Patient Basic Information

Personal Information:

Last Name: First Name: Mid. Init.:
Address: City, State, Zip:

Home Phone: Work Phone: Social Security No.:

Date of Birth: Date of Injury/Onset:

Dominant Hand: U Right Q Left O Both

Insurance Information:

Policy Holder (jf different than patient): Policy No.:

Special Note: If your injury involved a motor vehicle, skip to page 2. Otherwise, use the
spaces below to fully describe your accident, injury or onset, slip and fall, etc.

; Description of Accident/Injury/Onset

Enter a full description of the accident, injury or onset in the space below.

2. Your condition during and immediately after injury/onset

Enter the details of your condition during and immediately after your injury/onset.

Patient Sign & Date: Date:
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Automobile Accident Description

Please answer the questions below. If you do not know the answer to any of the questions, do not answer that question,

1. Your vehicle type 2. Your position in vehicle

3. What was your vehicle doing at the time of the accident?

Ucar [1station Wagon Upriver O Front Passenger
Qvan [ Pickup Truck U Left Rear Passenger

Qiarge Truck  OBus LI Right Rear Passenger

Other Other

UStopped at intersection Ustopped intraffic [ Stopped at light

{1 Making a right turn U Making a left ium [ Parking
OProceeding along O slowingdown ~ [Accelerating
Other.

4. Time/Speed/Damage 5. Details of Accident

6. Road conditions

Time of accident Visibility at time of accident
Your vehicle's UPoor OFair O Good
speed: mph

Their vehicle's Who hit who/what?

speed: mph | O You hit other vehicle
Damage to your vehicle U other vehicle hit you

O mid  Moderate You hit...(object)

U Totaled

Road conditions at time of accident

Qicy Owet Sandy QDark U Cleanand dry
Point of impact

[ Head-On ClLeft Front U Right Front
0 Rear-End O Left Rear O Right Rear

7. Body Position, efc.

Did you see the accident coming: YesO Ne
Were you braced for the impact? YeslIO No
Did you have a seat belt on? Yes(UI No
Did you have a shoulder harness on? Yesl1 No

What was the position of your headrest at the time of the impact?
U Even with top of head [ Even with bottom of head [ Middle of neck
What was the direction of your head at the time of the impact?

U Facing straight forward O Tumed to the right T Turned to the left

Does your vehicle have headrests? Yes1[ No

Did driver side air bags deploy? YesOl No Did passenger side airbags deploy? YesUUl No Did side airbags deploy? YesO No

8. Additional accident information

In the case of a motar vehicle accident, enter any additional information here that is not covered by the above check offs.

9. During the accident:

10. After the accident:

Did your body strike the inside of your vehicle? Yes 1 No
If yes, describe:

Did you lose consciousness during the injury? ~ Yes[U No

If yes, for how long?

Your vehicle's estimated damage?

Damage to their vehicle: [ Mid [ Moderate [ Totaled
Did police show up at the scene? Yes[ILl No
Was an accident report filled out? YesU10) No

Check off your symptoms right after and a few days following:

O Headache U Dizziness [ Mid back pain O Cold hands
U Neck pain ) Nausea [ Low back pain [ Cold feet
UNeck stiffness O Confusion 1 Nervousness [ Diarrhea
O Fainting U Fatigue U Lossoftaste [ Depression

U Ringing in ears [ Tension (O Toe numbness O Anxious
U Lossofsmell  Wlirritability U Constipation [ Chest Pain

U Pain behind eyes [J Shortness of breath [ Sleeping problems
Others:

11. Emergency Room?

12. Treatment History:

Where did you go after the accident?

Fill in any other doctor({s) seen prior to your first visit to this office

O Home U work [HospitalER [ Private Doctor 1. Dr. Firstvisitdate: /| |
How did you get there? Specialty: X-rays done? YesU1O No
W Drove self QSomebodyelse [Ambulance [ Police Types of treatments received:
Were X-rays done? Yes([] No Was lab work done? Yes(Zd No | How many treatmentsreceived?____ Currentlytreating? Yes(dO No
Body paris X-rayed? Did treatments benefit you? Yes[ No
What lab work? Lastvisitdate: _ /7 7
The X-rays revealed: 2. Dr. Firstvisitdate:___ /[
Treatments: U Cervical Collar O Ice Other: Types of ireatments received:
Medications: How many treatments received?____ Currentlytreating: Yes[1 No
Follow-up instructions: Did treatments benefit you? Yes[I[l No
Last visit date: —— e R
Patient Sign & Date: Date:
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Descri tion of Symptoms (Describe your symptoms in the sections below, in the order of severity, if possible.)
l. First Current Symptom: (Please check

