PURE MUSCLE THERAPY By Nicole#8227 140 SE Mill St Dallas, Or

Date
Full Legal Name: Home Phone:_( )
Address: Work Phone:_( )
City/State/Zip: Cell Phone:_( )
Email Address: Date of Birth:
Height: Weight: Age: Sex: Marital Status:
# of Children at home: Ages: Any Others Living at Home:
Date of Injury/Accident: Primary Care Physician:

Currently under a physician’s care? Yes No For Pain? Yes No Other?

If yes, name of physician: Diagnosis given:

Current treatment(s):

Referred by physician? Yes No If no, who referred you?

Check all you have consulted for your symptoms:
M Physical Therapist

____Physician - _
____ Naturopath DO ____ Occupational Therapist
____Neurologist ___DC ____Massage Therapist

__ Orthopedist ____Psychiatrist ____Acupuncturist

____ Psychologist ____Counselor ____ Biofeedback

Other (specify):

List past surgeries and dates:

List all medication(s) you are currently taking including over-the-counter such as aspirin:

Medication Dosage Frequency Effectiveness

hw N =

List all vitamins and supplements you are currently taking:

List all allergies including food, medications, seasonal, etc:

How much do you consume daily of: Coffee Tea Alcohol
Soft drinks Chocolate Cigarettes/Cigars/Tobacco
Are you allergic to nuts? Yes No Do you wear contact lenses? Yes No

Are you now OR do you suspect you are pregnant? Yes No
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Please check any or all that apply to you: ___Right handed __ Left handed
1. Why are you here? ___Relaxation ___Injury/Accident ___Headaches
___Chronic condition/Other (specify):

& 2. Rate you area(s) of current pain by circling the number on the scale of “0” (no pain) to “10”
(worst pain possible):

Lowback-012345678910 Right Shoulder-0123456789 10
Middle Back-012345678910 Left Shoulder—012345678910
Upper Back-012345678910 Right Arm or Elbow-0123456789 10
Neck-012345678910 Left Arm or Elbow-012345678910
Headache-012345678910 Right Hand or Wrist-0123456789 10
Face-012345678910 Left Hand or Wrist—0123456789 10
Chest-012345678910 Right Hip or Knee-0123456789 10
Abdomen-012345678910 Left Hip or Knee-012345678910
Groin-012345678910 Right Leg or Foot-012345678910
Other (specify)—012345678910 Left Leg or Foot—-012345678910

3. Briefly describe your symptoms and include when they began:

4. Did these symptoms begin as an Injury/Accident? Yes No If yes, was it:
__OntheJob __AtHome __ Vehicle Related Seatbelt: On or Off (circle)
___Driver __ Passenger Frontor Back Seat (circle)  Other (specify):

5. What is your Current Occupation? (not your employer)

List Previous Occupation(s)
6. What kind of activities relieve or decrease your symptoms?

___lce ___Warm/Hot Bath ___Exercise
___Heat ___Warm/Hot Shower ___Sitting
____Activity ___Laying Down ___Resting
___Standing ___Relaxation ____Nothing
___Walking ___Medication (list): ___Other (specify):
7. What kind of activities increase your symptoms?
= |C8 ___Warm/Hot Bath ___Exercise
___Heat ___Warm/Hot Shower ___Sitting
___Activity ___Laying Down ___Resting
___Standing ___Walking ___Nothing
___Kneeling ____Eye Movements ___Sudden Loud Noise
___Vacuuming ____Head Movements ___Reaching &/or Working Overhead
___Loud Noise ___Flashing Lights ___Driving/Riding in a Car
7 ___Waist Bending ___Twisting Movements ___Other (specify):
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8. Descrbemep-mmofyoursympmm: g s -

~Periodic " Fearful Shooting Worse on Waking

= ransient " DulliAchy " Tender " Worse at End of the Day
“;mm " Tingling ~Hot/Buming _Other (specify):

