Patient Basic Information

Personal Information:

Last Name: First Name: Mid. Init.:
Address: City, State, Zip:
Home Phone: Work Phone: Social Security No.:
Date of Birth: Date of Injury/Onset:
Dominant Hand: Q Right O Left O Both
Insurance Information:
Policy Holder (if different than patient): Policy No.:
1. Description of Accident/Injury/Onset
Enter a full description of the accident, injury or onset in the space below.
2. Your condition during and immediately after injury/onset

Enter the details of your condition during and immediately after your injury/onset.
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Automobile Accident Description

Please answer the questions below. Ifyou do not know the answer to any of the questions, do not answer that question.

1. Yourvehicle type 2. Your position in vehicle

3. What was your vehicle doing at the time of the accident?

O car O Station Wagon O Driver O Front Passenger
Qvan O Pickup Truck O Left Rear Passenger

Olarge Truck OBus O Right Rear Passenger

Other. Other,

U Stopped atintersection
O Making a right tumn

QO Proceeding along
Other.

U Stoppedintrafic [ Stopped at light
O Making aleftturn O Parking
O Slowingdown  UAccelerating

4. Time/Speed/Damage 5. Details of Accident

6. Road conditions

YesJ O No
YesT I No

Did you have a seat belt on?
Did you have a shoulder harness on?

Time of accident Visibility at time of accident Road conditions attime ofaccident

Your vehidle's O Poor U Fair 0 Good Oicy QOwet O Sandy QDak O Cleanand dry
speed. mph

Their vehicle's Who hit who/what? Point ofimpact

speed: mph | Q Youhit other vehicle QO Head-On ULeft Front O Right Front
Damage to your vehicle O Other vehicle hityou 0 Read-End 0O Left Rear O Right Rear
0O Mid O Moderate You hit...{object)

0 Totaled

7. Body Position, etc.

Did you see the accident coming: YesU QO No Does your vehicle have headrests? Yes(l({l No

Were you braced for the impact? Yes U No | What was the position of your headrest at the time of the impact?

U Even with top of head [ Even with bottom of head 0 Middle of neck
What was the direction of your head at the time of the impact?
QO Facing straight forward O Tumed to the right O Turned to the left

Did driver side air bags deploy? Yes(d (O No Did passenger side airbags deploy? Yes{ O No Did side airbags deploy? Yes U No

8. Additional accident information

In the case of a motor vehicle accident, enter any additional information here that is not covered by the above check offs.

9. During the accident:

10. Afterthe accident:

Did your body strike the inside of your vehicle?  YesU U No
if yes, describe:
Did you lose consciousness during the injury? ~ Yes( U No

ifyes, forhow long?
Your vehicle's estimated damage?

Damage to their vehicle: O Mid [ Moderate {1 Totaled
Did police show up at the scene? YesU T No
Was an accident report filled out? Yes U No

Check off your symptoms right after and a few days following:

0 Headache O Dizziness {1 Mid back pain {Q Cold hands
QO Neck pain U Nausea 0O Low back pain O Cold feet
O Neck stifnes [ Confusion O Nervousness [ Diarrhea
O Fainting O Fatigue O Lossoftaste O Depression

0 Ringing in ears [ Tension Q Toe numbness 1 Anxious
O Loss of smell  Qinitability 0 Constipation  { Chest Pain

O Pain behind eyes 0 Shortness of breath [ Sleeping problems
Others:

11. Emergency Room?

12. Treatment History:

Where did you go afterthe accident?

U Home QO work O Hospital ER (3 Private Doctor
Howdidyougetthere?

