Symptoms
Name:







   
Date:


 



Please check symptoms, past or current & the degree of distress. 1=Mild  2=Moderate 3=Considerable 4=Severe



           Past Mild    Mod  A Lot Severe Current

    

  Past  Mild    Mod   A lot Severe Current
	Musculoskeletal

System Pain or Problems
	
	
	1
	2
	3
	4
	
	Nervous System Pain, Dysfunction, Disease, etc.
	
	1
	2
	3
	4
	

	Jaw/TMJ
	524.60
	
	
	
	
	
	
	Anxiety &/or Panic Attacks
	
	
	
	
	
	

	Neck                                      
	723.1
	
	
	
	
	
	
	Depression
	
	
	
	
	
	

	Shoulder 
	719.41
	
	
	
	
	
	
	Mental Disorder
	
	
	
	
	
	

	Upper arm 
	719.42
	
	
	
	
	
	
	Emotional Disorder
	
	
	
	
	
	

	Elbow
	719.42
	
	
	
	
	
	
	Insomnia
	
	
	
	
	
	

	Pain in forearm 
	719.43
	
	
	
	
	
	
	Fainting
	
	
	
	
	
	

	Wrist
	719.43
	
	
	
	
	
	
	Dizziness &/or Loss of Balance
	
	
	
	
	
	

	Hand                                    
	719.44
	
	
	
	
	
	
	Convulsions/Seizures
	
	
	
	
	
	

	Finger
	719.44
	
	
	
	
	
	
	Dizziness / Vertigo 
	
	
	
	
	
	

	Upper back pain                
	724.1
	
	
	
	
	
	
	Headaches
	
	
	
	
	
	

	Low back pain                    
	724.2
	
	
	
	
	
	
	Fatigue
	
	
	
	
	
	

	Pelvis Sacroiliac Pain          
	719.45
	
	
	
	
	
	
	Bed Wetting
	
	
	
	
	
	

	Hip
	719.45
	
	
	
	
	
	
	Hearing Loss
	
	
	
	
	
	

	Upper leg
	719.45
	
	
	
	
	
	
	Tinnitus (Ear Noises)
	
	
	
	
	
	

	Knee
	719.45
	
	
	
	
	
	
	Ear Pain &/or Infections
	
	
	
	
	
	

	Lower Leg                            
	719.46
	
	
	
	
	
	
	Eye Pain
	
	
	
	
	
	

	Ankle                                    
	719.47
	
	
	
	
	
	
	Vision Impaired blurred
	
	
	
	
	
	

	Foot/Arches
	719.47
	
	
	
	
	
	
	Circle:        Glasses      &/or       Contacts

	Toes
	719.47
	
	
	
	
	
	
	Abnormal sensations upper extremity
	
	
	
	
	
	

	Disc Problems
	
	
	
	
	
	
	Abnormal sensation  lower extremity
	
	
	
	
	
	

	Swelling or Stiffness of Joints.
	
	
	
	
	
	
	Other:
	
	
	
	
	
	

	Osteo-arthritis
	
	
	
	
	
	
	Cardiovascular - Hematological
	
	
	
	
	
	

	Rheumatoid arthritis
	
	
	
	
	
	
	Rapid heart beat
	
	
	
	
	
	

	Sympathetic Dystrophy
	
	
	
	
	
	
	Palpitations
	
	
	
	
	
	

	Tingling &/or Numb
	
	
	
	
	
	
	Chest Pain
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	High Blood Pressure  401.9
	
	
	
	
	
	

	Respiratory Infection Disease 
	
	
	
	
	
	
	Angina
	
	
	
	
	
	

	Shortness of breath
	
	
	
	
	
	
	Heart Attack
	
	
	
	
	
	

	Wheezing
	
	
	
	
	
	
	Stroke
	
	
	
	
	
	

	Chest Pain
	
	
	
	
	
	
	Rheumatoid Heart Disease
	
	
	
	
	
	

	Coughing up Blood or Mucous
	
	
	
	
	
	
	Blood Disease or Cancer 
	
	
	
	
	
	

	Sinusitis
	
	
	
	
	
	
	Anemia
	
	
	
	
	
	

	Rhinitis
	
	
	
	
	
	
	Other
	
	
	
	
	
	

	Bronchitis
	
	
	
	
	
	
	Liver Gallbladder
	
	
	
	
	
	

	Asthma
	
	
	
	
	
	
	Liver disease
	
	
	
	
	
	

	Emphysema
	
	
	
	
	
	
	Cirrhosis
	
	
	
	
	
	

	Respiratory Cancer
	
	
	
	
	
	
	Gall Stones
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	Gall Bladder Removed
	
	
	
	
	
	

	Skin
	
	
	
	
	
	
	Liver/Gallbladder Cancer 
	
	
	
	
	
	

	Acne
	
	
	
	
	
	
	Other
	
	
	
	
	
	

	Rash
	
	
	
	
	
	
	Teeth  Root canals  
	
	
	
	
	
	

	Dermatitis 
	
	
	
	
	
	
	Dental visit 3mo/6mo/yearly
	
	
	
	
	
	

	Eczema
	
	
	
	
	
	
	Toothache or emergency only
	
	
	
	
	
	

	Psoriasis
	
	
	
	
	
	
	Complete dentures
	
	
	
