Patient Name: ___________________________________________________________ DOB: ______________________

Office Use Only:					
			
Age: ________   Ht: _______   Wt: ______   BMI: ______   		ROOM#: ______________

B/P: ______/_______   HR: _______  P: _______			Today’s Date: _____________


Patient Intake Form
Reason for today’s visit: ________________________________________________________________________________________________

On a scale of 1-10 how severe is your pain today?  		None   0 - 1 - 2 - 3 - 4 - 5 - 6 - 7 - 8 - 9 - 10  Severe
	Where is the pain located? _____________________________________    ___________________________________________________________________
	☐   Right side	   ☐   Left Side     ☐ Both sides 


	How long have you had this problem?  	  ______ days    ______ weeks   ______ months   ______ years

	Is this injury related?              ☐   NO                 ☐   YES 	 
	If yes, Date of injury: ___________________________

	How did the injury happen? _____________________________________
	



Please describe the nature of pain? (Check all that apply):   	        Do you have pain when: 
	Sitting
	☐   NO        ☐   YES

	Standing 
	☐   NO        ☐   YES

	Lying down
	☐   NO        ☐   YES


☐ Constant   	   ☐ Dull   	   ☐ Burning      	
☐ Intermittent 	   ☐ Sharp 	   ☐ Radiating 

Associated symptoms (Check all that apply):  
☐ Clicking      ☐ Swelling      ☐ Locking      ☐ Buckling      ☐ Stiffness      
☐ Weakness    ☐ Difficulty using stairs        ☐ Numbness/Tingling 

	Please check treatments that help: 
☐ Rest			☐ Therapy 
☐ Elevation		☐ Medication
☐ Heat			☐ Injections 
☐ Ice 			☐ Cane Crutch
☐ Brace/Bandage		☐ Other: ___________________
What medications have you taken for pain? (include over the counter medications): ___________________________________________________
	What makes the problem worse?
☐ Standing 		☐ Sitting 
☐ Walking 		☐ Lying down
☐ Running 		☐ Stairs 
☐ Exercise		☐ Kneeling
☐ Other: ___________________
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Have you had any of the following imaging studies for your problem? (Check all that apply):  
☐ X-Ray 	☐ CT Scan 		☐ MRI 	 	☐ Other: _______________________________  

Please select symptoms you are CURRENTLY experiencing (check all that apply) (ROS)

☐ Recent illness
☐ Fever  
☐ Unexplained weight gain/loss  
☐ Chest pain   
☐ Shortness of breath  
☐ Heartburn  
☐ Muscle aches/weakness  
☐ Joint pains  
☐ Back pain    		
☐ Weakness  
☐ Numbness/tingling  
☐ Seizures  
☐ Anxiety/Depression 
☐ Easy bruising/bleeding  
☐ Other: __________
All information on this form is completed to the best of my knowledge.
Patient Name________________________________________________________________ DOB: _______________
[bookmark: _GoBack]
Patient/Guardian Signature: _________________________________________________Date: _______________
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