[bookmark: _GoBack]Established Patient Non-Medication Visit

Patient Name: ______________________________________ Age: ____________ Date: ________________

Today’s pain level 0 = no pain, 10 = worst pain:  Please circle the correct number

1	2	3	4	5	6	7	8	9	10

List all medications taken in the last 24 hours: ____________________________________________________
_________________________________________________________________________________________
Please describe where your pain is located? ______________________________________________________
_________________________________________________________________________________________

Please state the date your symptoms began.  ______________________________________________________

Briefly describe how your symptoms began.    ____________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

What best describe your pain?  Please circle all that apply
constant     intermittent     daily     weekly     sharp     stabbing     aching
burning      shooting     throbbing     toothache     radiating     pins/needles     tingling
other: _______________________________________________________________________

What makes your pain worse?  Please circle all that apply
walking 	sitting 		laying 		lifting 		bending	stretching
other:_______________________________________________________________________

What makes your pain better?   Please circle all that apply
heat     ice     stretching     laying     exercise     resting     sitting      walking
Other: _______________________________________________________________________

Have you had any treatments for this pain done? __________________________________________________

Any changes in your health, family or social history since last being seen in our office? ___________________
__________________________________________________________________________________________

Are you currently or have you experienced any of these symptoms since your last visit?
Please circle all symptoms that apply.
Muscle ache/joint pain		Numbness, tingling, burning		Nausea, vomiting
Sleep Problems			Dizziness, light headedness		Weakness of body parts
Bruising, easy bleeding		Mouth sores, ulcer, dry mouth		Vision changes
Change in appetite		Sore throat, problem swallowing	Headache, sinus problems
Change in bowel or bladder	Hot flashes, flushing			Diarrhea constipation
Gait change (walk different)	Rash, itching, dry skin, hives		Trouble thinking/concentrating
Depression			Recent hospitalization			X-ray, CT, MRI, other tests
Sexual problems		Any recent traumas/falls
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