Q) Drove self (ISomebody else UAmbulance O Police

Were X-rays done? YesQQUNo Was labwork done? YesTUNo

Body parts X-rayed?
What lab work?
The X-rays revealed:

Treatments: O Cervical Collar U Ice Other:
Medications:
Foliow-up instructions:

Fillin any other doctor(s) seen prior to your first visit to this office,

1. Dr. Firstvisitdate: __ / /
Specialty: X-raysdone? YesUNo
Types of treatments received:

How many treatments received? ____ Cumrently treating? Yes (1 (] No
Did treatments benefityou? Yes{1{l No

Lastvisitdate:r __ / [

2. Dr. Firstvisitdate: ___ / [/
Types of freatments received:

How many treatments received? Cumently treating: Yes{1Q No

Did treatments benefityou? YesQQO No
Last visit date: / /
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PRESENT COMPLAINTS
1. Please describe the character of your current pain (you may check one or more answers):
Weakness__ Throbbing/Gnawing__ Numbness__ Shooting__ Gripping/Constricting___
Burning__ Tingling
2. How often are the complaints present? Constant (76-100%)__ Frequent (51-75%):
Occasional (26-50%):___ Intermittent (25% or less):
3. How bad is your pain or ache? Please circle a number:
0 1 23 45678 9 10 (0=no pain, 10=unbearable pain)
4. Since your problem began is the pain: Increasing_ Decreasing __ Not changing
5. When did your problem begin - specific date if possible
6. Did your problem begin: Immediately after a specific incident___ Multiple incidents__
Gradually developed over time___ No specific reason___
7. Describe how your problem began:

8. What makes your problem better? Nothing_ Lying down Walking Standing__

Sitting_ Movement/Exercise__ Inactivity

9. What makes your problem worse? Nothing_ Lyingdown____ Walking  Standing
Sitting  Movement/Exercise Inactivity_

10. How would you grade your general stress level? No stress Minimal stress
Moderately stressed Greatly stressed

11. Physical activity at work: Sitting more than 50% of workday Light manual labor
Manual labor Heavy manual labor

12. General physical activity: No regular exercise program Light exercise program

Strenuous exercise program
13. Are your complaints affecting your ability to work or otherwise be active?
No effect Need limited assistance with common everyday tasks
Have a significant inability to function without assistance Need assistance often
Some physical restrictions (able to perform light duty & household tasks)
Am totally disabled (impaired). Cannot care for self Interferes with sleep

MARK AN “X” ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS,
INCLUDE SYMPTOMS OF PAIN, NUMBNESS OR TINGLING

Patients Signature: Date




Description of Symptoms

Describe your symptoms in the sections below, in the order of severi
I. First Current Symptom: (Please check off the boxes below to describe your first symptom. Describe only ONE symptom per Section }.

ifpossible.

1. Check only one body location below

2. Types of pain

Other types of pain:

DHeadameEl Frolr_ﬂ cl):fl HeadR - 5 d Q Dul . g Sharp DAChi”Q Q Cuttipg .
O Top of Head QThrobbing O Burning O Numbing  Q Tingling T Cramping
DBa?:k of Head () Spasm Q stinging U Shooting 0 Pounding O Constricting

Qaw L RO B @ | 3.PainFrequency 6. Actions affecting this pain

OEye L0 rQO g 0O |QUpto1/4ofawaketime 1/4 to 1/2 of time Brings On Aggravates Relieves

ONeck L0 RO 80O |QO12to3/40fawaketime T Mostallthe ime 8 Inthe AM. 8 8 8

QuUpperBack L O rRO B QO Inthe P.M.

DM?dpg;czc L Q RO g O |4 Painintensity (How it affects your daily activites] O Bendingfowad O QO a
Q Doesn't affect Q Somewhat affects 0 Bending back a a Q

QLowBack LQ RQO B O

Qchest L O RO g O |USeriouslyaffects [ Prevents activities ] Bending left a Qa o

Q Abdomen td RO B U [ 5.Does this pain radiate into other body parts 2 8 ?&?g:?‘g ?gf;“ 8 8 8

gglbtf ok t 8 2 8 g 8 Q L"D" R'?_—?‘ Ba" Q Twisting right g Q Q

uttocks Head :
Q Shoulder L rRO B O | O Neck ] a 0 U Coughing Q Qa g
Qupperim 18 R0 53 |GSwe 9 3 3 |8y=e 23 2
orearm Arm i

QHand L@ RO BO |QHand a O 0 ggtimgng 8 8 8

OHip LQ RO 80 0 Hip Q Q Q O Litin 0 0 a

QOieg La RO BA | QLeg g Q Q 5 9 )

OFt ~ LO RO BO |QFoo a a a therActions: o o o

Other locations : Other locations of radiation: 00 0O

Il. Second Current Symptom:

(Please check offthe boxes below to describe your next symptom).

