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                                    History of Present Illness

Please describe in detail why you are here today:_______________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did pain/problem(s) begin time wise? _________________ Are any of these complaint(s) the result of a fall or accident? Yes or No
Was there a specific event that led to pain/problem(s)? ___________________________________________________________________
Is this a new condition/problem?   Yes   or   No
If No, then how long have you dealt with this problem? _____ If No, then have you sought help or treatment for this problem before? Yes or No
· If you’ve received treatment for this problem before who was it with and how did your condition respond to the treatment?  ________________________________________________________________________________________________________________
_______________________________________________________________________________

What is your pain RIGHT NOW? (0 = no pain : 10 = Worst Pain Possible) Circle the number:  0      1      2      3      4      5      6      7      8      9      10
What is your TYPICAL or AVERAGE pain? (0 = no pain : 10 = Worst Pain Possible) Circle the number:  0     1     2     3     4     5     6     7     8     9     10
Describe the character of pain/problem(s).  Example: achy, dull, sharp, burning, tingling etc…  ________________________________________________________________________________________________________________
Is the pain/discomfort constant or does it come and go?  ___________ What action or event causes the pain to feel better?  __________________________
What action or event causes the pain to become worse?  _____________________________________
Does pain radiate into other areas of the body?   Yes   or   No
· If   Yes   where does pain radiate to? _________________________________________
· If   Yes   is radiating pain constant or does it come and go? __________________________
How does this pain or condition affect your daily activities?  Example:  Sleep, work, hobbies, household duties etc…
_______________________________________________________________________________________________________________
_______________________________________________________________________________________________________________

Functional Assessment/Activities of Daily Living – Check the box
Lying
· Able to lay as long as would like without pain
· Able to lay 120 minutes without pain
· Able to lay 90 minutes without pain
· Able to lay 60 minutes without pain
· Able to lay 50 minutes without pain
· Able to lay 40 minutes without pain
· Able to lay 30 minutes without pain
· Able to lay 20 minutes without pain
· Able to lay 10 minutes without pain
· Unable to lay at all without pain
Sitting
· Able to sit with no trouble
· Able to sit 8 hours before having pain
· Able to sit 7 hours before having pain 
· Able to sit 6 hours before having pain
· Able to sit 5 hours before having pain
· Able to sit 4 hours before having pain
· Able to sit 3 hours before having pain
· Able to sit 2 hours before having pain
· Able to sit 1 hour before having pain
· Unable to sit due to symptoms

Standing
· Able to stand as long as desired without pain
· Able to stand 60 minutes without pain
· Able to stand 45 minutes without pain
· Able to stand 30 minutes without pain
· Able to stand 25 minutes without pain
· Able to stand 20 minutes without pain
· Able to stand 15 minutes without pain
· Able to stand 10 minutes without pain
· Able to stand 5 minutes without pain
· Unable to stand at all due to pain












MEDICAL HISTORY
Primary Care Physician: ___________________________________________________________________________
Primary Care Physician Address or Phone: _______________________________________________________
I give Arvada Sport and Spine my permission to communicate my progress to my primary care physician: [image: ]Yes [image: ]No

Briefly List Any and All Health Problems: _________________________________________________________________________________________
Please list ALL surgeries and dates: _____________________________________________________________________________________________
List any known allergies you have had to any medication or other. If no allergies are known, check here: [image: ] ___________________________________
_________________________________________________________________________________________________________________________

SOCIAL HISTORY
Tobacco: [image: ]Not at all [image: ]Occasionally [image: ]Often   Drink Alcohol: [image: ]Not at all [image: ]Occasionally [image: ]Often  Exercise: [image: ]Not at all [image: ]Occasionally [image: ]Often 		
FAMILY HISTORY
Does anyone in your family (parents, siblings, children) have a history of (please list relation in the blank beside the condition):
· Arthritis ____________  [image: ] Diabetes _____________  [image: ] Cholesterol _____________  [image: ] Cancer ____________ Stroke: _________
· Thyroid _______________ [image: ] Psychiatric _____________   [image: ] Cardiovascular Problems _______________ [image: ] Other _____________
Current medications, including frequency and dosage if known (use back of sheet if needed). No medications, check here: [image: ]
	Medication
	Frequency
	Dosage
	Start Date

	
	
	
	

	
	
	
	


Recreational Activities: ___________________________________________________________________________________________________

Print Patient Name:______________________________________________________
Patient/Parent/Guardian Signature:_________________________________________  Date:___________________
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