Patient Questionnaire
Name:_________________________________________DOB: _________AGE_______ Date of Injury: _______________
Chief Complaint:___________________________________________

Who referred you?  Friend    Relative    Insurance   ER doctor    Family Doctor _______________________
Family Medical History (Please check if you or any blood relative has/had any of the following):




You        Relative



 

1. Diabetes         

____
   ____



2. High/Low BP

____
   ____

Height_________
Weight_________

3. Hepatitis/Liver
____
   ____


4. Heart Disease

____
   ____

ARE YOUR IMMUNIZATIONS CURRENT?           Yes       No  
5. Pulmonary Disease  
____
   ____




6. Kidney/Bladder
____
   ____

WOMEN:  ARE YOU PREGNANT?   Yes   No
7. G.I. disease

____
   ____



8. Heart Attack

____
   ____








10. Stroke

____
   ____



11. Musculoskeletal Dis.
____
   ____



12.  Neurological

____
   ____



13. Any Other Disease
____
  ____

      (Type)__________________________  (If yes, give details) ______________________

LIST YOUR CURRENT MEDICATIONS:

(Include prescription, non-prescription, Vitamins and Herbal preparations)

MEDICATION          DOSE           TIMES/DAY                           DRUG ALLERGIES:

_________________________________________

____________________________________________


_________________________________________

____________________________________________


_________________________________________

____________________________________________


DO YOU NOW OR HAVE YOU EVER USED:



Cigarettes?   Y    N              _____Pk/Day
Illegal Substances?   Y   N

HAVE YOU EVER HAD SURGERY?     Yes      No    (Please list details)
__________________________________________________________________________________________________
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Please number and mark the severity of pain you are currently
experiencing on a scale from 0 (no pain) to 10 (severe pain).

o Current pain:__/10 0123456788910
o Painwith . 10 0123456780910
activity

(Visual Analog Pain Severity Scale)

Please describe the type of pain or sensation you are currently
experiencing. (Check all that apply)

O Aching O Shooting
O Burning O Stabbing
O Cramps O Stiffness
O Dull O Swelling
O Numbness O Throbbing
O Sharp O Tingling

O Other, describe it:

Please mark on the diagram the location of the pain.





