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Fteasnn for today's visit: EmEFgEﬂE‘}I’ 2 New m;ur'_.r 1 Oid injury O Chronic pain O Wellness
Arewumpam QOYes O No Rate your pain with the following scale: ssemst j—5—35 4 8—8 58 6 o™
4-Bid your injury occur dunng QO work [ Sports/play U Auto Accident () Routine/Household activity
When did your condition/actident occur? ___/_{ __ Where did your injuryoccur? k8
Please explain what happened; _ = s o
Is your condition getting worse? U Yes (O No U Constant (1 Comes and goes.

1 Is your condition interfering with your: 0 Work O Sleep or O Daily routine? If so, how: _____ t
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For women: Are you taking Birth Control? ] Yes O No
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y] & We invite you to discuss with us any questions regarding our services, The best health services are based on a
friendly, mulual understanding between provider and patient.
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il ® Our policy requires payment in full for all services rendered at the ime of visit, unless other arrangemenls have been  ——— %
made with the business manager. i accounl is nol paid wilthin 90 days of Ihe dale of service and no financial
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