Patient Health Assessment

Presse PRINT or WRITE Clearly

General Information

Patient Name: Date:

Provider Name:
Primary Care Physician's Name:
Patient Sax. M F Date of Birth: Sociat Securily #;

" —————

Patient Address: _

_ Home Phone. : Woark Phone:
Patient Employer. Patient Occupation:
Subscriber Name: _ : Reiation to Patient:

Subscriber Employer: Subscriber Social Security #
Referred for Treatment by:

Health insurance Plan: : Group # Member ¥,

Complamnt History

1. Describe your current complaint and how the problem began:

How long have you had this condition? ; : Date of onset;

1. mw you %u:dbe pain?
m 23 Soreness (3 Throbbing O3 Tingling 3 Oult O stiftness

) Spsem Y Buming (J Ache (Iweskness [JNumbness (7 Shooling
3. How would you rate the intensity of your pain? (Cirdie the appropriste number)

0 1 2 3 4 -] ] 7 g 9 10

{no pain) {modarate pain) (termiblefunbearabie pain)

4. How ofien is the pain present?

(1 Constant (81-100%) 0 Frequent {S1-80%) [J Oceasional (26-50%) 1 intermittent (25% or lass)
6. Since your problem is the pain: '

(3 Getling worse Getting betler [ Staying the same
‘8. Hwﬂdmrpmﬂmhrrﬂ ' Explain:

3 An suto accident Work related accident 7 Other type of accident

(Y Gradua! (7 Sudden : 1 No specific reason
7. Whiat makes your problem befter? :

£V Nothing 3 Waiking 1 Standing (Y Skting £ Moving aroundiexercise {3 Lying down CY inactivity
2. What makes your problem worse?

3 Nothing “Iwalking 7} Standing () Sitting {1 Moving around/exercise ] Lying down {7 Inactivity
8. Are you currently taking any medications? I Yes M No

if yes. plssse describe

10, Were you previvusly treated for an eariler occurrence of this same condition? “ITYes No
fyes, by whom? FMD ] Chiropractor T3 Physical therapist {3 Other

What were the approximate dates. type of treatment and the resulis?

11. What is your physical activity at work?
Y Mostty sitting 1 Light manual labor "1 Moderate manual iabor 3 Heavy manuai labor

A Crvamnhd 1000 Alirnvie tan
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fE7) S, Patient Health Assessment (cont.)
12. Do you exercise? : . :
£3 No regutar exercise (3 1-2 times s week (3 3-4 times a week (3 5-7 times a week
3 Cardiovascular (3 Stretching O Weight Machine O3 Free Weights O Sports o

13. What Is your present genersl stress level: 3
(3 No siress - O Minimal stress 0 Moderate stress (3 Greatly stressed

14. llpurptobhmamcﬂnu your ability to work of do other routine daily activities?

I No effect - ) Have soma flimited physical restrictions, but can function
1) Need some assistance wﬁhdaﬂy activities £ Cannot work

{3 Cannot funclion without assistance 3 Totetly disabled

Past Or Prese nt “Ey:npturn 3, Conditions Or Hahits

mlalnmgdm.cm:wms.ﬂuneMkmm: indicating whether this appiles to past or present,

Symptom Past Present Symptom _ Past Present
. Neckpain, ...} 0 Highbloodpressure . ............ O O 7m.m:
Shoulderpain .. ...V (3 Hesrtcondition ... ... (3 (3 O Past O Present
Armnietbow paift ... n B | Respirgtory condliion ................ (3 (3 {3 Occasional  (JModerate (7 Heavy
Upper back pain IO s I | Kidney/biadder problem . 0n O Past 3 Present
teiwer backpain ..o £33 Menstrual problems .................... 0o o " O Occasional  OIModerste () Heavy
< Paininlowerlegorknes ... (1 [} Sinus conditions -0 0O O Past l:l
Paininankeorfoot ... (1 (3 Aliergies/asthma .0 0O 03 Cccssional (I Moderate (3 Heavy
C Jawpein o Iy Cancer . -0 0O Pregnancy: (JPast () Present
s\vemmmueuarpims e o | 0 Stroke ... .. S Iy - S R
Headaches .. I o B | Exumwgmluufg-in .M 0 Surgical Procedure:
Dizziness ... ... . e s Skin condition .. — T O Past O Present
f"\‘.ﬁllﬂwm I iz | g Wiﬁl..._...,,.,‘,.,.,..,,,..............,._ n n Planse Hat
_General pmiunged falioue .0 Prostateconditlon .............._... 7 (3
Conditian of Weruafovaries ... 7
- Pﬁneshudehmuﬂgumhmwmmm pain, or other symptoms:
{0 | have reviewsd the information
Q contained on this form with the -
. patiant.
i
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