
HISTORY OF PRESENT ILLNESS

NAME:

1) WHAT tS THE REASON FOR TODAYS Vrslr?

2) HAVE YOU HAD A PROCEDURE SINCE YOUR
LAST V!S]T? Y/ N

3) HAS YOUR PAIN CHANGED SINCE YOUR
LAST VISIT? D NO TYES

4) CHECK ANY OF THESE WORDS THAT
DESCRIBE YOUR PAIN:

n ecnrruc tr
[] eunr.rNe E
fl cneuprr.rc tr
fl cruawrxc tr
n prHs AND NEEDLES

PRESSURE
SHARP

SHOOTING
OTHER:

7)

1 )
2l
3)PAIN SCALE - WHAT IS THE LEVEL OF YOUR PAIN?

5) HOW DOES PA|N AFFECT LEVEL OF ACT|V|TY?
DMILD f] MODERATE ESEVERE EVERY SEVERE

6) DOES PA|N EFFECT YOUR SLEEP?

E UNCHANGED f]  IMPROVED f]  WORSE

D DOES NOT TNTERFERE

7) rs YouR PAIN ASSOCTATED WITH ANY OF THE
FOLLOWING:

(lf yes, tell us what body part has the symptom.)
WEAKNESS:
TINGLING:
NUMBNESS:
ARE ANY OF THESE SYMPTOMS NEW?

6)WHAT PA|N MEDTCATTONS DO yOU TAKE AND
DO THEY HELP?

1 )
2)
3)
4l

- ^ -r-\
(qp)l-a]-n'' : . :

t r e i a t rT l en t  ce t r t e r s

BIRTHDATE: TODAYS DATE:

SHADE THE AREAS YOU ARE HAVING PAIN
ON THIS DIAGRAM:

WHAT OTHER TREATMENTS HAVE YOU USED IN
THE PAST MONTH AND DID THEY HELP?

n No DrES
ENO EYES
DttO fIYES

I
lay nnve you HAD ANy NEW TESTS srNcE youR
I msr vrsrr? E No DYES
I
I
I  n X-RAY EOTHER:

E unt
D CATSCAN
!  emc

SINCE YOUR LAST VISIT:
(IF YOU ANSWER YES TO ANY OF THE QUESTIONS, PLEASE LIST WHY)

A) ANY CHANGES rN YOUR MEDTCAL CONDITTON?
t] NO f] YES

B)ANY CHANGES rN ANY OF YOUR MEDTCTNES?
f] NO f] YES

c)ANY CHANGES tN YOUR FAMTLY STATUS,
SMOKING OR ALCOHOL INTAKE?

NruO NYES

D) HAVE YOU RECETVED ANY PA|N MEDTCTNE
FROM ANOTHER DOCTOR OR ER?

D HO f] YES
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