


REASON FOR VISIT
Nature of visit:  o Wellness  o Recent Pain  o Long Term Pain  o Auto  o Work
Describe your symptoms (prioritize by severity) _____________________________________________________________________
__________________________________________________________________________________________________
When did  your symptoms start?  _____________________________________________________________________________
How did your symptoms begin?  ______________________________________________________________________________
How often do you experience your symptoms?
o Constantly (76-100% of the day) o Frequently (51-75% of the day) o Occasionally (26-50% of the day) o Intermittently (0-25% of the day)
How are your symptoms changing?  o Getting   o Not Changing   o Getting Worse
Using a 0-10 Pai n Scale (0=No pain, 10=Most intense pain imaginable)
Rate your current level of pain ___  Rate your average pain level ___  Rate the worst your pain gets ___  Rate the lowest your pain gets ___
Has this condition occured before? o Yes o No
Have you seen other doctor’s for this condition? o Yes o No
Doctor’s names and specialties  _______________________________________________________________________________
Types of treatment  ______________________________________________________________________________________
Results  _____________________________________________________________________________________________