1. Check only one body location below

2. Types of pain

Other types of pain:

UHeadaches L O RO BO |5p, Qshap QAching O Cutiing
UFront of Head QThrobbing QBuming O Numbing O Tinging O Cramping
ggoz:)f ':f'ad d O Spasm Q stinging & Shooting O Pounding S Constricting
Y aL El ca RO 8 0O 3. Pain Frequency 6. Actions affecting this pain
&) Ea V; L0 rO g0 QUpto 1/4 of awaketime Q1/4 to 1/2 of time Brings On  Aggravates Relieves
Y 01/2 to 3/4 of awaketime I Most all the time Q Inthe AM. Q a Q
ONeck LQO RO B O Q Inthe PM g o o
WupperBack L O RU sd 4. Painintensity (Howitaffects your daily activites| Q Bendingforward O Q O
OMid Back LQ RO 80
OLowBack LO RO 80 |4 Doesntaffect QO Somewhat affects Q Bending back Q Qa g
Q C(LW A c L O RO B 0 O Seriously affects 0 Prevents activities 0 Bending left a a a
DAbggmen LQ RO B O [ 5.Does this pain radiate into other body parts? 8 5.: ?:t:?]g ?gf? t g 8 g
URibs LQ RO B0 Left Right Both P
QO Twisting right a a Qg
OButtocks LQ RO B O | O Head ] a a Q Coughing Qa o a
QO Shoulder LQa RO B O | ONeck a a a Q Sneezin g o o
Qupperarm L Q RO B O | O Shoulder a Q Q ezing
Q Straining g Q QO
O Forearm L Q rRQ BO {QAmm aQ a a O Standin, O o Q
QOHand L3 RO BO |QHand a a Q anding
Q sittin Qa Q Qa
QHip L RQ 80 [QHp 8 g S Q Liﬂingg O o o
OlLeg L Q RO BO |QOLeg OtherActions:
QFoot L@ RO B0 |OFoot a ] a erActions:
Other locations ; Other locations of radiation: QD Dn DD
lll. Third Current Symptom: (Please check off the boxes below to describe your 3rd symptom).
1. Check only one body location below 2. Types of pain Other types of pain:
UOHeadaches L QO B 0O . )
ClFront of Head O Dul O sharp  QAching O Cutting
O Top of Head QThrobbing O Buming O Numbing O Tingling O Cramping
DBgFé?of fiea g JSpasm Q stinging O Shooting O Pounding O Constricting
3. Pain Frequency 6. Actions affecting this pain
Cllaw LQ RU 80 OUpto 1/4 of awaketime [1/4 to 1/2 of time g pa ;
QOEye L Q RQ B QO . . Brings On  Aggravates Relieves
ONeck Lo RO 8 0 Q1/2 to 3/4 of awake time O3 Most all the time Qinthe AM. a g )
O Inthe PM. g a Q
gmjpg:::d( t g S 8 g 8 4. Pain Intensity (How it affects your daily activites) Bending forward O a Q
Olowack L O RO 8Q |5 Doesnt aflect. 8?’“6""23‘  aflects OBendingback Q Q QO
QChest L Q RO B Q0 erously afects revents acuvities a Bending left a a a
0 Abdomen t Q@ RQ  BQ |5 Does thispainradiate into other body parts?| J Bending right a Q g
dEL i8R M LLTTTEURTETTREEE 4§
Buttocks L R B Head wisting rig
QShoulder L@ RO BO |QNeck Q a a O Coughing Q Q g
OupperAm L QO RQ 80 |Qshouder O a a Q Sneezing Q a Q
QFoream L Q RO 80 [QAm Q Q Q Q Straining g Q Q
QHand L3 RO 80 |QHand Q Q Q O Standing Q Q Q
QHip L RO BO [QHp a a Q Q siting Q Q Q
Clleg LO RO BQO |Oleg a Q Q O Lifing a a a
QFoot L@ RO BO |QFoot Q a a OtherActions:
Otherlocations ; Other locations of radiation: Q Q Q
N —_——

3

(¢) 2002 Report Master, Inc. All rights reserved.



Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if possible.)

|1Vb|:]0u'r('th ?ymptgn;; : t|(Plela;gle check off the boxes below to describe your 4th symptom. Describe only ONE symptom per Section )
. Check only one body location below 2. Types of pain oth f pain:
QHeadaces LQ RO BQO ypesotp , , ther types of pain
a Dul Q sharp QO Aching Q Cutting
UFront of Head O Throbbi i : d .
robbing O Burming O Numbing QO Tingling O Cramping
QO Top of Head o 4 > -
O)Back of Head O Spasm Q stinging & Shooting U Pounding 0 Constricting
Qlaw L O RO 8 O |3. Pain Frequency 6. Actions affecting this pain
QEye L QO RO B0 |QUpto1/4ofawaketime J1/4 to 1/2 of time Brings On Aggravates Relieves
QI Neck L 0 RO g0 {H12 to3/40fawaketime [l Mostallthe time O iInthe AM. a a QO
QupperBack L Q RO B U - - ) — O inthe PM. g a 4a
OMid Back La RO B O |4.Painintensity (Howit affects your daily activites] Q Bendingfoward O O O
OLowBack LQ RO g O | Doesn'taffect 0 Somewhat affects 0 Bending back Qa a Qa
QO Chest L 0 RO g O | Seriouslyaffects O Prevents activities a Bending left a Q Q
Q Abdomen Ld RO B O ['s. Does this pain radiate into other body parts? 8 %?;:’;g ?ght 8 o g
i g left a
URibs tQ RrRQ 80O Left  Right  Both O Twisting riaht O o o
O Buttocks L0 RO BO | QHead Q a Q0 wisling ng
QOShouder L QO RO  BO |QONeck a Q Q Q Coughing Q Q d
QupperAm L O RO  BO |Qshouder O Q Q B g{‘r:z':g 8 g 8
CForearm L0 RO B8O |QAm Q Q a !
QHand L RrO BAQO Q Standing g a g
QHip L@ rO 80O gﬁ?p"“ 8 8 8 8 Sitting g 8 8
Oleg L@ RO BO [QLeg Q Q a Ling
OFoot LQ RO BO | QFoot Q Q a OtherActions: Q a Q
Other locations Other locations of radiation: Q o o
|V, Fifth Current Symptom: (Please check off the boxes below to describe your 5th symptom).
1. Check only one body location below 2, Types of pain Other types of pain:
DHeadaohesD FI’OIFII Eleea dR u BO |Qpu Q shap QAching O Cutting
" QTop of Head QThrobbing O Buming O Numbing O Tingling O Cramping
DBO?:IS ”:a d OsSpasm O Stinging O Shooting 0 Pounding O Constricting
Qaw a L OD ca RO B O 3. Pain Frequency 6. Actions affecting this pain
QUpto 1/4 ofawaketime [11/4 to 1/2 of time BringsOn Aggravates Relieves
QOEye LA RO B QO
Y 01/2 to 3/4 of awake time [ Most all the time QO Inthe AM. a g g
inthe PM.
o JpperBack L 8 RO B2 |4 Ppainintonsity (Howitaflects yourdaiy activites] O Bendingfoward @ 3 O
aL ' Ba " L O RO 80 U Doesn't affect QO Somewhat affects 0 Bending back a Q a
owbac O Seriously affects O Prevents activities Q Bending left a a 0Q
QChest LQ RO B O L9
QO Abdomen LQa RO B 0 | 5. Does this pain radiate into other body parts? 8 Bepd!ng right Q = Q
ORibs LQ RO B3 Left Right Both Twisting left g o g
g Q Twisting right Q a Q
UButtocks LQ RO B O | OHead a 8 a 0 Coughing O o o
Qshoulder LQ RO B QO { QNeck Q a .
Q Sneezing g a 0
Qupperarm L Q RQ B Q | Q Shouider a Q Q O Straini
training g Q Q
UForearm L Q RO BO [QAm Q a Q .
OHand LQ RO BO |QHend Q 8 a 82‘;3“3"9 8 8 8
QHip L Q RO BQA |QHp a Q Q Liftin
g  a Q
o5 i8R E3R5 9 08 9§ |G 200
Other locations : Other locations of radiation: Q a 0
VI. Sixth Current Symptom: (Please check off the boxes below to describe your 6th symptom).
1. Check only one body location below 2. Types of pain Other types of pain:
DHeadacheEF Lt Ef]H dR Q B0 Q Dul Q sharp O Aching Q Cutting
DTLO"O?He:: OThrobbing O Buming O Numbing Q Tingling QO Cramping
ClBazk of Head LSpasm Q stinging O Shooting O Pounding Q) Constricting
Qaw L Q RO g O |3.PainFrequency ) 6. Actions affecting this pain
QEye L O rO g0 |YUptotdofawaketime U1/4 to1/20f time Brings On  Aggravates Relieves
ONeck L RO g0 |8712to34ofawaketime O Mostall the time Q Inthe AM. Q Qg Q
, Q Inthe PM. Q O Q
Bmf %;%zd( t 8 s 8 g 8 4. Pain Intensity (How it affects your daily activites] O Bending forward O ] Q
OLowBack LO RrO B0 |YDoesntaffect Q Somewnhat affects Q Bending back Q g Q
OChest L RO BO [ Seriouslyaffects O Prevents activities Q Bending left O o Qa
UAbdomen Ld rRA B QO 5. Does this pain radiate into other body parts? = Ber)d{ng right a a d
QORibs L RO 8O Leit  Right Both U Twisting left g Q g
QButtocks LQ RO BO |QHead Q Q a Q Twisting right Q Q d
Qshouder L Q RO BO |ONeck o Q Q U Coughing g o o
QupperArm L O RO B0 {OShouder QO a Q Q Sneezing Q 0 Q
OForearm L@ RrRAO 80 {QAm Q Q Qa U Straining g  aq
QHand LO RO 8O |QHand o Q 0 O Standing a o g
QHip L RO B8O |[QHp Q a Q O sitting a a Qa
Qteg LQ RO 80O |OtLeg Q Q Q U Lifting a o Q
OFoot L Q rRQA B QO Foot Q Qa Q OtherActions:
Other locations ; Other locations of radiation: 8 8 8
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Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if possible.)

