
 

______________ GROUP VISIT 

 

NAME: _________________________      SESSION #:_______        DATE: ______________ 

 

1) Do you need to see the doctor privately today?    No  /  Yes 

 

2) How would you rate your pain today?  

     No pain                                Worst pain imaginable 

0 1 2  3 4 5 6 7 8 9 10 

 

3) How would you rate your mood today?  

    I feel happy                               Worst mood imaginable 

0 1 2  3 4 5 6 7 8 9 10 

 

 

4) Have you had any problems with the following: 

a. Trouble sleeping     □  YES         □  NO 

b. Problems with constipation   □  YES         □  NO 

c. Headaches on a daily basis   □  YES         □  NO 

d. Problems urinating                 □  YES         □  NO 

 

5) Have any of your medications changed since our last group visit?   No  / Yes 

 

6) Have any of your dietary supplements changed since our last group visit?   No  / Yes 

 

7)  Did you visit the emergency room since our last group visit?     No  /   Yes 

 

8)  What home practices did you do this past week? (Circle all that apply) 

Tried New Foods          Yoga                 Meditation/Mindfulness 

Body scan    Journaling     Mindful eating           Other: __________________

  

 

9)    How many cigarettes do you smoke a day?    __  __ 

10)  Any other concerns? 

 

 

Vitals: please record in vitals tracker in binder  

Blood Pressure: ________  Pulse: _______  Weight: _______ 


