DIMOND CHIROPRACTIC & VAX-D CENTER

Date: PT NUM #
Name:
First MI Last
Physical Address City, State, Zip:
Mailing Address City, State, Zip:
Home Phone: Work Phone: Cell Phone:
Sex M ___ F Birth date: Age __ Driver’s License # & State:
SSN: : Check one: __ Married _ Single # of children:
Employer: Occupation:
Spouse Name: Spouse Employer:
Emergency Contact:
Name Phone Relationship

Who can we thank for referring you to our office:

Reason for consulting this office:

Is this injury due to a work or auto accident? Date of Injury:
PLEASE GIVE YOUR INSURANCE CARD TO THE RECEPTIONIST

Insurance Company: ‘ Phone Number
Subscriber: Date of Birth: Relationship to Subscriber:
ID# Group#

Secondary Insurance Compé,ny: Phone Number

Subscriber: Date of Birth: Relationship to Subscriber:
ID# Group#

The above information is true to the best of my knowledge. I authorize my insurance benefits be paid directly to the physician. I
hereby authorize my health care provider to affix my name to all insurance submissions, documents, and/or information requested by
my insurance company(s) relating to any and all health benefits due to me and my dependents. I also authorize Dimond Chiropractic
Center to release any information required to process my claims. I also hereby authorize Dr. Mark Barbee and whomever he may

designate as assistants to administer care as deemed necessary.

Privacy Practices Acknowledeement

T have received the Notice of Privacy Practices
. . - d I : .
Patient/Guardians Signature ::vieﬁre been provided an opportunity to

Patient Name

Signature
Date of Birth
Date




Date:

Name:

Have you had previous chiropracticcare? Y N
When, where, and for what condition ?

People visit chiropractors for a variety of reasons and there are different levels of care. Please check the type of care
you desire.

Stage 1 ____ Pain Relief: Just get rid of the pain. Relief is short term
Stage 2 ___ Rehabilitation: Get rid of the pain, but then fix this problem so that it doesn't come back!

Stage 3 ___ Optimal Health: Get rid of the pain, fix the problem, and then put me on a preventive
maintenance plan which includes diet, exercise and chiropractic care so that I stay as healthy as possible.

Stage 4 ___ Nutritional Health: I would be interested in spending money on an individualized nutritional program,
tailored specifically to my needs. , A

‘What are your Major complaints?

When did this occur? .
How leng have you had this condition? __
What do you feel caused this condition?
What activities aggravate your condition (s) ?- , _
Is this condiﬁ_on interfering with your: __ Work _ Sleep __ Dailyroutine ___ Other
Is this condition progressively getf_ing worse? ___Yes __ No __ Constant ___ Comes end goes
Have you ever had a work or vehicular accident, or serious injury? Yes Ne

Please describe:

Have you ever broken any bones? ___ ~YES _;NO

If yes please describe:
Has any other family member had the same or s1m11ar concerns? Yes No

If so please list whom and what condition:

Ifyou have any of the symptoms shown in the diagram, indicate where they are by wntmg
in the following letter in the affected area. Please mark the level of pain you expenencmg
on the 1 to 10 scale. Ten as being the worst and one bemg no pam

- —




Patient History Form

Néme: Date:

Height: Weight:

Please indicate if you have had any of the following:

___ Dizziness ____Herpes
___Heart Trouble ___Soft Tissue
___High Blood Pressure ___Kidney trouble
___Blood Clot/ Phlebitis _-_ Sinusitis

___ Stroke ' __ Allergies

__ Bleeding tendencies ___ Tuberculosis
____Diabetes ___ Pneumonia
__Asthma ____Bronchitis
___Ulcers ___Anorexia

___ Cancer ___Bulimia

___ Migraines ____Bipolar Disorder
____Epilepsy ___Thyroid problem
___Hepatitis ___Hernia

__ Arthritis ____Insomnia

___ Gout ___Scoliosis
___HIV ___ Hemorrhoids
___Scarlet Fever ___ Eye Problems
___Polio - ___Depression -
____Emphysema ___ Anxiety

____ Chronic Cough

Please list any surgeries / Hospitalizations:

Type Date

List any drug allergies / intolerance:

List all medications currently being used:

Name: ’ ' Dose:

If a blood relative has suffered from any of the following,
Please place the proper initial in the space provided.

F= Father, M= Mother, G= Grandmother

S= Sibling, C=Child

___ Arthritis

Psoriasis

Diabetes

Gout

Breast cancer
Thyroid Disease
High Blood Pressure
Heart Disease

___ Other cancer

__ Tuberculosis -

Please check conditions that have afflicted you in the
past year: ’ _ .

