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Chief Complaint: ______________________________________ Date of Injury: ______________  

 ______________________________________ W: ________lbs H: ________ Age: _____  

FIELDS MARKED WITH AN ASTERISK (*) ARE FEDERAL REQUIREMENTS.  

*DOB: _______________________ *Sex:  Male  Female  *Smoking:  Smoker  Nonsmoker  Former Smoker  

* SINCE YOUR LAST VISIT, please list any CHANGES to your Current Medications, Vitamins & Supplements: 
 No Medications                                                     

Pharmacy | Location:   

   

   

   

   

   

 
* SINCE YOUR LAST VISIT, please list any CHANGES to your Allergies: 

 None Known  Codeine  Iodine  Sulfa  Aspirin  Penicillin  Demerol  Adhesive/Tape 
 

 
Other: ______________________________________________________________________________________________________ 

 
History of Present Illness 

*Please check the appropriate box(es) below and/or add any additional Information needed. 
1. Where is your injury / problem / pain (body part)? _______________________________________________________________ 
2. Has your current problem become:  

 worse  better  more frequent  stayed the same  other: _______________________________________________ 
3. How often do you experience the symptoms/pain/problem?  

 constantly  off and on  during activity/sports/exercise  at night  other: __________________________________ 
4. Are you or have you experienced any:  

 bruising  swelling  redness  rashes  ringing  numbness  weakness  other:  _________________________ 

5. What level of pain do you experience (circle)?                     0        1        2        3        4        5        6        7        8        9        10 
6. Have you found anything that helps to improve the symptoms/pain/problem?  

 ice  heat  rest  elevation  therapy  medication  other: _______            _______________________________ 
 
Past Medical History 

SINCE YOUR LAST VISIT have there been any CHANGES in your health: 
Please explain:  
____________________________________________________________________________________________________________ 
Please list any surgical procedures or hospitalizations SINCE YOUR LAST VISIT:  
____________________________________________________________________________________________________________ 
 
Review of Systems 

SINCE YOUR LAST VISIT have there been any CHANGES in your health: 
Respiratory Problems?  No  Yes Explain: ____________________________________________________________ 
Cardiovascular Problems?  No  Yes Explain: ____________________________________________________________ 
Gastrointestinal Problems?  No  Yes Explain: ____________________________________________________________ 
Genital / Urinary Problems?  No  Yes Explain: ____________________________________________________________ 
Neurological Problems?  No  Yes Explain: ____________________________________________________________ 
Emotional Problems?  No  Yes Explain: ____________________________________________________________ 
Bleeding Disorders?  No  Yes Explain: ____________________________________________________________ 
Skin Problems?   No  Yes Explain: ____________________________________________________________ 
Eye Problems?  No  Yes Explain: ____________________________________________________________ 
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Medical Insurance  
Have there been any changes to your medical insurance since your last visit?  No  Yes  
Explain: _____________________________________________________________________________________________________ 

 
Pain Diagram 
 
How long have you been experiencing pain? ______ years ______ months ______ days  
 
On the diagram below, please mark where you are currently experiencing pain or other symptoms 
A = ache B = burning N = numbness P = pins & needles S = stabbing O = other 
 

 
 
 

Have you had any previous treatments for this problem? 

 Physical Therapy  Bracing / orthotics 

What is your current level of pain  
1 (no pain) – 10 (excruciating pain)? 

1   2   3   4   5   6   7   8   9   10 
Quality Occurrence 

 Dull  Constant 
 Sharp  Intermittent 
 Burning  Rare 
 Aching  

 
Made Better By: 

 
Made Worse By: 

  

  

  

  
 
Have you had any previous treatments for this problem? 

 Bracing / orthotics Other: 
 Injections   
 Physical Therapy  
 Surgery  

 
Physician’s Notes 
 

 

 

 

 

 

 

 

 

 

 

 

 

 
Patient Signature: _____________________________________ Physician Signature: _____________________________________ 

 