off the boxes below to deseribe your first symptom. Describe only ONE symptom per Setion |.
1. Check only cne body location below 2. Types of pain Other types of pain:
OHeadaches L O RO 8O |gpy Oshap OAching O Cutting
UFront of Head UThrobbing (I Buming  OINumbing U Tingling O Cramping
ag’p '?f i::!add Ospasm Wstinging (Shooting O Pounding Constricting
i ac;_ OD ea RO B O |3 PainFrequency 6. Actions aﬁectingthis pain .
Okye L O rRO s 0 QUpto 1/4 of awake time [11/4 to 1/2 of time Brings On Aggravates Relieves
Dok L rRO 80 |32 to34ocfawaketime [ Mostallthe time| O Inthe AM. Jd Qg a
QupperBack L RO g0 |4 Pain Intensity (How it affects your daily U in the PM. 4 40 Q
OmidBack L O RO B O |actvites) Aoodmuen H 4 8
OlLow Back L RO g0 |SDoesntaffect O Somewhat affects E}Bending back g Qo 4a
OChest LO rO BQO (Hserouslyaffects O Prevents activities d Bending left g g o
OAbdomen L Q rR O s 0O 5. Does this pain radiate into other body parts? g .?:f“:.mg "Ie%{ht O g 8
ORibs tQ rO 80 ek Mgt goth 00 Twisting right O 0O Q0
Buttacks Ld RrO g0 | UHead U g . O cou hiﬁ 4 g o o
dshouider LQa RO B O | dNeck g a . Qs St O o Q
Clupperarm L O rRO B O | QShoulder a o a neezing
{1 Straining g a 0
OForearm L@ RrRO 80 |Qam | Q = O Standin O o o
UHand L RrRO BO |QHand a a - O siti < O o o
QHip LQ RrO 80 |QHp a L a TP Q a o
OLeg L@ RO 80O |Ote a a Q o
QOFoot L rQ 80 | QFoot = < 4 eractions: O o o
Other locations: Other locations of radiation: 0 0 0
Ii. Second Current Symptom: {Please check off the boxes below to describe your next symptom).
1. Check only one body location below 2. Types of pain Other types of pain:
QHeadaches L QO RO BA |gpw Oshap  OAching O Cutting
UFront of Head UThrobbing D Buming ONumbing 1 Tingling O Cramping
UTop of Head UOspasm U stinging Shooting O Pounding  Constricting
UBack of Head 3. Pain Frequency 6. Actions affecting this pain
dlaw La RO B0 OUp to 1/4 of awake time O1/4 1o 1/2 of time Brings On  Aggravates Relieves
Ueye L RO BO | 012 o3 of awake time [ Most all the time | [0 Inthe AM. g O a
UNeck LQ RO BO r{pain intensity (How #t affects your daily | 0 inthe AL O o o
l:lUpper Back L U RO 8 U activites) UBendingforward O a [N
OMidBack L RO  BO |Qpoesntafiect  CSomewhat affscis OBendingback Q@ O O
8!&0‘*’ Back L 8 R 8 B 8 U Seriouslyaffects [ Prevents activities O Bending left g a a
DAQ:;LM l': o E 0 g 0 |5 Does this pain radiate into other body parts?| U Bending right g g Q
Olite LQ rO 80 Left Right Both U Twisting left a o Q
OButocks L O RO g0 |=Head = = = Sommiee 2 H @
Oshouder L O RO 5O | DNeck 5 2 H 0 Sougteng a3 3
D) oulder 0 5 O |Gshouder O a a O Sneezing g 4 o
UpperAm L R B OAm ] a a O Straining o QO g
UForearm L Qa rRO B U O Hand a a Q U standing a a (W]
Efand = A T I s o 0 QO O Sitting O o Q
OHip LQ rO BO OLeg Q 0 a O Lifting o g Qo
gLeg L g RO = g U Foot a a a Other Actions:
Foot . L RU 8 Other locations of radiation: g a Qa
Other locations: I | [l ] | |
lll. Third Current Symptom: {Please check off the boxes below to describe your 3rd symptom).
1. Check only one body location below 2. Types of pain Other types of pain:
ClHeadacht-:sEI td RrRO B8O [Qpy Osharp O Aching U Cutting
DFm"t of Head UThrobbing O Buming QNumbing O Tingling O Cramping
Top of Head Ospasm U stinging [ Shooting O Pounding CConstricting
UBack of Head 3. Pain Frequency 6. Actions affecting this pain
Cliaw L@ RO BO |Qupio 114 of awake time O4/4 1o 1/2 of time Biings On  Aggravates Relieves
Ceye LQ  RA  BO | Q43 1034 of awake time 1 Mostall e time | O IntheA M, g Qo Q
UNeck LQ RO BO I i intensity (How it aflects your daty | 0 Inthe PM. Q g Qg
UupperBack L O RO 80 activites) UBendingfoward O O O
UIMid Back LQ RO BO |Qpoesntafiect U Somewhat affects U Bending back g Q Q
gLow Back Ld RU B0 19 Seriously affects [ Prevents activities U Bending left g Q a
Chest LU RO BO s pain radiate into other body parts? | = Bending right g a
DAt_JdUmEfI LQ RO B QA Left Right Both a Twisting left d a a
ORibs Lt RO BO |gyed o O a U Twisting right Q 0O a
OButtocks L g RO B 0 O Neck a a a U Coughing a a a
Ushoulder Ld rO 801 i Tvm— O ] 0 U Sneezing g a aQ
Oupperam L O RrO B8O povens a a ] O Straining g o Q
Forearm L Qa RO B O Hand o () a O Standing a a a
OHand L RrO BQ Q Hip O g O U sitting g Qg Q
Qrip L RO B8O g Q O a O Lifting O o o
Oleg L RrO 8O Ol Foot a o Q Other Actions:
UFoot . Lo RO B 01 Other locations of radiation: = d -1
Other locations: e 0 |