" Stabbing " Throbbing "~ Radiating

9 MWMWM&M s ¢ o
== ' " Wei " Shooting Pains Changes: 1 or
—Wm —meeah —mcmu Teeth Pounding/Racing Heart
“Sifftess Diarrhea Limited Movement
" Nausea —Constipation ~__ Sexual Dysfunction Other (specify):

10 Ch:-okmmwwmmndmmmmfnhyouhaveMenmvodem
—Fodbel __Faling —JetSki " Head Injury/Concussion
__Baseball —_Tripping " Kayaking ~Horseback Riding
" Baskethall —_Siipping " Bus " Wind Sufing
—_Volieyball —_Stumbling __Truck ___Snow/Water Sking
—_Soccer —_Jamming —Car ___Snow Boarding
—Tennia —Stubbing “Motorcycle __Rollerfice Skating
—_Goff “Racketball ~ __Other Vehicle __Gymnastics

11. How often do you get headaches? 12. How long do your headaches last?
—Daily —_Hours (specify):
___Every other day ___Oneday
___Once aweek : ___Twodays
___Twice a Month ___Three days
___Once a Month ___Fourdays
___Sporadically - ___Longer than four days
___Rarely ____They never go away
13. Where in your body do you first feel your headache?
__ Forehead ___Behind your eyes ___Middie Back
" Neck ___Behind one eye ___Upper back/shoulders
__ Jaw __Ear((right or left) ___Other (specify):
14. How would you describe your headache?
___Avice around your head ___Pressure from the inside pushing outward
___Forehead pressure ___Pressure pushing on left or right side of face
___Farache ___ Bright lights followed by exireme pain
__Other (specify):
15. What time of day do you first notice your headache?
___Upon first waking ___Early afternoon
___After getting out of bed ___Late aftenoon
___Mid moming ___Early evening
Noon - __lateevening
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: Conditions: Nervous System Conditions:
Cancer S
—Garee —Golapsed Lung —NeurtisNeuropsihy
~=Onorienis ___Lung disease el
e foot —Chest Pain ik " Pinched nerve
" Ring worm _TPI*W'“-V "~ Numbness/Loss of sensation
-, ~Emphysema e DI
~Other (specify): St ~Other (specify):
Conditions:  Muscle/Tendon Conditions:
Circulatory Conditions W_"“UM""" __Sprain
~ Blood Clots st discase —Strain
—\ericasiies ___mitable Bowel ____Tendonitis
:'l hLow Blood ___Gall Biadder/stones ____Bursitis :
Heart disease —Kidney g
e aer ~_Nephropathy —bag/Foct Crampe
_— ___Chronic Renal Failure ___Muscle weakness
_‘w"""' —__Liver Disorder Limited movarnant
~_High cholesterol —Chronic Constipation Other (spaclly):
____lreguiar heart beat ___Chronic Diarthea
"~ Bruise easily —_Acid reflux
" Other (specify): ___Gas/Bloating
—_Other (specify): :
Osteopathic Conditions: Lymphatic Conditions
. Broken bones . Chronic coids
___Osteoporosis —Chronie fiu
—_Osteoarthitis —_Swollen Lymph Nodes
—__Joint replacement (specify). —Other (specify):
~_Other (specify):
Other Conditions/Symptoms:
___Post Polio __HVv+ ___Rheumatoid Arthritic
" Cancer _a‘pss __Tubercuiosis
" Ulcers s __Heartdisease s
e = e
T Asthma __Alooholism —Dizziness or Fainting spells
—_ Bursifis —_Emphysema __Nipple tendemess/discharge
" Diabetes (Type 1) —Weight Loss —Weight gain
__Diabetes (Type 2) _Lupus ___Raynaud Syndrome
___Menstrual _Endometriosis Breast Cancer
—_Ovarian Cancer —_Cervical Cancer —Perimenopausal symptoms
. Kidney infections —_Kidney disease Post menopausal symptoms
" Fibromyalgia ___Fibrocystic Breasts ___Kidney Stones
" Vertigo ___Dizziness Ovarian Cysts
in ears/Tinnitus ___Méniére syndrome —_Endometriosis
Charcot Marie-Tooth —_Other (specify): o



