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Please note: This section of the forms must be printed to be completed. 


	First Name: 
	Age: 
	Other please describe: 
	Briefly describe how your problem started: 
	If yes please explain: 
	Last Name: 
	Middle Initial: 
	Primary Physician Name: 
	Primary Physician Clinic: 
	Primary Physician Address: 
	Primary Physician Phone #: 
	Referring Physician Name: 
	Referring Physician Clinic: 
	Referring Physician Address: 
	Referring Physician Phone #: 
	What is your main problem?: 
	Numbness: Off
	Swelling: Off
	Weakness: Off
	Stiffness: Off
	Unstable Joint: Off
	Wound: Off
	Briefly describe how your problem started continued: 
	Pain: Off
	Job Injury: Off
	Car Accident: Off
	Sports Injury: Off
	Suddenly: Off
	Gradually: Off
	Constant: Off
	Intermittent: Off
	Awaking from Sleeping - No: Off
	Getting Better: Off
	Getting Worse: Off
	Staying the Same: Off
	Awaking from Sleeping - Yes: Off
	Exercise: Off
	Standing: Off
	Walking: Off
	Repetitive Motions: Off
	Overhead Activities: Off
	Coughing, sneezing, straining: Off
	Bending: Off
	Stairclimbing: Off
	What worsens the problem? Other:: Off
	Rest: Off
	Ice: Off
	Heat: Off
	Medication: Off
	Nothing helps the problem: Off
	Nothing worsens the problem: Off
	Other: Off
	What worsens the problem - Other: 
	What helps the problem - other: 
	Bathing: Off
	Tolieting: Off
	Feeding: Off
	Getting up from a bed or a chair: Off
	Are You Employed- Yes: Off
	Are You Employed - No: Off
	Dressing: Off
	Regular Duty: Off
	Light Duty: Off
	Not working: Off
	Retired: Off
	Work Status Other - Please Specify: 
	When did you start light duty?: 
	Not working- on what date did you last work?: 
	0-10 lbs: Off
	11-20 lbs: Off
	21-50 lbs: Off
	Over 50 lbs: Off
	Frequent lifting: Off
	Frequent sitting: Off
	Frequent kneeling: Off
	frequent bending: Off
	climbing: Off
	extended walking: Off
	Continuous standing: Off
	Sitting: Off
	repetitive hand motion: Off
	repetitive arm motion: Off
	Work Status- Other:: Off
	Workers Comp - Yes: Off
	Workers Comp - No: Off
	Disability - no: Off
	acute problems or crisis -yes: Off
	acute problems or crisis - no: Off
	How bad is your problem - 0: Off
	How bad is your problem-1: Off
	How bad is your problem -2: Off
	How bad is your problem -10: Off
	How bad is your problem -9: Off
	How bad is your problem - 8: Off
	How bad is your problem - 7: Off
	How bad is your problem -6: Off
	How bad is your problem -5: Off
	How bad is your problem -4: Off
	How bad is your problem -3: Off
	Disability - yes: Off
	Left Handed/Right Handed: [Right Handed ]
	Female/Male: [Male]
	ER: 
	Surgery: 
	Injection: 
	Physician: 
	Medications: 
	X-Rays: 
	CT Scan: 
	MRI: 
	Nerve Test: 
	Ultrasound: 
	Chronic Pain Management: 
	Physical Therapy: 
	Occupation: 
	When did your problem begin Please give the approximate date: 
	Sitting - worsens: Off
	Rest- worsens: Off
	treatment - Other: 
	Date: 


