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Palient Name Date AGE

1. Describe your symploms

& When did your symploms starl?

b, How did your symploms begin?
2. How often do you experience your symptoms?  Indicate where you have pain or other symptoms
@ Constantly {T6-100% of the day) o Y
@ Frequently (51-75% of the day) H £ "i
@ Occasionally (28-50% of the day) FAEY
@ Intermitiently (0-25% of the day) ;

3. Whai describes the nature of your symploms? ‘p_—_-‘
@ Shap & Shooting j iy |
@ Dull ache  ® Burning W‘
@ Numb ® Tingling

4. How are your symploms changing?

@ Getting Betler J|
@ Nat Changing b
@ Getting Worse i, 8
5. During the past 4 weeks: Mo .
& Indicate the average intensily of your symptoms @ P @ @ & @ T - 9
b.Hawmuchmapﬁn&Wmﬁmmfnﬁ*{mmmammm.ummm
@ Not a1 all @ A litthe bit @ Mederataly @ Chuiter & bit ® Extremaly
6. During the past 4 weeks how much of the time has your condition interfered with your soclal activities?
{likorr wigitirng willi fiends, ioladives, efc)
@ All of the fime @ Mostof the time @ Some of the ime @ Alitle of the time  ® Nera of the time

=y .
LReif | p }
w

7. In general would you say your overall health right now is...

@ Excellent @ Very Good & Good @ Fair & Poar
8. Who have you seen for your symploms? @ No One @ Medical Doctor & Other
@ Other Chiropracior @ Physical Therapist
a. What freatment didf you receive and when?
b. What tests have you had for your symploms @ Xrays dte: @CT Scan  dats:
syl W iar 4 MR gaer . @ Other date:
9. Have you had similar symptoms In the past? @ Yes @ No
a. If you have received treatment in the pastfor @ This Office @ Medical Doclor & Other
the same or similar symploms, who did you sea? @ Other Chiropractor @ Physical Tharapist
@ ProfessionalExeculive @ Labarer @ Rafired
76 MiRat/e your accapedons @ White CollanSecretarial  ® Homemaker @ Other
..... - @ Tradesperson ® FT Student
a. Iif you are nol relived, a homemaker, or & T Full-time @ Sell-employed & Off work
student, what is youwr current work stalus? @ Parttima @ Unemployed @ Other

Patient Signature Dy s eans




Patient Health Questionnaire - page 2

Aereiniizst SRt Balwork

Pationt Name

ACH e Qody iy L7305

What is your height and weight 7

Date
What type of reguilar exercise do you perform? D Mong @ Light @ Moderale & Strenuous
Height :D Weight Iu;.s_
Fa Inchas

For each of the conditions listed below, place a check In the Past column If vou frave had the condition In the past,
¥ you presently have a condition listed below, place a check in the Presen! column.

Fast Fragoent Fast Pressnt Pasl Pragent
© 0 Headaches <t I High Blood Pressurs: ( < Dinbetes
Ot Meck Pain [ - Heart Atlack O Excessive Thirst
" Upper Back Pain Sv 7 Chest Pains O Frequent Urination
0 Mid Back Pain al L Etreke
7 Low Back Pain . © Angina Smoking/Use Tobaceo Products
) 2 v DruglAleshal Dependence

< Shouldar Pain w0 L Kidney Stones
i ElbowiUpper Arm Pain = 2 Kidney Disorders . o Allergies
5 Wirtst Pain s L Bladder Infection < Depression
+ Hand Pain T D Paintful Urination o O Systemic Lupus

:  HiplUpper Leg Pain © i Loss of Bladder Control &+ o Epilepey

: : 7 Prostats Prablams = Dermatitis/Eczemal’Rash

{ L Kneeflower Leg Pain o L HIVIAIDS
O AnkleiFoat Pain . Abnormal Weight Gaindloss
> Jaw Pain - Esu:i:zp::: Femaies Only

Q 1 Birth Cantral Fills

= Joint Sweling/Stilfness 2t Ulger o 7 Hormonal Replacement
Ot Athiritis s Hepalilis o - Pragnancy
= Rneumatgid Arthritis i Liver/Gall Bladder Disorder e T
" Ganeral Fatigue t Caneer Othar Health Problems/lssues

(4 : Muscular Incoordination 2 Turmer a o
7 Visual Disturbances 0 Asthma = =

* Dizziness £ 0 Chrones Sinusitis I al

Indicate if an immediate family member has had any of the following:

< Rheumataid Arthritis < Heart Problems < Diabetes o oCancer o Lupus

List all prescription and over-the-counter medications, and nutritionalherbal supplements you are taking:

List all the surgical procedures you have had and times you have been hospitalized:

Patient Signature Date
| Dactor's Additional Comments
Doclors Signature Date




