CASE HISTORY
Chief Complaints (The reason for your visit today)
1.___________________________________________

Have you ever had this before?     Yes or No     If so, when?_______________________________________

2.___________________________________________

Have you ever had this before?     Yes or No     If so, When?_______________________________________

What is your pain rating on a scale of 1-10?  1 being no pain and 10 being the worst possible pain you can imagine.  Please circle below.

1 2 3 4 5 6 7 8 9 10

History
Please list any and all Prior surgeries, accidents (Auto, personal, sport), falls or broken bones. ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
 DO YOU HAVE SYMPTOMS IN (circle Yes or No, if yes, then please explain)
Muscle or Joints   Yes/No, Where________________________________________________________________
Digestive system (Nausea etc...)  Yes/No___________________________________________________________
Cardiovascular (High blood pressure, chest pains etc…) Yes/No _____________________________________
____________________________________________________________________________________________
Eyes/Ears/Nose/Throat (Ear ache, blurred vision, sore throat etc…) Yes/No____________________________
____________________________________________________________________________________________
Allergies or Skin (Rashes, lesions, itching) Yes/No__________________________________________________
Respiratory (trouble breathing, coughing etc…) Yes/No____________________________________________
____________________________________________________________________________________________
Urinary (inability to control urine, painful, blood etc…) Yes/No _____________________________________
____________________________________________________________________________________________

Other_______________________________________________________________________________________