	
	
	

	Persistent itching
	
	
	
	
	
	
	Implants
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	Other
	
	
	
	
	
	


Please check symptoms, past or present & the degree of distress. 1=Mild  2=Moderate 3=Considerable 4=Severe



         Past Mild    Mod  A Lot Severe Current

    

                    Past  Mild    Mod   A lot Severe Current
	Female Gynecological & Obstetrical
	
	1
	2
	3
	4
	
	G/I [Esophagus, Stomach, Intestines]
	
	1
	2
	3
	4
	

	Breast pain
	
	
	
	
	
	
	Difficulty swallowing
	
	
	
	
	
	

	Lumps or mass in breast(s)
	
	
	
	
	
	
	Heartburn/Indigestion Chest Pain
	
	
	
	
	
	

	Premenstrual Tension PMS
	
	
	
	
	
	
	Abdominal pain
	
	
	
	
	
	

	Pain during menstruation
	
	
	
	
	
	
	Stomach Ulcer 
	
	
	
	
	
	

	Heavy menstrual flow
	
	
	
	
	
	
	Duodenal Ulcer
	
	
	
	
	
	

	Irregular menstrual flow
	
	
	
	
	
	
	Diverticular disease
	
	
	
	
	
	

	Spotting 
	
	
	
	
	
	
	Hemorrhoids
	
	
	
	
	
	

	Absence of menstruation
	
	
	
	
	
	
	Constipation
	
	
	
	
	
	

	Menopause symptoms
	
	
	
	
	
	
	Frequency/# of Bowel Movements
	         /          days or       wks

	# of successful pregnancies
	
	
	
	
	
	
	Stomach/Intestines/Colon Cancer 
	
	
	
	
	
	

	# of miscarriages or abortions
	
	
	
	
	
	
	Other
	
	
	
	
	
	

	Breast/Ovary/Uterus Cancer 
	
	
	
	
	
	
	Urinary
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	Painful urination
	
	
	
	
	
	

	Male
	
	
	
	
	
	
	Frequent urination 
	
	
	
	
	
	

	Prostate problems
	
	
	
	
	
	
	Urethral discharge
	
	
	
	
	
	

	Testicular Problems
	
	
	
	
	
	
	Loss of bladder control
	
	
	
	
	
	

	Prostate/Testicular Cancer
	
	
	
	
	
	
	Bladder Infection
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	Kidney Infection 
	
	
	
	
	
	

	Endocrine/Other
	
	
	
	
	
	
	Kidney Stones
	
	
	
	
	
	

	Loss of appetite / Excessive
	
	
	
	
	
	
	Kidney/Urinary Tract Cancer
	
	
	
	
	
	

	Circle Abnormal Weight Gain / Loss
	
	
	
	
	
	
	Other
	
	
	
	
	
	

	Excessive Thirst
	
	
	
	
	
	
	Immune System
	
	
	
	
	
	

	Hypoglycemia
	
	
	
	
	
	
	Lymph issues
	
	
	
	
	
	

	Diabetes Type II Adult Onset  250.80
	
	
	
	
	
	
	Chronic fatigue
	
	
	
	
	
	

	Diabetes Type I Childhood Onset .81
	
	
	
	
	
	
	Fibromyalgia
	
	
	
	
	
	

	Circle Hypothyroid – Hyperthyroid
	
	
	
	
	
	
	Frequent Illnesses, colds, flu etc.
	
	
	
	
	
	

	Circle   Adrenals   /  Pituitary
	
	
	
	
	
	
	Spleen
	
	
	
	
	
	

	Endocrine Gland Cancer
	
	
	
	
	
	
	Blood/Immune system Cancer
	
	
	
	
	
	

	Other
	
	
	
	
	
	
	Other
	
	
	
	
	
	

	Sleep: Total # of hrs of sleep?              How often you wake during the night?        How long before you get back to sleep?

	Do you use a Cervical Pillow?    Yes      No      Circle how  you sleep:        Side          Back          Stomach

	Auto Accidents been in [  ]past yr [  ]past 5 yrs[  ] over 5 yr [  ]Never     Were you driving?   Yes     No            Other passengers?    Yes     No

	Foot Supports: Do you wear arch supports orthotics?        Wear heel lift?      Wear Sole Lift?
	Water Cups/d?

	HABITS CIRCLE ALL THAT APPLY
	
	Smoker  & Other forms of Tobacco [chewing, etc] Circle 

	Alcohol  
	Beer 
	Wine
	Heavy
	Mod
	Casual
	None
	
	Current
	Former
	Every Day
	Some Days
	Never 

	Drugs  
	     Addicted
	    Recreational
	None
	
	Caffeine 
	> 6 c
	3-6 c
	< 3 c
	None

	Surgeries:      What    &     Date?    Results?

	

	

	Hospitalizations or Major Illnesses      What    &       Date?          Hospital?        Results?

	

	Exercise? Circle:  Swim  Run  Walks Weekly  Daily None// Other Exercise Type? How often & long?  Aerobic & Non- Aerobic     

	

	Allergies To?  Reaction? 

	Immunizations: Influenza / Pneumonia / MMR / DTP / Herpes / Hepatitis A B C D E / HPV / Sm Pox / TB / Others?   

	Immunized Date:
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