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Patient Medical History Form Current Problem

Name: Age:

] Right Handed [ Left Handed [] Ambidextrous [] Cross-dominant Reason for today's visit:

Date of onset of symptoms: Is this visit due to Injury or Accident? (J Yes [0 No

If yes, did it happen at work? [J Yes (] No

Please describe what happened:

Since onset the symptoms are: [ Improving [] Worsening [ Staying the same Indicate where your pain is located

Pain is: [] Sharp [] Dull [] Achy [ Throbbing - onthe diagram below.
‘Do not indicate areas of pain that are
not related to y_our'currem problem

Pain Rating: On a scale of 0-10
.|

0= No Pain _10= Worst pain imaginable

Atbest: [J0 (01 2 (O3 &4 O5 Oe O7 08 [19 10
Atworst: (10 111 J2 U3 4 05 06 U7 08 19 (310

What makes your pain better?

What makes your pain worse?

Does your pain wake you up at night? [J Yes (0 No
Do you experience any 1 clicking C] popping [ locking [ crunching

Do you experience any numbness/tingling in the effected extremity? (0 Yes [ No

How far can you walk? What stops you?

Have you been treated previously for this injury? [J Yes (] No; Where?

Surgery on this extremity? (J Yes [ No; If yes, describe:

Non-surgical: [J Physical Therapy (how long? ) Corticosteroid Injection (how many? ) O Sling/Brace

Ol Other:
What pain medications are you taking for this problem?
O Anti-inflammatory (Ibuprofen/Motrin/Advil) (0 Acetaminophen {Tylenol) [ Other:

Prior Diagnostic tests: (] EMG [0 X-rays [0 CT Scan 3 MRI [ Other; Diagnostic Tests:

What activities is this injury preventing you from doing?

What do you do for work? Da you smoke? (5 Yes [J No; Amount:
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