. CASE HISTORY
Patient Name: Date:
(hief carplaint (cre per pege):
My carplaint began:
Did anythirg cause or contribute to anset? Yes
has treatment soght? Yes
Have you ever hed anything like this before? Yes
Has the candition worsened/inproved sirce onset? Yes
[ have tirglirg ard/or ruminess. Yes
Qerently my pain is (circle ae):
Minimal : An amoyarce with ro impairment.
Slight: Tolerable, with same impairment.
Mocerate: Marked impairment.
Marked: Total impaimment.

My pain is (circle ae):
Intenmittent:  Less than 2, of waking haurs.
Occasional: Eetween 25 & 50 of wakirg haurs.
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Frequent: Between 50 & 757 of wakirg haurs.
Constant: Between 75 & 1007, of waking hours.

The anset of my pain was: Gradel Sudden

My pain radiates: Yes No

My pain is worse when I:
Cough or steeze Yes No Walk Yes No
Sit ~ Yes No Berd (F.B.L.R.) Yes No
Stand from sitting Yes No Push Yes No
Tuming in bed Yes No Pull Yes N
Lay an my back - Yes Mo Strain Yes No
Lay on my starach Yes No Look up Yes No
Lay on my right side Yes No Look down Yes No
Lay on my left side Yes No Tumn my head Yes Mo
Stard Yes No Raise my amms Yes No
Twist Yes No

My pain wakes me during the nignt: Yes No

Cherges in weather affect my pain: Yes No

I have stiffress: Yes No

I have headaches: Yes No

If I do get headaches, they occur: _____ Samtimes All of the time

My pain is alleviated by (list morderofbest to least):

Other pain or symptams (please describe any current carplaint listed in health history neading further detail,
which you are experiercing ad mot previcusly covered on this questiomaire, orhstarya:}iltlcmlco'rrrmr_s
you wish to make regarding your cordition):




