


                     

  Patient Name: ___________________________                                         

Account#__________                        D.O.B          _________   

\               

 

 

 

 

 

 

 

 

 

CHIEF COMPLAINT(S): _______________________________________________________________________________ 

Date of onset: __________________________________________________________________________________ 

How did it happen? ___________________________________________________________________________________ 

       Were you working at the time?        □ Yes     □ No 
 

What makes it feel better? _____________________________________________________________________________ 

What makes it feel worse? _______________________________________________________________________ 

How does it feel?  (sharp, shooting, stiff, dull, aching etc.) ___________________________________________ 

What time of day is it best? ________________________ Worst? ________________________     □ No timing 

How severe is it?    (1-10)    with 0 being no pain and 10 being unbearable pain? ________________________ 

What other providers have you seen for this condition?   □ MD   □ DC   □ PT    □ Other:   __________________ 

Are you still seeing them?        □ Yes     □  No   

Do you have a permanent disability rating?   □  No    □ Yes   _________%   Location: ________________________ 

What activities have been affected by this condition? ____________________________________________________ 

When was the last time you felt really good? ______________________________________________________ 

What are your goals with care? __________________________________________________________________ 

If we were your “Health Genies”, what would be your ONE wish? ___________________________________ 



               

Patient’s Signature: _____________________________________  Date: ___________________________________ 
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