Name: Date:

Patient Medical Information

Occupation

Leisure Activities

Use the scale below to answer the next 3 questions:

Your current level of pain while completing this survey _ /10

The least your pain has been in the past 48 hours _ /10
The worst your pain has been in the past 48 hours __ /10
History of Current Condition

Give a brief description of the problem(s) for which you are seeking therapy:

When did this problem begin?

Treatment received so far for this problem (chiropractic, injections, etc.):

Have you ever had this problem before? Yes / No

If so, how was the problem treated?

How often do you wake at night due to your symptoms?

My symptoms are currently (circle one): Getting Better
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