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Confidential Patient Questionnaire

Date__________
Legal Name________________________________________DOB__________Age_____Sex____ 
Address______________________________City________________State_____Zip___________ 
SS#________________Home Phone#_____________Work#____________BCell#____________ 
E-mail________________________
Referred By? Name:_________________________        Newspaper           Website          Other
Main symptom/condition:___________________________________________________________ 
Pain Quality:        Dull      Deep        Sharp        Stabbing        Radiating        Aching      Burning       1XPEQHVV 
Rate the pain: Please rate your pain level, when it is at its worst, by selecting a number
(0 represents NO pain, 10 represents SEVERE pain)    
PAIN LEVEL (select number):  �       1      2        3        4        5        6        7        8        9       10

None   -----   Mild pain   -----   Moderate pain   -----   Severe pain   --- 
Have you had this or similar conditions in the past?        Yes        No
Symptoms radiate from my:_______________to my_____________, on the        right        left side

            (Write: neck, shoulder, upper arm, elbow, wrist, hand, fingers, etc. as applicable) 
How do you describe your symptoms?      Mild        Moderate        Moderate-to-severe        Severe 
How long have you had this current condition/symptom?__________________________________ 
Things that give me relief �EHQGLQJ� JHWWLQJ RII IHHW� KHDW� LFH� HWF���BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
Things that maNe me feel Zorse �bending� coughing� SK\VLFDO DFWLYLW\� HWF���BBBBBBBBBBBBBBBBBBBBBBBBB
Is the Fondition getting Srogressivel\ Zorse"     Yes     No     Constant     Comes and goes 
7his condition interferes with my ability to:BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
:hat causeG your current conGition/symptoms?     XQNQRZQ     UHSHWLWLYH LQMXU\     OLIWLQJ     IDOO     WZiVWLQJ
    DXWR DFFLGHQW      UHFUHDWLRQDO DFWLYLW\     VSRUWV LQMXU\     VSUDLQ     VWUDLQ     RWKHU
+DYH \RX EHHQ WUHDWHG IRU WKLV FRQGLWLRQ EHIRUH"     <HV     1R    'HVFULEH�BBBBBBBBBBBBBBBBBBBBBBBBBBBB
'R \RX KDYH DQ\ DVVRFLDWHG V\PSWRPV ZLWK WKLV FRQGLWLRQ" �IDWLJXH� DFKHV� VKRUWQHVV RI EUHDWK� HWF��
     'HVFULEH�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB

Past History:
/LVW SDVW illnesses 	 GDWHV�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB_ 
/LVW SDVW inMuries/fractures 	 GDWHV�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB_ 
/LVW SDVW surgeries 	 GDWHV�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB______ 
/LVW SDVW WUHDWPHQWV 	 GDWHV�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB 
(GXFDWLRQ�     +LJK 6FKRRO     &ROOHJH     3RVW *UDGXDWH
([HUFLVH�     1RQH     2FFDVLRQDO     5HJXODU     )UHTXHQW DQG KHDY\ 
+,9 H[SRVXUH�     1RQH     +,9�SRVLWLYH     8QNQRZQ     3RVVLEOH

'HQWDO FDUH�     1RQH     /LPLWHG     5HJXODU     'HQWXUHV   
(\H FDUH�     1RQH     /LPLWHG     5HJXODU     *ODVVHV  
3K\VLFDO H[DPLQDWLRQ�     1HYHU     ,UUHJXODU     5HJXODU
Current medications:______________________________________________________________________
Do you take vitamins?     Yes     No     Describe:________________________________________________ 
Occupation:_____________________________________________________________________________ 
Work environment: Are you exposed to?     lung pollutants     repetitive inMury     extreme temperatures
    constant sitting     constant standing     heavy typing/data entry     heavy lifting     stress   
Race:     African-American     Asian     Caucasian     Hispanic     Other:__________
Does anyone in your immediate family have any similar conditions?     Yes     No     Who?_______________
Family status:     Married     Single     Divorced     Widowed  
NumEer of Fhildren:________ 
Do you smoke tobacco?     Yes     No     Do you chew tobacco?     Yes     No      Ep zpv wbqf @   Zf t      Op
'R \RX GULQN DOFRKRO"     <HV     1R    ,V LW D SUREOHP"     <HV     1R   
'R \RX XVH GUXJV"     <HV     1R     ,V LW D SUREOHP"     <HV     1R
'R \RX KDYH D SUHVFULSWLRQ GUXJ DGGLFWLRQ"     <HV     1R   
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5evieZ oI 6ystems
&onstitutional:
    IDWLJXH     IHYHU     ZHLJKW JDLQ     ZHLJKW ORVV     DOOHUJLHV     FDQFHU     GHSUHVVLRQ     GLDEHWHV     HSLOHSV\     
    KHSDWLWLV     QHUYRXVQHVV     DVWKPD     HPSK\VHPD     XOFHUV     VWRPDFK SDLQ     SDLQIXO XULQDWLRQ     SURVWDWH WURXEOH
    3DUNLQVRQ
V
Neurological:
    HTXLOLEULXP SUREOHP     KHDULQJ SUREOHP     VSHHFK GLIILFXOW\     YLVLRQ SUREOHP     FRQYXOVLRQV�VHL]XUHV     VWURNH
    GLIILFXOW\ ZDONLQJ     LQYROXQWDU\ WZLWFKHV     PRWRU VNLOO ORVV     SDUDO\VLV     QXPEQHVV     ORVV RI EODGGHU FRQWURO
    VHQVLWLYH WR KHDW�FROG     VZHDWLQJ     GL]]LQHVV     KHDGDFKHV     PHPRU\ ORVV     IDLQWLQJ      KHDG WUDXPD     VFLDWLFD
    PXOWLSOH VFOHURVLV     SHULSKHUDO QHXURSDWK\
&arGiovascular:
    FKHVW SDLQ     OHJ FUDPSV     FROG H[WUHPLWLHV     FRXJK     FRQJHVWLYH KHDUW IDLOXUH     GLIILFXOW EUHDWKLQJ     KHDUW DWWDFN
    K\SHUWHQVLRQ     RUWKRVWDWLF K\SRWHQVLRQ     SKOHELWLV     KHDUW UK\WKP GLVWXUEDQFH    KLJK FKROHVWHURO OHYHOV
/ymphatic/Hematological:
    DQHPLD     EOHHGLQJ     vDULFRVH YHLQV
0usculoskeletal:
   PainIul Moints:   )LQJHUV�     /     5   +DQG�     /     5   :ULVW�     /     5   (OERZ�     /     5   6KRXOGHU�     /     5