Weight gain / loss

____ Jaundice .
_____ Rectal Bleeding ____Night Sweats
___ Hemia. ___Nausea/ Vomiting
____Kidney trouble . ___Fever/ chills
____Incontinence ___ Abdominal Pain
____ Chest Pain / Pressure ___Rash
_____Trouble Breathing __Persistent cough
__-_Palpitations Change in bowels habits
____Swelling of legs or feet __ Bloodinurine - -
___Paininlegs ____Swollen glands
___Legcramps ___ Chronic fatigue
____Lymph gland swelling ___ Sexual problems
___ Seizures /- convulsions ___Blood transfusion
Balance problems ___'Multiple Sclerosis
__ Black out spells ___Depression -
___Panic attacks ___ Fainting
Please check if it applies to you: _ }.
Alcohol use: -~ Never Rarely
Moderately Heavy
Tobacco: ___Never R Quit |
Type Used: __ Cigarettes __ Chew
__Cigar ___ Pipe
Packs / Amiount used each day

Number of years used:

Family Physician;




Personal Information:

Last Name: First Name: Mid. Init.:
Address: City, State, Zip:

Home Phone: Work Phone: Social Security No.:

Date of Birth: Date of Injury/Onset:

Dominant Hand: O Right Q Left QO Both

Insurance Information:
Policy Holder (if different than patient): Policy No.:

Special Note: If your injury involved a motor vehicle, skip to page 2. Otherwise, use the
spaces below to fully describe your accident, injury or onset, slip and fall, etc.

1. Description of Accident/Injury/Onset
Enter a full description of the accident, injury or onsetin the space below.

2. Your condition during and immediately after injury/onset
Enter the details of your condition during and immediately after your injury/onset.

(¢) 2002 Report Master, Inc. All rights reserved.



Automobile Accident Description

Please answer the questions below. Ifyou do not know the answer to any of the questions, do not answer that question.

1. Your vehicle type 2. Your position in vehicle

3. Whatwas your vehicle doing at the time of the accident?

QOstoppedintrafic [ Stopped at light

QcCar U Station Wagon O Driver O Front Passenger | (JStopped at intersection

Qvan Q Pickup Truck Q Lef Rear Passenger 0 Making a right tum O Making a left tum 0 Parking
QLarge Truck OBus [ Right Rear Passenger Q Proceeding along O siowing down  [Accelerating
Other, Other. Other,

4. Time/Speed/Damage 5. Details of Accident

6. Road conditions

Road conditions attimeofaccident

Time of accident, Visibility at time of accident
Your vehicle's O Poor U Fair U Good Qiry QOwet OSandy O Dak O Cleananddry
speed: mph
Theirvehicle's Who hit who/what? Pointofimpact
speed: mph | O Youhitother vehicle 0 Head-On QLeftFront B Right Front
Damage to your vehicle O Other vehicle hit you O Read-End O Left Rear {3 Right Rear
O Mid O Moderate You hit...(object)
O Totaled
7. Body Position, etc.
Did you see the accident coming: Yes(1 O No Does your vehicle have headrests? YesldU No
Were you braced for the impact? YeslQQ No | What was the position of your headrest at the time of the impact?
Did you have a seat belt on? YesO O No | O Even with top of head (1 Even with bottom of head (3 Middle of neck
Did you have a shoulder harness on? YesQ O No | What was the direction of your head at the time of the impact?
O Facing straight forward T Tumed to the right 0 Tumed to the left

Did driver side air bags deploy? YesLQQ No Did passenger side airbags deploy? YesQ O Ne Did side airbags deploy? YesQ 1 No

8. Additional accident information

In the case of a motor vehicie accident. enter any additionat information here that is not covered by the above check offs.

9, During the accident:

10. Afterthe accident:

Did your body strike the inside of your vehicle? ~ Yes U No

If yes, describe:
Did you lose consciousness duringthe injury?  YesJL No
Ifyes, for how iong?

Your vehicle's estimated damage?
Damage to their vehicle: O Mid [ Moderate [ Totaled
Did police show up at the scene? YesQQ No
Yes Ll No

Was an accident repott filled out?

Check off your symptoms right after and afew days following:

Q) Headache 0 Dizziness
O Neck pain Q) Nausea
0 Neckstifines [ Confusion
0 Fainting Q Fatigue

U Ringing in ears O Tension
Q) Loss of smell  [Jimitability

O Mid back pain [ Cold hands
O Lowback pain (J Cold feet
(2 Nervousness [ Diarrhea
U Lossoftaste 1 Depression
{3 Toe numbness 1 Anxious

0 Constipation T Chest Pain

U Pain behind eyes [ Shortness of breath [ Sieeping problems

Others:,

11. Emergency Room?

12. Treatment History:

Where did you go after the accident?
0 Home Qwork Q Hospital ER
Howdid yougetthere?