Patient Sign & Date:

Date:
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Description of Symptoms

{Describe your symptoms in the sections below, in the order of severity, if possible.)

V. Fourth Symptom:
1. Check only one body location below
UHeadaches L RO B 0

OFront of Head

O Top of Head

(Back of Head

ClJaw
OEye
OINeck
OUpper Back
CImid Back
OLow Back
Uchest

men
URibs
OButtocks
UShoulder
QUpperAm
UForearm
UHand
OHip
Uieg
OrFoot
Other locations:

FE: & F P ErrrEmmreess 6 r e
CoCo00000000o0oog
AADDIOVDADIIDIAIDDITIDD
foooCo0000odoooooo
0 U3 00 09 W0 00 00 0D B0 U 0 00 0 0 W W
OoC00000000000000

(Please check off the boxes below to describe your 4th symptom. Describe only ONE symptom per Section )

2. Types of pain Other types of pain:

U Dui O shap O Aching O Cutting
UThrobbing O Bumning WINumbing O Tingling [ Cramping
Jspasm O stinging  OShaoting X Pounding Uconstricting
3. Pain Frequency 6. Actions affecting this pain
Qupto 1/4 of awake time  01/4 1o 1/2 of time Brings On Aggravates Relieves
L11/2 to 3/4 of awake time [ Most all the time U inthe AM. a Qa g
O inthe PM. Q a g
4. Pain Intensity (How it affects your daily activites] L Bendingforward O O 0O
U Doesn't affect U Somewhat affects L Bending back Q Qa Q
O Seriously affects [ Prevents activities 0 Bending left g a a
: T () Bending right g o a
5. Does this pain radiate into other body parts? a Twisting left a a Q
O Head LEHI R'E'; 3 BE}“ O Twisting right Q a g
=] Neak 0 a O U Coughing g o Q
O S: N * O 0 0 O Sneezing g a Q
oulder O O O U Straining g o 0
0 N U standing Q a 0
QHi a a a Lo
P a g o o
Q Lifting
Leg a a a Oth N
er Actions:
Other locations of radiation: ] 0 0

V. Fifth Current Symptom:

(Please check off the boxes below ta describe your 5th symptom).

