ICH[ROPRACTICI

“We care about your kealth,”
Name: Date
What is your current weight: 1bs., and height, ft. in.

Chief Complaint:

What is your pain right now?

No pain Excruciating pain
0 1 2 3 4 5 6 7 8 9 10

What is your TYPICAL or AVERAGE pain (over the last week)?

No pain Excruciating pain
0 1 2 3 4 5 6 7 8 9 10

What is your pain AT ITS BEST (How close to “no pain” does your pain get at its best)?
No pain Excruciating pain
0 1 2 3 4 5 ] 7 8 o 10

What is your pain AT ITS WORST (How close to “excruciating” does your pain get at
its worst)?

No pain Excruciating pain
0 1 2 3 4 5 6 7 g 9 i0

Mark the areas of your body where you feel the described
sensations. Use the approprate symbol. Mark stress points of

Comments: o radiation, Include all affected areas.
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Patient Signature: Date:




