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!DDRESS�

(OME�0HONE�

#ELLULAR�0HONE�

$ATE�

��0!24���


�0LEASE�ANSWER�THE�FOLLOWING�QUESTIONS
���HONESTLY�AND�TO�THE�BEST�OF�YOUR�ABILITY�

$ESCRIBE�THE�PROBLEM�S	�FOR�WHICH�YOU�SEEK�HELP��0LEASE�INCLUDE�DATES�WHEN�EACH�PROBLEM�OCCURRED�

0AST�MEDICAL�HISTORY��PREVIOUS�INJURIES��ACCIDENTS��SURGERIES��ETC��0LEASE�DESCRIBE�AND�INCLUDE�APPROXIMATE�DATES�

,IST�THE�MEDICATIONS��INCLUDING�OVER�THE�COUNTER	�YOU�ARE�PRESENTLY�TAKING�

7HAT�DAILY�ACTIVITIES�ARE�YOU�lNDING�DIFlCULT�OR�ARE�LIMITED�BECAUSE�OF�YOUR�ABOVE�COMPLAINTS�

(AVE�YOU�EVER�HAD�THIS�PROBLEM�BEFORE��AND�IF�SO�WHEN�

7HAT�ARE�YOUR�GOALS�FROM�"ODY4ALK�

0LEASE�LIST�ANY�OTHER�KIND�OF�HEALTHCARE�PROFESSIONAL�YOU�ARE�SEEING�FOR�THIS�THESE�PROBLEM�S	�

0LEASE�LIST�ANY�MEDICAL�TESTS�YOU�HAVE�HAD�WITHIN�THE�PAST�YEAR�

%MAIL�

$ATE�OF�"IRTH�

2EFERRED�BY�

/THER�0HONE�

#ITY��3TATE��:IP�




��0LEASE�CIRCLE�ANY�OF�THE�FOLLOWING�FEELINGS
����YOU�HAVE�EXPERIENCED�IN�THE�LAST�FEW�MONTHS�

!BUSED
#RITICIZED
/VERWORKED
0ARALYZED
$EPRESSED
2EJECTED
$ESPAIR
(ELPLESS
(OPELESS

0ARANOID
/VERWHELMED
-UDDLED
0ERSECUTED
'UILTY
%ASILY�IRRITATED
!NXIOUS
3AD
'RIEVING

5NABLE�TO�GRIEVE
!PPREHENSIVE
!GITATED
5NEASY
$ISTRESS
&EARFUL
)MPATIENT
)NTIMIDATED
2ESTLESS

0ANIC
)NTOLERANT
5NCERTAINTY
!GGRAVATED
!NNOYED
!NGRY
/UTRAGED
.ERVOUS
7ORRIED


��0LEASE�MARK�THE�CIRCLE�THAT�BEST�DESCRIBES�THE
����LEVEL�OF�STRESS�FOR�THE�BELOW�LISTINGS�

-Y�FAMILY�STRESS�IS�

-Y�RELATIONSHIP�STRESS�IS�

-Y�WORK�STRESS�IS�

-Y�lNANCIAL�STRESS�IS�

-Y�HEALTH�STRESS�IS�

/THER�STRESS�IS
????????????????�

.ONE -INIMAL -ODERATE 3EVERE

.ONE -INIMAL -ODERATE 3EVERE

.ONE -INIMAL -ODERATE 3EVERE

.ONE -INIMAL -ODERATE 3EVERE

.ONE -INIMAL -ODERATE 3EVERE

.ONE -INIMAL -ODERATE 3EVERE

��
��0LEASE�LIST�AREAS�OF�PAIN�AND�MARK�THE�CIRCLE
������THAT�BEST�DESCRIBE�THE�LEVEL�OF�DISCOMFORT�ON�
������A�SCALE�OF���TO����

� � � � � � � � � ��

���3LIGHT�AWARENESS�OF�DISCOMFORT�
����!WARENESS�OF�DISCOMFORT�AS�AN�AGGRAVATION�
����0AIN�IS�STRONG�BUT�YOU�ARE�STILL�FUNCTIONAL�
����0AIN�IS�SO�STRONG�YOU�ARE�UNABLE�TO�FUNCTION�NORMALLY�
����9OU�FEEL�LIKE�YOU�NEED�TO�GO�TO�THE�EMERGENCY�ROOM�

EXAMPLE�  neck
� � � � � � � � � ��

� � � � � � � � � ��

� � � � � � � � � ��

� � � � � � � � � ��

� � � � � � � � � ��

(OW�MUCH�TIME�DO�YOU�HAVE�FOR�YOURSELF�TO�RELAX�AND�WHAT�DO�YOU�DO�TO�RELAX��IE��HOBBIES��MEDITATION��ETC��

$O�YOU�EXERCISE��!ND�IF�SO��WHAT�KIND�AND�HOW�OFTEN�

(OW�MANY�HOURS�A�NIGHT�DO�YOU�SLEEP��??????�)S�YOUR�SLEEP�RESTFUL��??????)F�NOT��PLEASE�EXPLAIN��????????????????

��
��
�0LEASE�SHADE�AREAS�OF�PAIN�OR�DISCOMFORT�ON�THE�BODY�DIAGRAMS
�����AND�MAKE�COMMENTS�ON�THE�SIDE�IF�NECESSARY�

"!#+
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0RACTITIONER�S�COMMENTS�

#LIENT�SIGNATURE�� � �
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