1. Check only one body location below
QOHeadaches L O RO BQ

Vil. Seventh Symptom: (Please check off the boxes below to describe your 7th symptom. Describe only ONE symptom per Section )

Q Dull Q sharp 0O Aching Q Cutting
Bs(r)onéfo :{Zae: d UThrobbing QO Buming O Numbing O Tingling O Cramping
DBarc,:k of Head O Spasm Q stinging O Shooting O Pounding W Constricting
Claw L O rRO g O |[3.Pain Frequency 6. Actions affecting this pain
Qeye L0 rRO B0 |QUpto1/4ofawaketime 14 to 1/2 of time Brings On Aggravates Relieves
Qa g0 |82 to3/4ofawaketime O Mostallthe time O inthe AM. a a

CNeck Ly R Q inthe PM Q O a
QupperBack L3O RO B0O - - - —— DE? Grafe Q o o
OMid Back LQ RO g O |4 Painintensity (Howit affects your daily activites ending ‘orward
OLowBack L0 RO g8 O |8 Doesntaffect U Somewhat affects U Bending back g Qg Q
ClChest La RO g O |OSeriouslyaffects QO Prevents activities U Bending left g Q Q

- — 0 Bending right Q a a
O Abdomen LQ RO B O 5. Does this pain radiate into other body parts? O Twisting left a Q Q
HRibs LQ RO B8O Left  Right  Both 02 Twisting right Q O aQ
QOButtocks Lt RO BO |QOHead =] a a Q Cou :iﬁ 9 g o o
Q Shoulder LO RO BOQ | QONeck Q Q a o Snegzi 9 O o O
QupperArmn LD RQ  BQ | OShouder O Q Q Q Straining a o o
QForearm La RQ BO | QArm Q a a Q Standin Q o o
QOHand Lt RO BQO |OHand Q Q a Q sitn 9 O o o
Qe LY R B3 [QHe g o d Qifing O 0 a
OlLeg LQ RO BQ O Leg = Q Q OtherActions:
Other locations Other locations of radiation: 0 0 Q

2. Types of pain Other types of pain:

Vill. Eighth Current Symptom:

(Please check off the boxes below to describe your 8th symptom).

1. Check only one body location below

OHeadaches L O RO 80
OFront of Head
O Top of Head
UBack of Head

Qlaw  ° LQ

OEye

CNeck

QOUpperBack

UMid Back

OLowBack

QChest

O Abdomen

QORibs

U Buttocks

C Shoulder

QOuUpperArm

OForearm

QOHand

OHip

Uleg

QFoot

Other locations :

Pl

rrecErCreErrCOrrECrrecer
0Cc0ooo0o0o0oocoo00co
AODADDVDDVDNITODOIIDD
COo000000000000000
DOUDTWEWOEEEEED DD @
o000 00c000c0c0000o

2. Types of pain

Q Dull QO sharp O Aching Q Cutting
QThrobbing O Buming O Numbing O Tinging O Cramping
O Spasm Q stinging O Shooting & Pounding Q Constricting

Other types of pain:

3. Pain Frequency 6. Actions affecting this pain
Qupto 1/4 ofawaketime [1/4 to 1/2 of time Brings On  Aggravates Relieves
Q1/2 to 3/4 of awaketime (I Most all the time Qinthe AM. Q QO Q
Q inthe PM. Q Qa a
4. Pain Intensity (How itaffects your daily activites}] Q Bendingfoward @ Q QO
O Doesn'taffect Q) Somewhat affects Q) Bending back g 0o Q
O Seriously affects 0 Prevents activities O Bending left g a Q
5. Does this pain radiate into other body parts? 8 ?’\?vrl]sdtllﬁg ?(-‘.?f't“ 8 8 g
O Head Lecf; Rilg:']" Bah O Twisting right a a Qa
a Ngzk a a a Q Coughing g a a
Q Q Sneezing a Qa a
Shoulder a a Q o
0 Q Straining Q QO Q
Arm a Q Q .
D Hand D D D D Standlng D a D
O Hi g Q 0 Q Sitting a a a
P 0 Lifting Q Q Q
U Leg Q = OtherActions:
Other locations of radiation: 0 Q 0

IX. Ninth Current Symptom:

(Please check off the boxes below to describe your 9th symptom).

1. Check only one body location below
OHeadaches L O RO B0

g?g‘;”;f";:'::d Qthrobbing O Buming O Numbing O Tingling @ Cramping
OBack of Head | OSpasm O Stinging O Shooting 0 Pounding 0 Constricting
Qaw L RO BO |3 PainFrequency _ 6. Actions affecting this pain
QEye L O RO B 0O O Upto 1/4 of awake time Q1/4 10172 of time Brings On  Aggravates Relieves
ONeck L0 RO BQO [|Y"2to34ofawaketime O Mostallthetime | O Inthe AM. QO Q Q
QOupperBack LA RO 80 - - : —— U nthePM. ] Q
OMid Back L Q RO B O |4 Painintensity (Howitaffects your daily activites) QBendingfoward QO Q QO
OLowBack L Q RO g0 (4 Doesn't affect QO Somewhat affects Q Bending back Q 4 Q
OChest S| RO g O | Seriouslyaffects Q) Prevents activities Q Bending left Q O Q
O Abdomen LQ RQ B O | 5. Does this pain radiate into other body parts? Q Bending right =] d a
QRibs L RO BQO Left Right Both O Twisting left Q Qg @
OButtocks LO RO B0 |QHead a Q Q Q Twisting right Qg Q0 Q
QO Shoulder LO RO BO |QNeck a Q Qa O Coughing Q9 Q Q
Qupperarm L Q RO B Q | O Shoulder Q ] Q Q Sne.ez:lng a Q |
QForearm L Qa RO BO |TQArm Q a Q Q Straln!ng g a Q
QOHand LQ RO BO |QHand Q Q a U Standing Q g 4a
QHip L@ RQ B8O |QHp Q Q Q Q Sitting Q Q Q
Oleg LQ RO BU |QOlLeg ] Q Q Q Lifting . a Qo Qa
QFoot Lt RrRQO BO |QFoot Q a Q OtherActions:
Other locations : Other locations of radiation: a a Q
R0 0

