BAL IS TORY @UESTIONA

NAME;: Age: Date:
OCCUPATION: SSN / /
ALLERGIES: REFERRING PHY SICIAN:
1. What is the problem you are being seen for today?
2. When (roughly what date) did your present pain start?
3. Are you still working? [1 Yes [0 No Please answer the following using the chart below.
Last day on the job.
4. How did your pain start? (Check appropriate box) 10. What is the intensity of your pain in the
1 Suddenly [ Pulling Morning
[1 Gradually [J Injured at work Mid-day
[J Lifting [J Injured in auto accident Evening
[J Twisting [J Hit from behind Night
[1 Fall [J Injured during sports
[ Bending [J No apparent cause 1 =None
2 = Moderate-controlled with medicine
Is your pain [ Constant [ Intermittent? 3 = Severe-limits all activity most of the time
4 = Intense-normal function possible
5. Where is your pain located?
And the percentage of total pain? 11. Please answer the following questions using the
[J Neck-center Ya chart below.
[J Arm %
[ Shoulder Y% 1 = Unable to tolerate
1 Forearm % 2 = About 10 minutes
3 = About 30 minutes
6. How would you describe your pain? 4 = About one hour
(1 Sharp (] Dull 5 = Several hours
[ Ache O Cramps 6 = Indefinitely
(] Burn [J Throb
(1 Cold [ Numb How long can you:
Read
7. Do you notice any [] weakness [J numbness? Ride in a car
Lie in bed
8. What activities make the pain worse?
[J Exercise-during [ Bending forward 12. What other types of doctors or health care
[0 Exercise-after [0 Bending backward providers have you seen for your problem?
[J Driving [J Coughing
[J Sneezing [1 Reading
(] Turning
9. What reduces the pain? 13. Have you been hospitalized for your pain?
[1 Lying down [ Pain pills OYes [No

L1 Injections for pain [] Muscle relaxant pills
[ Aspirin or NSAID [0 Manipulation

L[] Physical Therapy [ Traction

1 Nothing

Number of times

Dates