1. Check only one body location below
OHeadaches L O rRO B 0
CFront of Head
O Top of Head
UBack of Head
OJaw
UEye
ONeck
OuUpper Back
LIMid Back
iow Back
Ochest
UAbdomen
URibs
OButtocks
Oshoulder
OupperArm
OForearm
OHand
OHip
Oeg
OFoot
Other locations:

Pl ey sl [ e e s I I e B B B
Oooopooo0d0oo00oooo
WDWWWOWWWWmWoWWWwww
Oo0000000Do00o0000

|t el ek  l all el il il el el b T T
o000 0oo00oooooooo

2. Types of pain Other types of pain:

Qoul U Sharp O Aching [ Cutting
UThrobbing L Buming W Numbing O Tingling U Cramping
dspasm U Stinging D Shooting X Pounding  WConstricting
3. Pain Frequency 6. Actions affecting this pain
Upto 1/4 of awake time [1/4 to 1/2 of time Brings On  Aggravates Relieves
U1/2 to 3/4 of awake time [ Mostallthetime | O Inthe A M. g g g
O inthe PM.
4. Pain Intensity (How it affects your daily activites] (I Bendingforward O [ a
U Doesn't affect U Somewhat affects U Bending back g o Q
U Seriously affects [ Prevents activities [ Bending left a o O
5. Does this pain radiate into other body parts? g?ﬁ?;::zg E:g{n g B g
Left Right Both gl
O Head 0 0 0 O Twisting right g a a
O Neck 0 a 0 a Cuugh_lng a a a
U Sneezing g a a
U Shoulder a a Q s
[ straining a ad ad
O Am a a Q i
(I standing g O 0
ing a a
ULeg - = = QOther Actions:
U Foot a a a ;
Other locati of radiation: o - =
er locations iation: O 0o o

VI. Sixth Current Symptom:

{Please check off the boxes below to describe your 6th symptom).

1. Check only one body location below
UHeadaches L O RO s O
UFront of Head
UTop of Head
UBack of Head
Quaw
OEye
OINeck
Clupper Back
CIMid Back
OLow Back
Ochest
omen
ORibs
OButiocks
Ushoulder
OuUpperAm
UForearm
UHand
UHip
Uieg
UFoot
Other locations:

el ie vl i e s B s Bie ol B s ey s B e B |
Oooo0o00ooodooooo
TOOOODOEOOE D0 O 0RO
000000000 Dooo

el i ol ol ol el el el Sl S e e el el
Do000D000oo00oDon

2. Types of pain

O put QO shap O Aching U Cutting

Uthrobbing O Buming O Numbing O Tingling [ Gramping
Clspasm U stinging [ Shooting [ Pounding iConstricting

Other types of pain:

3. Pain Frequency 6. Actions affecting this pain
OUpto 1/4 of awake ime  (11/4 10 1/2 of time BlingsOn _ Aggrewtles Refieiss
011/2 to 3/4 of awake time [ Most all the time O nthe AM. o o o
O inthe PM. Q g a
4. Pain Intensity (How it affects your daily activites) [ Bend ingforward O d a
O Doesn't affect J Somewhat affects O Bending back g g o
O Seriously affects O Prevents activities O Bending left o o g
5. Does this pain radiate into other body parts? | = Bending right g Q Q
Left Right Both D Twas‘ling left D D a
) Hesir a ] 0 O Twisting right a a Q
O Neck a a O [ Coughing a a 0
U Shoulder a a a U Sneezing u =l d
Armn Qa a a O straining Q a a
O Hand a Q a U standing g a Q
O Hip a ] ] U sitting o o 0O
Otieg a a a O Lifting a 0o a
O Foot a a a Other Actions: O 0 o
Other locations of radiation: 0 O 0

Patient Sign & Date:

Date:
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Description of Symptoms
VIl Seventh Symptom:

Describe your symptoms in the sections below, in the order of severity, if possible.

(Please check off the boxes below to describe your 7th symptom. Describe only ONE symptom per Section ) '

1. Check only one body location below
OHeadaches L O RO B U

OFront of Head

UTop of Head

OBack of Head
OJaw L
|:|Eye
ONeck
(QUpper Back
(IMid Back
OLow Back
QChest
OAbdomen
URibs
(Buttocks
ClShouider
CupperArm
UForearm
Hand
QHip
Cieg
OFaot
Other locations:

,_
oo

g B Tl ol ol s v e ! el o il oo
oo0o0oo0000oooo
ADDDADANIDINDIDNL DD
ooooolooo0o000ooo
DO WOWOROOEOOmWw
CodfooooCcoo00oooog

