle O Seriously affects CJ Prevents activites Bending Left [] L |
CJ{Upper Arm CJL OOr OB 5. Does this pain radiate into other body parts? Bending Right O L J
O [Forearm OLOr OB Left Right Both Twisting Left Ll ) OJ
OJ[Hand OcLOr OB |OHead [ O O Twisting Right 0 ] [}
OJ|Buttocks OLOr Os O Neck O | (| Coughing [=] LJ |
O Hip Ot Or OB O Shoulder ] O O Sneezing B LJ |
O Leg LIt CTR 1B O Arm | O = Straining || U O
CJ{Foot OL0OrOs |0OHand O O O Standing 0 - i

O Hip O O O Sitting 0 L O
Other Locations: 0O Leg O O O Lifting 0O UJ O
O Foot O O El Other Actions affecting THIS complaint

Other Locations:

PLEASE CONTINUE ON BACK
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Name: Date:

ACTIVITIES OF DAILY LIVING ASSESSMENT

Please CHECK (V) areas that you are having difficulty with:

1- Difficulty with Self Care and Personal Hygiene Activities:

____Bathing ___ Brushing Teeth ____Preparing meals
__ Showering ____Making Bed __ Eating

____Hair Care ___ Getting Dressed __ Cleaning dishes
___Washing Face ___Tying shoes __ Taking out trash
___Going to toilet ___Doing laundry

2- Difficulties with Physical Activities:

__Standing ___Kneeling ___Reaching __ Reclining
__ Sitting __ Squatting ____Twisting

__Walking __ Bending __ Leaning

3- Difficulties with Social and Recreational Activities:

____Bowling ____Dancing ___lce Skating ___ Hobbies
__ Golffing ____ Swimming ___Roller Skating ___ Dining out
__ Jogging ___ Competitive Sports (describe)

4- Difficulties with different forms of communication:
__Concentration ~___Hearing __Listening Speaking __ Writing __ Using Keyboard

5- Difficulties with hand functions:
__Grasping __Holding __Pinching __Percussive movements Sensory discrimination

6- Difficulties with sleep and sexual function:
____Able to have normal, restful nights sleep ____Able to participate in sexual activity

A ]

Please write any additional information regarding your Daily Activities that was not covered:

Prior Symptom History: CHOOSE 1 THAT APPLIES

_ |'have NOT had prior symptoms similar to my current complaints.

— My current complaints DID exist before, but have not been bothering me.
My current complaints DID exist before but have worsened.

My most recent prior similar symptoms (if applicable) occurred:
____days ago __ weeks ago ____ months ago ___ years ago

Signature: Date:
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