N AT Confidential Patient History
CENTER

Major symptoms/complaints:

How did your symptoms start? Date condition began: / /

Describe the nature of your symptoms: USharp Burning URadiating UShooting JStabbing
DThrobbing DTightness DTininng Upull ONumb  Uother:

How often do you experience your symptoms? [Constantly (76-100% of the time) UFrequently (51-75% of the time)
Uoccasionally (26-50% of the time) Ulntermittently (0-25% of the time)

Average pain intensity: Last 24 Hours nopainl123456789 10 worst pain
Past Week nopain123456789 10 worst pain

How much have your symptoms interfered with your usual daily activities?
ONotatall  OAlittlebit OModerately U Quite abit (JExtremely

In general, how would you say your overall health is right now?
U Excellent OVerygood U Good O Fair U Poor

Other doctors or therapists who have treated THIS condition:

Major injuries or surgeries:

Medications & Usage:

Family doctor: Are you pregnant? Uvyes UNo Date of last menstrual cycle:

Have you been in an auto accident or any other personal injury? When? Describe:

Review of Systems
Please check conditions or symptoms you currently have or have had in the past:

OAIDS/HIV UEpilepsy UHigh Blood Pressure  OMultiple Sclerosis OScarlet Fever
OArthritis UEye Problems UHigh Cholesterol UNausea Ospinal Conditions
OAsthma OGoiter law Pain/TMJ ONeurological Problems  OStroke

OBalance Impaired UGout UKidney Disease UOsteoporosis OThyroid problems
OBurning Eyes UHeadaches UKnee Pain OpPacemaker OTuberculosis
Ocancer UHearing Problems OLightheadedness OParkinson’s OTumors/growths
UDepression UHeart Attack ULiver Disease Opinched Nerve OUlcers
UDiabetes UHeart Disease UOLoss of Grip OUPneumonia Ovaricose Veins
UDizziness UHepatitis ULoss of Concentration  OPolio OWhiplash

UDrug Use UHernia UOLoss of Memory OProstate problems Oother

OEating Disorder UHerniated Disc UOMenstrual Problems  OPsychiatric

UElbow Pain OHerpes UMononucleosis URheumatoid Arthritis

Exercise Work Activity Lifestyle

UNone UDaily Usitting OLight Labor ~ USmoking Packs/Day __ UCoffee/Caffeine Cups/Day
UModerate UOHeavy  Ostanding  UHeavy Labor  UAlcohol Drinks/Day __ OHigh Stress Level Reason:

Printed Patient Name Patient or Responsible Party’s Signature Date