2. Types of pain Other types of pain:

Opul U shap O Aching O Cuiting
UThrobbing D Buming I Numbing O Tingling 1 Cramping
Clspasm O stinging D Shooting O Pounding  Hconstricting
3. Pain Frequency 6. Actions affecting this pain
QUpto 1/4 of awake ime  [11/4 to 1/2 of time Brings On Aggravates Relieves
U1/2 to 3/4 of awake time [ Most all the time O In the A.M. Q g Q0
O inthe PM. Q QO Q
4. Pain Intensity (How it affects your daily activites| { Bendingforward (O g a
U Doesn't affect U Somewnhat affecis O Bending back g Q a
U Seriously affects [ Prevents activities 0 Bending left a a 0O
R U Bending right g o a
5. Does this pain radiate into other body paris? ] Twisting left a ) a
O Head - o =y O Twisting right g o a
O Neak O 0 0 U coughing o Qa Q
ac O Sneezing a a Q
(O Shoulder a a a O Straining O o o
U Am a = a U Standing a a a
O Hip d = o O Lifting o o o
ULeg - dJd = Other Actions:
Other locations of radiation: 0 0 0

VIil. Eighth Current Symptom;

(Please check off the boxes below to describe your 8th symptom).

1. Check only one body location below
UHeadaches L O rRO B
UFront of Head
Oop of Head
OBack of Head
(iaw
UEye
CONeck
Oupper Back
IMid Back
Low Back
UcChest
OAbdomen
ORibs
UButtocks
Oshoulder
UpperAm
OForearm
CHand
QHip
OLeg
UFoot
Other locations:

o e el ol ol ol ol L B
Oo0oopo0ooooooooo
AADDDTLDDIDDDINDOD0D
Joooooooddooooogo
00 00 ©0 00 00 00 00 OO0 00 OO 00 00 00 OO 0 03
Dooooo0do0oo0odoo

2. Types of pain Other types of pain:

O butt O sharp 0O Aching [ cutting
UThrobbing O Buming Numbing O Tingling 1 Cramping
Ospasm O stinging O Shooting O Pounding Constricting
3. Pain Frequency 6. Actions affecting this pain
QuUpto 1/4 of awake time [1/4 to 1/2 of time Brings On  Aggravales Relieves
U1/2 to 3/4 of awake time [ Most all the time O inthe AM. Q Qa gd
O inthe PM. Q Q a
4. Pain Intensity (How it affects your daily activites| (IBendingfooward O O O
U Doesn't affect J Somewhat affects U Bending back g 0O Q
U sSeriously affects [ Prevents activities O Bending left g QO 0Qa
5. Does this pain radiate into other body parts? g?\i}nsilgg :;%ht g g g
- b Hal Bah O Twisting right O O a
Head a a a ;
O U Coughing o QO O
Neck a a a ;
0 U Sneezing g a a
Shoulder Q d (N | s
o U Straining a a 0
Am a a a :
0 O standing O O 0
Hand o d a o
O Hi a O sitting a a a
Hip a ] S
U Lifting a a a
OlLeg a a a Othar Acticiiss
O Foot a a a eractions:
. o Q O 0
Other locations of radiation: 0 0 0

IX. Ninth Current Symptom:

(Please check off the boxes below to describe your 9th symptom).

1. Check only one body location below
OHeadaches L O RO B O
Front of Head
O Top of Head
OBack of Head
Quaw
OEye
OINeck
Oupper Back
UMid Back
OLow Back
OChest
OAbdomen
ORibs
UButtocks
Oshoulder
QupperAm
JForearm
CHand
UHip
Oleg
OFooat
Other locations:

[l el el el ol el ol ol o o o
Co00000ci0o000d0og
ATV ADANDIDDDNID
Oo000000o0000oo0g
[exiperigveieivsiyevitoeiyyefiee o viveltes e s Rve R v els sl vo]
0000000000 0000000

2. Types of pain Other types of pain:

O pun QO sharp O Aching O Cutting
UThrobbing O Buming O Numbing O Tingling O Cramping
USpasm O stinging O Shooting [ Pounding  TConstricting
3. Pain Frequency 6. Actions affecting this pain
Qupio 1/4 of awake time [31/4 to 1/2 of time Brings On Aggravales Relioves
011/2 to 3/4 of awake time [ Most all the time Qinthe AM. o o g
O inthe PM. Q a a
4. Pain Intensity (How it affects your daily activites) [ Bendingforward [ a a
U Doesn't affect U Somewhat affects O Bending back O g QO
U seriously affects U Prevents activities O Bending left O o 10
5. Does this pain radiate into other body parts? DBending right a a Q
Left Right Both O Twisting left a ao Q
O Head a U d O Twisting right g g Qa
O Neck a a a O Coughing o a a
U Shoulder a a a U Sneezing g Q O
U Am Q Q Q O straining g Qg a
O Hand a a a O standing Q g g
O Hip a a O U sitting g a Q
ULeg a a a O Lifting Qa a Q
O Foot a a a Other Actions:
Other locations of radiation: Qa Qa 0O
. [}

Patient Sign & Date:

Date:
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Activities of Daily Living Assessment

Rate your current difficulties, resulting from your accidentfillness, with regard to the various activities listed below. Use the following 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficulty: 4 = "l can do it without any difficulty”
2 ="| can do it without much difficulty, despite some pain”, 3 = "I manage to do it by myself, despite marked pain”, 4 = "l manage to do it,
despite the pain, but only if | have help”, = "l cannot do it at all, because of the pain". NOTE: Only fill in areas that are affected.

