Welcome To Our Office   (Please fill out completely)

Name______________________________________________________________        Date_________________________________________

What is your complaint _________________________________________________________________________________________________

Physical activity at work:  O sitting more than 50% of day O light manual labor O Heavy manual labor O repeated motion_________________

Please list any medications, or supplements you are currently taking _____________________________________________________________

General physical activity O None O Moderate O Strenuous Please Explain ________________________________________________________

Please list any past illnesses (HIV/ AIDS), Cancer, Heart/ lung, blood disorders, surgeries, etc.) _______________________________________ ____________________________________________________________________________________________________________________

Please list any medications, or supplements you are currently taking _____________________________________________________________

General physical activity O None O Moderate O Strenuous Please Explain ________________________________________________________

How long have you been suffering from this condition? ______________________________________________________________________ 
What first caused the problem? _________________________________________________________________________________________

Before you began suffering from this problem was there any prior health issues, accidents, or injuries that could be related to this current problem?

____________________________________________________________________________________________________________________

Is your problem  O  Getting worse  O Better  O  Not Changing?   

What makes the problem worse? ________________________________________________________________________________________

What makes your problem better? _______________________________________________________________________________________

Is your problem affected by your daily activities or physical activities?  Y/N How? __________________________________________________

___________________________________________________________________________________________________________________
Has your work been affected by your problem?  Y/N How? ____________________________________________________________________

Have you seen anyone else for this problem?  Y/N If yes who?__________________________________________________________________

What treatment was done?______________________________________________________________________________________________

What have you tried that has not worked?_________________________________________________________________________________
Would you be willing to change your diets and exercise habits to get rid of this problem?     Yes       No        Maybe

Any additional comments you feel I should know regarding your condition or past medical history? Y/N ________________________________
_____________________________________________________________________________________________________________________

_________________________________                              _________________________________

Signature                                                                                             Date







4540 E. Baseline Suite 106, Mesa, AZ 85206


