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Last Name                                          First Name                                          Date of Birth                         Today’s Date 
 

Family Physician:                                                                  Phone:___________ 
            Address:                                                                      Fax: 
 
Briefly describe   
Present symptoms: _________________________________________________________________ 
    
   _________________________________________________________________ 
            
   _________________________________________________________________ 
 
How did injury occur or 
Symptoms begin? _________________________________________________________________ 
 
   _________________________________________________________________ 
 
   _________________________________________________________________ 
Date of injury or                                                                        Present 
Onset of symptoms                                                                Pain Level:  __Low __Moderate__Severe       
 
Please describe your pain: 
(Circle all that apply)    Burning    Dull    Throbbing    Sharp    Constant    Other:___________________________________ 

 
What makes your pain  
Worse?   _________________________________________________________________ 
 
Have you ever had similar  
Symptoms before? 
Describe:                              (Yes/No)  Explain: ______________________________________________ 
 
As a result of this problem 
Has there been any change     Not employed     Light Duty: (dates)_______________________________ 
In your employment?       
(please circle one)                       No Change         Unable to work: (dates)___________________________ 
 
 
List X-rays, MRI, Scans, or________________________________________________________________ 
Other Special Studies  
Performed (Location & Date):________________________________________________________________________________ 
 
List physician(s) that have 
Treated you for these 
Symptoms:  _________________________________________________________________ 
 
Did a health care provider 
Recommend you see us? 
(physician, physical  
Therapist, athletic trainer) _Yes    No    if yes, what is the name of the provider?____________________ 
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