Difficulties with Self Care and Personal Hygiene Activities

Bathing ........... ___ Dryinghair ........... ___ Brushingteeth.... _ Putlingonshoes ....___ Preparingmeals ..... __ Takingouttrash.
Showering ... Combinghair ... Makingbed ....... ___ Tyingshoes........__ Eafing ............. ___ Dainglaundry .....
Washing hair ..___ Washingface......... ___ Puttingonshirt ... ___ Puiingonpants .....___ Cleaningdishes..... ___ Goingtotoilet ... ___
Difficulties with Physical Activities

Standing ........__ Wvalking Kneeling ............. _ Bendingback ......... ___ Twistingleft .......... ___ Leaningback ... ___
Sitting .............___ Stooping ................ ___ Reaching........... ___ Bendingleft ... Twistingright....... __ Leaningleft ......... .
Reclining.........._ Squatting ............ __ Bendingforward.. ___ Bendingright ........... ___ Leaningforward ... Leaningright....... &
Standing for long periods ...................... ___ Sitting forlong periods......._ Walking forlong periods........___ Kneeling for long periods ..... __
Difficulties with Functional Activities

Carrying small objects........ __ Liftingweights off floor ........... ___ Pushing things while seated ..... Exercising upperbody ........
Carrying large objects ........ Lifting weights off table .. . ____ Pushing things while standing ..___ Exercising lowerbody ........
Carrying brief case........ Climbing stairs............. . ___ Pulling things while seated .......___ Exercising arms 2
Canmyinglargepurse ... Climbinginclines .................. ___ Pulling things while standing ....___ Exercisinglegs ..................

Difficulties with Social and Recreational Activities

Bowling ...........__ Jogging .... ___ Swimming .......... __ lceSkating ...........___ Competitive Sports . ___ Dating................. e
Galfing ............___ Danging .......ce..... ___ SKiing ......ccovuenee. ___ Roller Skating .......... . Hobbies sy __ Diningout ........... ___
Difficulties with Travelling

Driving a motor vehicle .......................... ___ Riding as a passengerin a motor vehicle ......___ Riding as a passengeronatrain ... ___
Driving for long periods oftime .............. ___ Riding as a passengeronanairplane ...........___ Ridingas a passengerfor long periods ........ ___

Use the following 1 to 5 scale to describe the difficulties below:
1 ="This area is not affected by my condition”, 2 = "This area is slightly affected by my condition”, 3 = "My condition moderately restricts my ability
in this area”, 4= "My condition seriously limits my ability in this area”, § = "My condition prevenis me from using this ability”

Difficulties with Different Forms of Communication

Concentrating.... Hearing.... Listening.... Speaking.... Reading.... Writing.... Using a keyboard....
Difficulties with the Senses
Seeing......... Hearing......... Sense of touch......... Sense oftaste......... Sense of smell.........

Difficulties with Hand Functions
Grasping......... Holding......... Pinching......... Percussive movements......... Sensory discrimination.........

Difficulties with Sleep and Sexual Function
Being able to have normal, restful nights sleep......... Being able to participate in desired sexual activity.........

Write in below any additional information regarding your Activities of Daily Living (that wasn't covered above):

Prior Symptom History

Prior Similar Symptoms Has your History Contributed to your Current Symptoms?
0 I have NOT had prior symptoms similar to my current complaints. O My history HAS contributed to my current symptoms.

{J My current complaints DID exist before, but have not been botheringme.| My history HAS NOT contributed to my current symptoms.

U My current complaints ALREADY existed and were worsened. [ 1'mNOT SURE if my history has contributed to my current symptoms.
My most recent prior similar symptoms (if applicable) occured......... _ | Oimonthsago / O yearsago Oron  Date: ! !

Write in below any other Prior Symptom History, not covered above:

Patient Sign & Date: Date:
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