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Date:

Patient’s Name:

Information below is regarding current Symptoms being seen for today:

Date of Birth:

e

/ /

1. Have you had any treatment for your current condition? (circlé one) Did it -lielp?

Physical Therapy: Yes No

Other

-~ Injections: Yes No
Chiropractic Care: Yes No Medications: Yes No
MRI X-Ray CT Nerve Test Other

2. List any tests performed (circle those that épply):

- Information below is regarding any PRIOR injuries, accidents or conditions:

3. Have you had any treatment of the following PRIOR to what you are being seen for today?

a) Back/Lumbar Problems Yes

No g) Ankle (Left or Right) Yes No
b) Neck Problems Yes No h) Leg (Left or Right) . Yes No _
c) Shoulder (LeftorRight) Yes No i) Wrist (Left or Right) Yes No
d) Knee (Leftor Right)  Yes No j) Foot  (LeftorRight) . Yes Mo
Other: o ”

If you answered “Yes” to any of the above:

Describe in detail the condition or injury and list the date(s) of injury or condition:

Doctor(s) seen for this

Type of Treatment (physical therapy, testing, surgery)

Did you miss work? Yes
Did your symptoms resolve? Yes

No
No

If Yes, for how long?
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