PATIENT HEALTH QUESTIONNAIRE

DATE / /

NAME . MONTH DAY YEAR
in the space below, please describe your major complaint.
if you have an additional compiaini, please describa on page 3.

1. Please Descrihe Your Complalnt: _

a. Description: _b. Freguency:
] Sharp Pain {7 Constant (76-100%)
(J Dull Pain (I Frequent {51-75%)
(7 Ache "] Decasional {26-50%)
(O Waak O Intermittent (25%or less)
{1 Throbbing
] Numb '
[ shooting MARK ON THE
. PIGTURE WHERE YOU
[ Gripping HAVE PAIN CR OTHER
{JBurning SYMPTOMS.
(J Tingling

¢. Indicate intansity af your pain at )ls lowest and highestfevel werain 0] (1] (2] (3 [4) (B (& [Z] [8 [B] [18 unbesratis pain
d.Your symploms are (Jdecreasing [Jnot changing [Jincreasing
e.Symptoms are worse inthe  [1Morning [J Afternoon (O Night [increases during the day [ Same all day.

2. When did your problem begin: SPeCIFIC DATE i POSSIBLE? Describe how your problem began:

3. Have you been treated for this apisode? Clyes [[INo
Ityes, by whom? (] Chircpractor (JMD (] Osteopath [JPhysical Therapist [ Occupational Therapist (3 Other
Are you currently being seen? (JYes [INo
When and what treatment? __/__/

b

{n the past have you been treated for the same or a similar problem? (D Yes [JNo
if yes, who did you see for that episode? ([ Chiropractor {JMD [T Osteopath (] Physical Therapist (] Occupational Therapist [ Other
When and what treatment did you receive?

5. What makes your prablem better? [INothing (JLyingdown DOOwalking [JStanding [JSitting [JMovementExercise [Jlnactivity [ Other
6. What makes your problem worse? [JNothing [Ilyingdown [IWalking [JStanding [OSitting [ Movement/Exercise [ Inactivity [ Other
7. How would you rate your generai stress lavel?- [ Little or No Stress ] Minimal Stress (I Moderate Stress [ Greatly Stressed

8. General Physicél Activity: [T No regular exercise program [ Light exarcise program [ Moderate exercise program  {J Strenuous exercise program

9

. Are your compiaints affecting your ability to be active?
{3 No effect {7 Some physical restrictions (able to perform light duty work and houshold tasks).
(3 Need limitad assistance with common everyday tasks. '] Need assistance oftan.
(] Have a significant inability to function without assistance. (1 Am totally disabled {impaired). Cannot care for seif.

10. Physical activity at work: ] Sitting more than 50% of warkday (7 Light manua! labor (] Manual labor (] Heavy manual laber [ Repeated motion

11. Ocoupation: OFr CIPT  Has your work status changed because of this complaint? [1YES [INO
12. What is your current work status?
[T] Full time, no restrictions. (4] Part time, with restrictions. (7] Unemployed. Other; PLEASE
Full time, with restrictions. 5] Off work due to restrictions.  [8] Retired. CONTINUE
(3] Part time, no restrictions. (8] Fuil time homemaker. (@) Ful time student. ON PAGE 2
Patient's Signature: Date: / /
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