U Drove self ClSomebodyeise Ambulance U Police

Were X-rays done? Yes L No Was lab work done? Yes[I No

{J Private Doctor

Fillin any other doctor(s) seen prior to your first visit to this office]

1. Dr.

First visit date: / /

Specialty:

X-raysdone? Yesd O No

Types of treatments received:

How many treatments received? Cunmrently treating? Yes 1L No
Did treatments benefityou? Yes(20 No

(c) 2002 Report Master, Inc. All rights reserved.

Body parts X-rayed?.
What fab work? Lastvisitdate: ___ /[ /
The X-rays revealed: 2. Dr. Firstvisitdate: ___/ /[
Treatments: 0 Cetvical Collar Qice Other: Types oftreatments received:
Medications: How many treatments received? ____ Cumentlytreating: Yes U No
Follow-up instructions: Did treatments benefityou? YesU{ No

Lastvisitdate: ___ [/ [/
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OLINIDE YOUI SYITIPLOITNS K UIE SCCUHUTNS DOCIVW, HI UG VIUGE VI DG VYSLILY, 1L MVOGivie.

el rS BT SIWIEEL W WV YIIINNLWEEIWY /O
I First Current Symptom: (Please check off the boxes below to describe your first symptom. Describe only ONE symptom per Section
1. Check only one body location below 2. Types of pain Other types of pain:

QHeadaches L O RO 80
Q Front of Head Q pul Qshap OAching O Cutting
O Top of Head QOThrobbing I Buming U Numbing [ Tingling J Cramping
O Back of Head OsSpasm O stinging O Shootl@ U Pounding Q) Constricting
Qlaw LQ RO g O |3.PainFrequency 6. Actions affecting this pain
UEye LQ RO g 0 |QUpto1/aofawaketime L11/4 to 1/2 of time Brings On Aggravates Relieves
ONeck LO RO B8O |O12to34ofawaketime O Mostalthetime | U inthe AM. g a Q
QupperBack L QO RO B8O . Q Inthe PM. g Qo a
QMid Back L QO RO g O |4 Painintensity (How itaffects your daily activites O Bending forward O ] a
QlowBack L Q RO g O |Q Doesntaffect L) Somewhat affects [ Bending back a a Q
Qchest LQ RO g O |QSeriouslyaffects [ Prevents activities 8 Bending left 8 g g
Barsme" t 8 S 8 g g &. Does this pain radiate into other body parts‘ﬂ =) -?:nn::?‘g ?eg:t O o o
DButtocks L@ RO B0 |QHead T 0 Twisting right O o QO
Qshouder L@ RE BO |{QNeck a a = CJ Coughing 8 E“ g
QupperAm L@ RO  BO [Qshouder O ) 0 U Sneezing u
QForearm Lt RO 80O {OAm O a Q U Straining g o Q
QHip Lt RO BQ |DOHp a ] a U Sitting g o Q
OlLeg L RO  BO |QOLeg a o 0 U Lifting Q @0 @
Qroot ) LQ RO B0 Q Foot o a o OtherActions: 0 Q a
Other locations : Other locations of radiation: o 0o 0
Ii. Second Current Symptom: W’Iease check offthe boxes belowto describe your next symptom).
1.Checkonly one body location below 2. Types of pain Other types of pain:
Dread I:IFrol;ltgHeadR 9 B0 l0pw  Oskap  Oaching O Cuting I —
O Top of Head UThrobbing O Buming Q Numbing O Tingting O Cramping
O Back of Head COspasm Q stinging O Shooting O Pounding ) Constricting
Qlaw L O RO 80 3. Pain Frequency 8. Actions affecting this pain
OEye L O RO g0 DQupto 1/4ofawaketime (11/4 to 1/2 of time ) BringsOn Aggravates Relieves
ONeck L0 RO B O Q1/2 to 3/4ofawake time T Mostallithetime | O inthe AM. g Q
Quepersack LO RO B8O |, — — 1D ntrePM 2= 3 8
OMid Back L Qa RO B0 Pain Intensity (How it affects your daily activites) Bendl_m forward .
OLowBack LO RO 80 Q Doesn'taffect Ul Somewhat affects O Bending back a a Q
QOChest L RO 80 U Sericusly affects  [J Prevents activities Q Bending left g Q g
OAbdomen L O RO BO |65 Dossthis pain radiate into other body parts? g Bending rignt 8 8 8
QORibs L@ RO 8O Left  Right Both o it ?ht g a o
O Buttocks L RO BQ |QHead Q a a O Covgring o g o
QOshouder LO RQ B8O |ONeck Q Q Q 0 Sreczine  a o
Qupperarm L O RO B O | O Shoulder (] a (] =) Straeiezimg O o 0o
QForearm LQ RrRQ@ 8O (QAm a g a ] smng.“g O a o
QHand L@ RO 8B8UQ |OHand a a Q 0 siting 3 o0 o
QHip L RO B8O |OHp =] g a Spyks 2 g9 o
Oleg tO R@ B0 |[OlLeg - Q a a oth Ag:t' .
QFoot LD RO BO |DOFoot Q o Q erActions: o o o
Otherlocations ;_ rLOther locations of radiation: 2 Q Q
Ill. Third Current Symptom: Please check off the boxes below to describe your 3rd symptom).
1. Checkonly one body location below 2. Types of pain Other types of pain:
D”ea"a"hea Fm';“Ef'Hea h QO 80 lgopu Qshap QAching O Cutting
QTop of Head OThwobbing O Buming [ Numbing (J Tingling (3 Cramping
Q Back of Head OSpasm Ol stinging O Shooting 0 Pounding [ Constricting
3. Pain Frequency 6. Actions affecting this pain
gfx Il: g : g g ED] QOupto 1/4ofawaketime [1/4 to 1/2 of time B,?,g, onpawm Relleves
DONeck La RO g0 |H12to3/4ofawaketime [ Mostalitretine | inthe AM. Qg Qg
Qupper Back g rAQ - - - O inthe PM. Q O g
DM?: Back :: Q RO g 8 4. Pain Intensity (How itaffects your daily activites) 0 Bending forward 0 ] O
ObowBack LO RO g0 a Doesn't affect U Somewhat affects 0 Bending back O a 0O
OChest L g RO B O U Serously affects (1 Prevents activities O Bending left o o g
QaAbdomen L O RO BO |5: Doesthis pain radiateinto otherbody parts?| O Bendingrignt & O O
CIRibs L Q RO B 0 Left Right Both O Twisting left (W Q Q
O Buttocks Ld RO 80 |QHead Q w} Q Q Twisting right Q Q g
Oshouider L@ RO 80 |ONeck a a a U Coughing g g g
QupperArm L@ RO  BO |Qshouder O a g O Sneezing g g Q
QFoream L@ RO BQO |QAmMm Q a a U straining g a Q
QHand L RO B8O |[QHand Q Q m] O Standing g Qo Q
OHip L@ RO B8Q |QHp Q a o U Sitting g Qa Q
Oleg L0 RO B0 {OLeg a a ] U Lifting g Qo o
OFoot La RrAQ 802 | QFoot a (] a OtherActions:
Other locations ; Other locations of radiation: g o Q
I =
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LICOLITPUOI OF JYITIPLOMTIS

Describe your symptoms in the sections below, in the order or sever

OHeadaches L O RO 80

O Cutting

i POSSIDIC.

IV. Fourth S Please check off the boxes below to describe your 4th symptom. Describe onlv ONE symbptom per Section )4
1 EﬁecFonE(: ohe ?Wy Tocation below 2. Types of pain Other types of pain:

Q pul Qshap O Aching
8-;2:‘;:::: d QThrobbing QO Buming -0 Numbing (J Tingling O Cramping
QBack of Head Qspasm Q stinging U shooting _Q Pounding O Constricting
Qlaw L kO sQ |3 PainFrequency 6. Actions affecting this pain
QEye LO rRO g O |QuUpto1/dofawaketime 0J1/4 to 1/20f time Brings On Aggravates Relieves
!
ONeck L0 rO B O [91/2to3/4ofawaketime Ll Most alithe time EII inthe A.M. g 8 8
B Inthe PM.

Elll\tljl%pg"ac:c'( ll: 8 S 8 g E]l 4, Pain Intensity (How itaffects your daily activites] J Bendingfoward Q Q O

Back J Doesn'taffect 0 Somewhat affects U Bending back Q O a
OLow LQ RO B O
QcChest L0 RO BO |UOsSerouslyaflects O Preventsactivities O Bending left Q Qa E'I
QAbdomen LQ RO BO [5 boes this pain radiate into other body parts? 8 ?-fw":}:ﬂg r,?:t 8 g a
Bglfmks t g '; Ell g 8 , Left Right Both an wustmgnght O o o

Q X
Qshoulder L0 RrRO BO 8:::‘,: 8 a 8 gCoughjng g 8 8
Qupperam L O RO BO |Qshouder O o Q a Sneezing 2 o o
QOForearm td RO 8BO |OAm o 0 a Straining
QHand L@ RO BO |QOHand a a Q ggt;ﬁr;dmg 8 8 8
ey 2 =D b0 |aie 2 8 8 |oum 2 g ¢
L O L

QO Foot LQ RO BU iQ F;.gt Q a a OtherActions: 0 o o
Otherlocations : Other locations of radiation: O 0O 0

{Please check off the boxes below to describe your Sth symptom).