2. Types of pain
Q Dull Q Sharp QO Aching Q Cutting

Other types of pain:

w
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Activities of Daily Living Assessment

Rate your current difficulties, resulting from your accident/iliness, with regard to the various activities listed below. Use the following 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficulty: 1 = "I can do it without any difficulty"
2 ="l can do it without much difficulty, despite some pain”, 3 = " manage to do it by myself, despite marked pain", 4 =" manage to do it,
despite the pain, but only if | have help", § ="1 cannot do it at all, because of the pain". NOTE: Only fill in areas that are affected.

Difficulties with Self Care and Personal Hygiene Activities

Bathing .......... __ Dryinghair ............ ___ Brushingteeth..... ___ Puttingonshoes ....___ Preparingmeals .....___ Takingouttrash..
Showering ...... ___ Combing hair ......... __ Makingbed ......... __ Tyingshoes.............. __ Eating .......cccocuenee —_ Doinglaundry ..... ____
Washing hair .. ____ Washingface......... ___ Puttingonshirt ... ___ Puttingonpants ...... — Cleaningdishes .....___ Goingtotoilet..... ___

Difficuities with Physical Activities

Standing ......... ____ Walkking.... ___ Kneeling __ Bendingback ......... __ Twistingleft............ ___ Leaningback...... ___
Sitting ............ ____ Stooping... ..___ Reaching __ Bendinglett.... .__ Twistingright.......... __ Leaningleft........ -
Reclining ........ — Squatting . ..__ Bendingforward .. ___ Bendingright........... ___ Leaningforward ..... __ Leaningright ...... —
Standing forlong periods .........cccccceeneeee ____ Sitting forlong periods.......___ Walking for long periods......., ___ Kneeling forlong periods ..... __

Difficulties with Functional Activities
Carnrying small objects ....... Lifting weights offfloor ........... Pushing things while seated .... Exercising upper body .......

Canying large objects ........ ___  Liftingweightsofftable ......... ___ Pushing things while standing.. __ Exercising lower body ........ _
Carrying briefcase ............ __ Climbing stairs .............cc....... ____ Pulling things while seated........ . Exercisingamms .-
Carrying large purse .......... ___ Climbing indines ................... ___ Pulling things while standing ... ___ Exercisinglegs _

Bowling .......... ___Jogging ....ccoevinienes ___ Swimming ........... ___ lceSkating .............. —_ Competitive Sports . ___ Dating ................ _
Golfing ........... __ Dancing .......c.co... . Skiing.....ceeeinn ___ RollerSkating........... ___ Hobbies ................. ___ Diningout .......... _
Difficulties with Travelling

Driving a motor vehicle ... ___ Riding as a passenger in a motor vehicle ...... _ Ridingasapassengeronatrain ................ —
Driving forfong periods oftime .............. ___ Riding as a passenger on an airplane ........... ___ Riding as a passenger for long periods ....... .

Use the following 1 to 5 scale to describe the difficulties below:
1 ="This area is not affected by my condition", 2 = "This area is slightly affected by my condition", 3 ="My condition moderately restricts my ability
in this area”, 4 =" My condition seriously limits my ability in this area”, 5 ="My condition prevents me from using this ability”

Difficulties with Different Forms of Communication

Concentrating.... Hearing.... Listening.... Speaking.... Reading.... Writing.... Using a keyboard....
Difficulties withthe Senses

Seeing......... Hearing......... Sense of touch........ Sense of taste......... Sense of smell.........
Difficulties with Hand Functions

Grasping......... Holding......... Pinching......... Percussive movements......... Sensory discrimination.........
Difficulties with Sleep and Sexual Function

Being able to have normal, restful nights sleep......... Being able to participate in desired sexual aclivity.........

