                                           CURRENT COMPLAINTS (CONTINUED)

Mark any of the following associated complaints:

(   ) Blurred Vision   (   ) Nausea/Vomiting   (   ) Loss of Balance   (   ) Dizziness   (   ) Memory Loss

(   ) Loss of Appetite   (   ) Absent Mindedness   (   ) Nervousness   (   ) Confusion   (   ) Ringing Nose in the Ears

(   ) Anxiety   (   ) Insomnia   (   ) Tension   (   ) Restlessness     (   ) Crying Spell      (   ) Depression   

(   ) Bladder Problems   (   ) Bowel Problem

(   ) Limping due to pain in… (   ) right   (   ) left extremity   (   ) other ___________________________________

 Describe any radiating pain; numbness or tingling sensations: ______________________________________

Describe any locking; snapping, crackling, popping or giving way: _______________________________________

Activities that increase patient’s symptoms:

(   ) Flexing/Bending
(   ) Climbing
(   ) Carrying
(   ) Stooping
(   ) Extending

(   ) Pushing
                (   ) Sitting
(   ) Squatting
(   ) Walking
(   ) Twisting

(   ) Reaching Overhead
(   ) Turning
(   ) Standing
(   ) Pulling
(   ) Driving

(   ) Lifting
(   ) Gripping
(   ) Fine Manipulation
(   ) Coughing
(   ) Sneezing

(   ) Walking on Uneven Ground
(   ) Changes in Weather, Temperature or Humidity
(   ) Other _______

(   ) Unable to find a comfortable position in bed due to pain.  (Patient’s bed is… (  ) soft   (  ) hard  (  ) firm )
How long can patient sit, stand or walk before changing position? _____________________________________

Describe patient’s pre- injury capacity for lifting: ___________________________________________________

Have original symptoms    (   ) Improved    (   ) Remained the Same    (   ) Worsened ?

Using the following scale, circle the patient’s average pain level:

                                    No Pain
Minimal

Slight

Moderate
Severe



         0           1           2           3           4           5           6           7           8           9           10



        PAST MEDICAL HISTORY/PRIOR ACCIDENTS

Allergies:

(   ) NO

(   ) YES

To What? _____________________________

Serious Injuries:

Abdominal Trauma

(   ) NO
(   ) YES
      IF YES, DID YOU FULLY RECOVER?   (   ) NO
(   ) YES

Chest Trauma                             (   ) NO
(   ) YES
      IF YES, DID YOU FULLY RECOVER?   (   ) NO
(   ) YES               
Fractures                                     (   ) NO
(   ) YES
      IF YES, DID YOU FULLY RECOVER?   (   ) NO
(   ) YES               
Head Trauma                              (   ) NO
(   ) YES
      IF YES, DID YOU FULLY RECOVER?   (   ) NO
(   ) YES               
Other                                            (   ) NO
(   ) YES
      IF YES, DID YOU FULLY RECOVER?   (   ) NO
(   ) YES                                               
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