CHIEF COMPLAINT
PATIENT’S NAME___________________________________________________________________________



LAST



FIRST


MIDDLE

Date of Birth__________________________

Age_________
Reason for seeing doctor:____________________________________________________       □ Left   □ Right
Did a doctor refer you for this problem?     □ Yes, Dr.__________________________   □ No     

Were X-Rays/MRI taken?   □ Yes   □ No     If “Yes”, where? _____________________________________________



     Did you bring the X-Rays/MRI?    □ Yes   □ No     

Did an Injury occur?   □ Yes   □ No     If “Yes”, on what date? _______________________________________
How did the injury occur? ____________________________________________________________________
***IF YOU SUSTAINED AN INJURY, DID THE INJURY OCCUR WHILE YOU WERE ON THE JOB?       □ Yes   □ No     

How long have you had this problem? _________________________________________________________
FOR FEMALES: Are you pregnant? □ Yes   □ No     Date of last menstrual cycle: ______________________
DO YOU NOW HAVE?


        
 
DO YOU NOW HAVE?:
□ SHARP PAIN





□ SWELLING AT INJURED SITE


□ DULL PAIN





□ PAIN RADIATING DOWN ARM OR LEG
□ ACHING PAIN




               □ SWELLING OF A JOINT

□ PAIN ALL THE TIME




□ TINGLING OF HANDS OR FEET

□ PAIN IN THE MORNING


        

□ WEAKNESS OF HANDS OR FEET

□ PAIN IN THE AFTERNOON



□ CATCHING OR POPPING IN JOINT
□ PAIN AT NIGHT


 

□ LOCKING OF JOINT
□ PAIN WITH ACTIVITY/EXERCISE
 

□ GRINDING OF JOINT
IS YOUR PAIN:





TREATMENTS YOU HAVE TRIED TO 

□ MILD






DECREASE SYMPTOMS:

□ MODERATE





□ REST      □ ICE       □ HEAT       □ ELEVATION
□ SEVERE





□ ACE WRAP             □ BRACE







□ MEDICATION: NAME

DO YOU HAVE DIFFICULTY?

                          ________________________________________

□ STANDING





□ OTHER:

□ WALKING





________________________________________

□ BENDING

□ SQUATTING

□ KNEELING




             DID ANY OF THESE TREATMENTS HELP? □ Yes   □ No     
□ EXERCISING




              IF SO, WHICH ONES?
□ LIFTING HEAVY OBJECTS


             ____________________________________________
□ SITTING

□ GRASPING OBJECTS WITH YOUR HANDS

□ RAISING YOUR ARM ABOVE YOUR HEAD    

______________________________________________
_______________________________
SIGNATURE OF PATIENT (OR PARENT IF PATIENT IS A MINOR) 
                                   DATE
