Description of Symptoms

(Describe your symptoms in the sections below, in the order of severity, if possible. 2

I. First Current Symptom: (Please check off the boxes below to describe your first symptom/ﬁe—;cmae un!y(NE}sym_ptom per Section D

1. Check onlydng'bodylocation below
OkHeadaches — L O rRO B O

DFrom of Head

QOTop of Head

OBack of Head
DJaw
QEye
ONeck
Qupper Back
UMid Back
OLowBack
Ochest
Oabdomen
URibs
OButtocks
Oshoulder
Qupper Arm
Oroream
OHand
OHip
OLeg
OFoot
Other locations:
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2. Types of pain

d Dull Usharpp  OAching 3 Cutting
OThrobbing O Burning O Numbing @ Tingling O Cramping
Uspasm O stinging ‘O Shooting [ Pounding  OConstricting

Other types of pam—

3. Pain Frequency

QOuUpto 1/4 of awake time  [1/4 to 1/2 of time
01/2 to 3/4 of awake time [ Most all the time|
4. Pain Intensity (How it affects your daily

activites)
O Doesn't affect O Somewhat affects
0 Seriously affects [ Prevents activiies
5. Does this pain radiate into other body parts?
Left Right Both
O Head a a
O Neck a a &l
O shoulder Qa a a
O Am a a £l
0 Hand a a a
O Hip a a a
OLeg g g a
U Foot a a a

Other locations of radiation:

6. Actions affecting this pain

Brings On Aggravates Relieves

O inthe AM. a d
Uinthe PM. , 4 0O aQ
OBendingfoward O 0O O
U Bending back a a Q
U Bending left g a Qa
O Bending right Qa a -a
Q Twisting left g 0O Aa
O Twisting right a a a
U Coughing g a a
Sneezing g a a
O Straining a g u]
U standing g a a
] Sitting a a a
O Lifting g a a
Other Actions:
g a 0o
[ R

Il. Second Current Symptom:

(Please check off the boxes below to describe your next symptom).

1. Check onlf one body location below
OHeadaches — L O RO s 0

OFront of Head

OTop of Head

OBack of Head
OJaw L
Oeye
ONeck
UuUpper Back
UMid Back
OLow Back
Uchest
UAbdomen
ORibs
OButtocks
Oshoulder
OupperAm
UForearm
OHand
OHip
OLeg
UFoot
Otherlocations:
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2. Types of pain

U pull Oshap  Aching
Othrobbing O Burning O Numbing

0 cutting
O Tingling
O Pounding  OConstricting

Other types of pain:

U Cramping

Uspasm O stinging O Shooting

3. Pain Frequency

Oup to 1/4 of awake time 01/4 to 1/2 of time

172 to 3/4 of awake time [ Most all the time

4. Pain Intensity (How it affects your daily

activites)

O Doesn't affect U Somewhat affects

U Seriously affects U Prevents activities

5. Does this pain radiate into other body parts?
Left Right Both

U Head a a

U Neck Q a a

O shoulder a a a

U Am a a a

O Hand a a a

Q Hip a a a

OLeg a a a

U Foot a a Q

Other locations of radiation:

6. Actions affecting this pain
Brings On  Aggravates Relieves

Qinthe AM. a a
UOinthe PM. g Qg 0
OBendingfomard QO O Q4
U Bending back Q Q g4
U Bending left a Qa a
U Bending right g g a
Q Twisting left g g a
U Twisting right g a Qa
U Coughing a G £l
O sneezing g O 0
U Straining i | R |
U standing a a a
4 sitting g a a4
U Lifting O ‘B A
Other Actions:

O B 0O

O & 0

lll. Third Current Symptom:

(Please check off the boxes below to describe your 3rd symptom).

1. Check onlyone’/bodylocation below

2. Types of pain

Other types of pain:

UHeadzches — L O RO 80 | gpy Qsharp  QAching O Cutting

Dme of Head UThrobbing  dBuming QNumbing O Tingling O Cramping

UTop of Head Uspasm O stinging O Shooting 0 Pounding QConstricting

UBack of Head 3. Pain Frequency 6. Actions affecting this pain
Qiaw L RO BO Qupto 1/4 of awake time J4i4 to 1/2 of time Bings On  Aggravates Relieves
Qeye L0 RO BO Q12 10344 of awake ime 1 Mostall the time | O Inthe AM. a a
UNeck Ld RO B8O FHan Intensity (How it affects your daily O inthe P.M. =] a
QupperBack L O rRO 804 activites) OBendingfoward O 0O QO
Uvid Back LQ RO B O | 0 Doesntafiect O Somewhat affects U Bending back g a a
ULow Back g RO Bd g Seriously affects [ Prevents activities U Bending left g a a
UChest g RO Bd 5. Does this pain radiate into other body parts? & Bending right d a d
Oabdomen tQ RrRQO 80 Left Right Both O Twisting left g a g
QRibs tQ RO BO | Qe | @] ] O Twisting right g a a
OButtocks L Q r O B U O Neck a a Qa O Coughing a a a
QOshoulder L RO BO |Qgnouder a )] ] O Sneezing g a a4
Qupperarm L 0 RO 80 QAm 0 ) a O Straining g a a
OForearm . rOA BU | QHang ] ol Q 0 standing g a Q
OHand LQ rRO B8O O Hip a ) a O sitting (W] a a
QHip L RO B8O g =) a a O Lifting a o a
gl.eg L 8 R 8 B 8 Q Foot 0 Q Q Other Actions: B & o

Foot L R B : T
Other locations: e L e . [ |
Patient Sign & Date: Date:
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