Lifestyle
NS

Patient Name Date

Symptoms

Primary Complaint Problem Started On

Pains are: USharp UDull UThrobbing WAching UNumb UShooting

UBurning UTingling  WCramping UStiffness  WSwelling  WOther
Rate the severity of your pain. (1 mild symptoms to 10 severe pain): 1 2 3 4 5 6 7 8 9 10
Is this condition getting progressively worse? QYes  WNo

Is the pain constant or does it come and go? How often do you have it?

Does it interfere with your ~ WWork USleep UDaily routine URecreation

Activities that are difficult to perform:
USitting WStanding QWalking WBending WLying Down Other

What activities lessen your condition/pain?

What treatment have you already received for this condition? WMedication WPhysical Therapy WSurgery
UChiropractic WNone WOther

Name of Doctors who treated you for this condition

Rate the priority level of your desire to correct this problem. (1, low — 10, high) 1 2 3 45 6 7 8§ 9 10

OTHER SYMPTOMS:
UHeadaches UPins & Needles in Legs ~ WLoss of Balance ~ WDiarrhea/Constipation
UNeck Pain UPins and Needles in Arms Loss of Memory W Stomach/Heartburn
WUUpper Back Pain U Numbness in Fingers Qlrritability UMenstrual complaints
UMid Back Pain UNumbness in Toes UTension UHeart complaints
ULow Back Pain UCold Feet UNervousness UBreathing/Asthma
UHip Pain UCold Hands UFatigue UDizziness/Fainting
ULeg Pain UEars Ringing/Buzzing UDepression UShoulder Pain

(Women) Are you Pregnant? QYes WNo Nursing? dYes WNo Taking Birth control? dYes WNo

Daily Habits

Exercise: UNone UModerate  WDaily UHeavy

Work Habits: USitting UStanding  WLight Labor QHeavy Labor

Sleep Position: USide UStomach ~ UWBack

Do You Smoke? UYes UNo Packs/Day

Do You Have High Stress? WYes WNo Reason

What Vitamins/Nutritional Supplements do you take?
What Medications are you taking?

Choose Wellness.






