

      Pain/ Symptom Questionnaire


Date:_____________

Name________________________________________   Birth Date____________________

WHAT IS YOUR GREATEST PRESENT COMPLAINT? ___________________________________________

Briefly describe your symptoms: ______________________________________________________________





       ______________________________________________________________

How long have these symptoms been present?________________________________________

Please indicate your current level of pain:    (0= no pain /  10= unbearable pain)



                - 0 / 1 / 2 / 3 / 4 / 5 / 6 / 7 / 8 / 9 / 10 -

Is the pain worse in the:  Morning  /  Mid day  /  Evening  /  Night

What makes your symptoms decrease?______________________________________

What makes your symptoms increase? _________________________________________________

Is the pain keeping you from...  Work  /  Daily Activities  /  Exercise.  (Circle any that apply)

Please list any other areas which are causing pain, discomfort, stiffness, or soreness.


___________________________________________________________________.

___________________________________________________________________.

Please circle any of the following symptoms you have, or are currently experiencing:

Headache


Opthalmic


Otologic


Urological
   Migraine


   Eyepain/ itching

   Fluid in ears

 
   Frequent urination


   Tension


   Tearing 


   Ringing in ears

   Painful urination





   



   Vertigo


   Urination at night













   Poor bladder control

Cardiovascular

Gastrointestinal

Muscular


Respiratory
   Irregular heart beat

   Nausea


   Muscle Spasm

   Asthma

   Palpitation


   Heartburn


   Muscle Pain

                Cough

   Fainting


   Indigestion


   Muscle Cramps

   Vertigo

   Hot flashes


   Abdominal pain

   Muscle weakness

   Allergies

   Night sweats

                Cramps


   Sluggishness

               Bronchitis

   Chest pain


   Diarrhea


   Backache


  Postnasal discharge

   



   Irritable bowel

                Sciatica


  Difficulty breathing 




 
   Bloating


   Bursitis





   Passing gas

                TMJ syndrome





   Food Intolerances

   Tendonitis

Cerebral 


Skeletal


Auto Immune Dysfunction
   Depression


   Scoliosis


   Lupus

   Learning disorder

   Osteo Arthritis


   Fibromyalgia

   



   Rheumatiod  Arthritis

   Myalgia





   Joint swelling


   Chronic Fatigue Syndrome





   Joint stiffness


   Multiple sclerosis





   Bone spurs


   Other: ___________________________________

