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                               __________________________________________ 
 
   1. Chief Complaint:  _____________________________________________________   
       __________________________________________________________ 
       __________________________________________________________ 
 
       A.  How long have your symptoms been occurring? __________________________ 
 
        B.  Have you had previous episodes? ______________________________________ 
 
        C.  Intensity:        0        1        2        3        4        5        6        7        8        9        10 
                                 No Pain                                                                                                                                    Excruciating Pain 
 
            D. Frequency:        Constant        Intermittent       Occasional       Infrequent 
 
        E. Location: __________________________________________________________ 
 
        F. Radiation:  Does it radiate in another area? ________________________________ 
 
        G. Type of Pain: __Stabbing     __Dull    __Burning        __Achy         __Frequent 
                                   __Throbbing   __Sharp  __Occasional   __Constant    __Short Duration 
 
     2. Aggravating Factors: (What makes it worse?) _________________________________    
___
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______________________________________________________________________ 

    _____________________________________________________________________ 

3. Relieving Factors: (What helps it?) _________________________________________ 
    _____________________________________________________________________ 
    _____________________________________________________________________ 

. Prior Treatments: (Any treatment by another doctor before seeing us? Who? What was done?) 
   ______________________________________________________________________ 
   ______________________________________________________________________ 
   ______________________________________________________________________ 

. Best time of day: ___________________ Worse time of day: _____________________ 

. Prior Medication: ________________________________________________________ 

. Secondary complaints: ____________________________________________________ 
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