Current Complaint(s)

Name:
                   
Date:
                       

Describe your present complaint(s)



Please circle each of your pains with area abbreviations on the scales below

	Abbreviations:  Neck = N,          Upper & Mid Back = T      Low Back=LB    Head = H,      
Upper Extremity = UE = All parts of the arm and hand,        Lower Extremity = LE = All parts of the leg and foot,      


0=Nothing |0

|1
|2
|3    
|4
|5
|6
|7
|8
|9
|10
10=Terrible

Circle How Often you have each pain/day 

|0%
 |10%
|20%
|30%
|40%
|50%
|60%
|70%
|80%
|90%
|100%

Your Primary Dr. Name:





OBGYN Dr. Name:






Address:







Address:







Phone #                                  Last appointment:

Phone #



      Last appointment:

Orthopedist/Neurologist/Rheumatologist




Other







Address:







Address:







Phone #                                  Last appointment:

Phone #



      Last appointment:


Medications Dosage How Often Taken What Taken for Include Prescriptions, birth control, Anti Acids, Over the Counter





Supplements, Vitamins, Minerals, Oils, Herbs, Glandulars, Homeopathic, Flower Essences, Essential Oils, etc

	Medication or 

Supplement
	Strength
	Dose
	Frequency
	Route: tablet 

Spray, liquid, 

shot, IV
	Condition
	Medication or 

Supplement
	Strength 
	Dose
	Frequency
	Route: tablet, 

Spray, liquid, 

shot, IV
	Condition
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