+LS�     /     5   .QHH�     /     5   $QNOH�     /     5   )RRW�     /     5
   6tiII Moints:   )LQJHUV�     /     5   +DQG�     /     5   :ULVW�     /     5   (OERZ�     /     5   6KRXOGHU�     /     5   

+LS�     /     5   .QHH�     /     5   $QNOH�     /     5   )RRW�     /     5
   $Enormal posture:     <HV     1R
   $rthritis:   )LQJHUV�     /     5   +DQG�     /     5   :ULVW�     /     5   (OERZ�     /     5   6KRXOGHU�     /     5   +LS�     /     5

.QHH�     /     5   $QNOH�     /     5   )RRW�     /     5
   0uscle Zeakness:   +DQG�     /     5   )RUHDUP�     /     5   8SSHU DUP�     /     5   6KRXOGHU�     /     5   

8SSHU OHJ�     /     5   /RZHU OHJ�     /     5   )RRW�     /     5
   Night cramps:     <HV     1R

   5ecent trauma or inMury:     <HV     1R
   6pine proElems:   1HFN�     /     5   %HWZHHQ VKRXOGHU EODGHV�     /     5   /RZ EDFN�     /     5
   6prains:   )LQJHUV�     /     5   +DQG�     /     R   :ULVW�     /     5   (OERZ�     /     5   6KRXOGHU�     /     5   +LS�     /     5

.QHH�     /     5   $QNOH�     /     5   )HHW�     /     5
   6Zelling:  )LQJHUV�     /     5   +DQG�     /     5   :ULVW�     /     5   (OERZ�     /     5   6KRXOGHU�     /     5   +LS�     /     5

.QHH�     /     5   $QNOH�     /     5   )RRW�     /     5
,ntegumentary:
    VNLQ FRORU FKDQJHV     VNLQ HUXSWLRQV     HF]HPD     SVRULDVLV     VFDU WLVVXH     KRW�ZDUP DUHDV     DEQRUPDO KDLU ORVV
)emale:

 OXPSV LQ EUHDVW     KRW IODVKHV     LUUHJXODU F\FOHV     PHQVWUXDO FUDPSV     
 3UHJQDQW"     <HV     1R     0D\EH 

 
 
 
 
 
+DYH \RX HYHU KDG FKLURSUDFWLF FDUH"     <HV     1R   'DWH�BBBBBBBBBBBBBB
1DPH RI UHJXODU PHGLFDO SK\VLFLDQBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB
'DWH RI ODVW� VSLQDO H[DPBBBBBBBBBBBBVSLQDO [�UD\BBBBBBBBBBBBFKHVW [�UD\BBBBBBBBBBBBEORRG WHVWBBBBBBBBBBBB

 
  
 

3$7,(17 6,*1$785(�BBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBBB   '$7(�BBBBBBBBBBBBBBBBBBB
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Typewritten Text
Piercings:    Ear?  How many:_____      Body? Location:___________________________________________________________
Dental:     Amalgam fillings?  Location(s):_______________________________________________________________________
     Other dental problems (gingivitis, root canals, crowns, etc.)?  Describe:_____________________________________________
________________________________________________________________________________________________________
Other diagnosed conditions:__________________________________________________________________________________
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