Write in below any additional information regarding your Activities of Daily Living (that wasn't covered above):

Prior Symptom History

Prior Similar Symptoms Has your History Contributed to your Current Symptoms?

O 1 have NOT had prior symptoms similar to my current complaints. Q My history HAS contributed to my current symptoms.

O My curent complaints DID exist before, but have not been botheringme{ Q My history HAS NOT contributed to my current symptoms.

Q My current complaints ALREADY existed and were worsened. O I'mNOT SURE if my history has contributed to my cument symptoms.
My most recent prior similar symptoms (if applicable) occured......... O months ago / U years ago Oron  Date: / /

Write in below any other Prior Symptom History, not covered above:
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Patient Health History

Today's Date / / Signature of Patient

Patient Title: (checkone) QO Mr. QO Mrs. QMs. O Miss QDr. Q Prof. Q Rev.

First Name Nick Name

Last Name Middle Name Suffix
Address 1

Address 2

City State Zip Code

Primary Phone Secondary Phone

Mobile Phone

Home email Work Email

By providing my email address, | authorize my doctor to contact me via the email address(es) provided.

Which emall address would you like us to use to communicate with you? (checkone) O Home (0 Work
Contact Method (check one)

Q Primary Phone 0 Secondary Phone 0 Mobile Phone Q Home Email Q Work Email

Date of Birth / / Age Gender (check one) O Male O Female Q Unspecified

Marital Status (checkone) O Single 0O Married 0O Other SSN

Employment Status (check one)
QEmployed QFT Student O PT Student 0 Other O Retired O Self Employed

Race (check one)

Q White Q Black/African American Q Hispanic Q American Indian/Alaskan Native

Q Asian O Asian Indian Q Chinese Q Filipino

Q Japanese O Korean Q Vietnamese  Q Native Hawaiian or other Pacific Island
QSamoan O Guamanian or Chamorro  QOther________ O | choose not to specify

Multi-Raclal (checkons) QYes ONo O Unknown

Ethnicity (checkone)  Q Hispanic or Latino O Not Hispanic or Latino Q 1 choose not to specify

Preferred Language (chsck one)

Q English  Q Spanish Q American Sign Language Q Chinese Q French Q German

0 Tagalog Q Vietnamese QO ltalian O Korean Q Russian Q Polish

Q Arabic  Q Portuguese Q Japanese Q French Crecle O Greek Q Hindi

Q Persian O Urdu Q Gujarati 0 Armenian 0 | choose not to specify
Continued ...
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Verification Question (choose only one question by circling the question, then give the answer to that question)

Q What is the name of your favorite pet? QO In what city were you born? Q) What high school did you attend?
Q What is your favorite movie? 0 What is your mother's maiden name? Q On what street did you grow up?
Q What was the make of your first car? O When is your anniversary?

Verification Answer to the Chosen question:

Answers must be at least 6 characlers.

Do you currently smoke tobacco of any kind? O Yes O Former smoker [ Never been a smoker
If yes, how often do you smoke:  Q Current every day smoker O Current sometimes smoker
If yes, what Is your level of interest in quitting smoking?
Qo Q1 Q2 QO3 04 0O5 06 O7 Qs QO9 T10

No interest Very Interested

Current medications, including frequency and dosage if known. If there are no current medications,
check here: O

Start Date Start Date
1) 5)
2) 6)
3) 7
4) 8)

List any known allergies you have had to any medications.
If no allergies are known, check here: Q

1) 3)

2) 4)

Briefly list your main health problems:

Has any doctor diagnosed you with Hypertension presently? 0 Yes O No if yes, describe:

Has any doctor diagnosed you with Diabetes presently? Q Yes O No If yes, whatkind? Q Type! Q Typell
If yes to Diabetes, was your blood lab-work test for hemoglobin A1c > 9.0%? QYes O No O Not Sure
If yes, other comments regarding Diabetes:

Have you had an X-ray or CT scan or MRI of your low back spine in the past 28 days? O Yes QNo

To be performed by clinic staff:

Height: inches  Weight: pounds BP: /
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