Infinite Healing Center
6638 E. Baseline Rd. #103, Mesa, AZ 85206 (480) 985-7070

NEW PATIENT QUESTIONAIRE

Name: Date: / / Date of Birth: / / Age:

Height: Weight: Right- handed Left-handed

Mark the drawings according to where you hurt (if the right side of your neck hurts; mark the right side
of the neck. Ect.). Please indicate which sensation you feel by referring to the key below.

KEY:

| ///// Stabbing/Sharp | XXXX Aching | 0000 Pins & Needles | ++++ Burning |  **** Numbness

Left

Overall pain level (circleone): 012345678910

Indicate your current pain levels (mild-moderate-severe) with the associated symptoms:

Example: ___Neck Pain T |--X oo |
mild severe
1 R
mild severe
2 R — |- |
mild severe
3.
R — |- |
4 mild severe
R — |--eoemeo e |
mild severe

Rodriguez (revised 9/1/07)



List the physicians, chiropractors and/or P.T’s you have consulted for this condition:

Have you had any of the following studies? No
X-ray CT scan MRI EMG (nerve/muscle test)
CT myelogram Discogram Bone Scan Other
Date of injury or onset of symptoms: / /
Type of injury:  Work related injury Injury related to an auto accident ~ Sports related injury
Unrelated to any particular incident Other

Briefly describe how the symptoms/injury occurred:

Please describe other symptoms/injuries relative to this incident:

What is your occupation:

Your job description (sitting, lifting, driving, etc.):

Are you currently working?  YES NO Date last worked: / /

What was the longest time missed work with your worst episode:

If you are not working now, do you see yourself: (check one or more)
Returning to the same job Retraining or returning to school
Modifying your work Applying for long-term disability
Changing jobs/employer

Are your symptoms: Worse Better Same

Do you experience numbness or tingling in your limbs? No  Yes — (Describe)

Check which of the following activities change the nature of your pain, if applicable:

Aggravates pain Relieves pain
Sitting
Standing
Walking
Rising from a seated position
Bending forward
Rising from bending forward
Bending backward
Lying on your back
Lying on your stomach
Going up stairs
Going down stairs
Driving
Coughing/Sneezing
Looking up
Looking down
Turning head right
Turning head left
Ice / cold packs
Heat
Other

(For women) Is there a relationship between your menstrual cycle and your symptoms?  YES NO
Are you currently or possibly pregnant? YES NO
Are you currently taking medications? NO  YES (Describe)




Have you ever had treatment with a: (Please list name or location and area treated)
Chiropractor (DC)
Physical Therapist (PT)

Osteopath (DO)

Have you ever had injections for your pain? NO  YES Epidural

Trigger Point Other
YES (Describe):

Any history of previous surgeries? NO

Please check any of the following problems that you may have had:

Heart disease/Heart attack Rheumatic disease Dizziness

High blood pressure Arthritis Loss of consciousness
Asthma Swelling in toe or finger joints Fainting

Bronchitis / Emphysema Neck problems Headaches

Stomach ulcers
Hepatitis

Kidney infections
Kidney stones
Prostatic problems

Change in ability to pass urine
Difficult bowel movement

Shoulder problems

Pain between shoulder blades
Upper extremity problem

Leg problem

Painful joint(s)

Stiff joint(s)

Walking problem

Difficulty concentrating
Difficulty with memory
Insomnia

Difficulty falling asleep
Feeling tired in morning
Unexplained weight loss
Night sweats

Urine incontinence Seizure disorder Fever
Bowel incontinence Broken bones Cancer
Diabetes Difficulty swallowing Other
Thyroid disease Tuberculosis
Please list any other medical problems not listed above:
Do you or have you previously smoked cigarettes?  NO YES packs per day x years

Do you drink alcoholic beverages? NO  VYES How much per week?

Do you drink caffeinated beverages? NO YES How much per week?

What is the approximate amount of water intake you have per day?

Non-work related activity: hours/week

What activities do you participate in:

Which activities have you been unable to do since your symptoms began that you need or want to get back to?

Marital Status:  Single Married  Separated Widowed How many children do you have?

What is your education level:  Grade School High School College Post College
Do you have a family history of? Back problems Arthritis Rheumatologic Problems
Cancer (list relationship and type): Other

I certify that the above information is correct to the best of my knowledge. | will not hold my doctor or
any members of his/her staff responsible for any errors or omissions that | may have made in the
completion of this form.

Patient Signature Date