1. Check only one body location below

2. Types of pain

Other fypes of pain;

DHeadaOheE' - gHea K Q BU opw Qshap QAching 1 Cutting
QO Top of Head gghmbbm g g:mhg 8 gl:ooﬁ EII gﬁg‘gﬁ'\g gc nstnt':ri?'i
| Ospasm O stinging Q) Shooting 1 Po o g
Qaw DBatI:_k oél HeadR O BQ |3 PainFrequency 6. Actions affecting this pain
T LO RO 80 |BUetot/4ofawaketime C11/4 to1/20f time BringsOn_Aggravates Refleves
CINz.ck L0 RO BO |912to3dofawaketime O Mostallthe tims E]llnﬂweém. 8 8 8
inthe PM.
ED]htljlﬂlp;ratB:iCk |L- S : EI' g 8 4. Pain Intensity (How it affects your daily activites] O Bendingfoward O O QO
OlowBack L O RO BO |0 Docentaffect  ClSomewhat affects Qondnabex 8§ 8 8
SLows {0 RO &0 |QOserousyaflects O Preventsactivties OBendinget O O O
O Abdomen L Q RO B & | 5. Does this pain radiate into other body parts? = Bendmg right g 9 9
URibs L Q RO B O Left Right Both g Rﬂ\:‘i:tqng :ie f:xt 8 8 8
gButtocks L EI' Rg 58 gHead E'I 8 g DCOU,,,,"?;," O O Q
Shoulder L R B Neck "
Qupperam L Q0 RO B O | O Shoulder Q (=] a ng:?,ﬁ:.,ng 8 8 8
QForearm Lt RO B8Q |[OAm a a a 0 Standi Q Q Q
Qband L8 RQ 50 |Otew a o g O siting O o o
Hip L R B Hip
OLeg L@ RO BO |QLeg a Q = Etrl;:'ize:twns' 2 = u
QFoot L RrQ BO |QFoot Q Q Q ) g o o
Other [ocations ;, Other locations of radiation: g__g__L

VI. Sixth Current Symptom:

Please check off the boxes below to describe your 6th symptom)

1. Checkonly one body location below

2. Types of pain

Other types of pain:

BringsOn Aggravates Relieves

DHead“"eE Fm';’tE,'He n Q B8O (gpw Qshap = OAching O Cutling
QTop ot Hosd OThrobbing D@ Buming [ Numbing O Tinging O Cramping
8 Back of Head ——93—3‘:’ 2 L1 Stinging O Shooting L) Pounding L) Constricting
. Pain rrequency . Acti 5 i

hew L3 RO BL [Quptotmoawaketie D1id to120ftime | o o o aeron Ao
O Neck L 0 RO g0 |H12to3/4ofawaketime LI Mostallthe time Q nthe AM.

Q Inthe PM.

[Suepergack LD RE BO 14 painintensity (How itaflects yourdally actvites] 0 Bending forward

OlowBack LO RO BQO |JDoesntaflet — ClSomewhatafects | O Bendingback
OcChest L O RO 80O Q Seriously affects U Prevents activities O Bending left
LJAbdomen LQa RO B0 §. Does this pain radiate into other body parts? Q Ber.ld{ng right
QRibs L RrRQ B8O Left nght Both O Twisting left
O Buttocks L0 RO BO |OHead Q Q G Twisting right
Qshouider L Q RO B0 |0ONeck Q D a 0 Coughing
Qupperasm L QO RQ BO [OsShouder O a 0 U Sneezing
QForearm Lgd RO 8O |OAm Q w] a U Straining
QHand t@ RrRO BO |OHad Q =] Q Q Standing
QHip tQ RO B8O |OHp a Q Q Q sitting
Cleg L RO BOQ [Qleg Q Q o QLifting
QO Foot L Q RO BO |QOFoot o 0 o OtherActions:
Other locations : Other locations of radiation:

[ 00D00000o0000o
00 0000000000000 0
0 0000000 000ocog
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Activities of Daily Living Assessment

Rate your current difficulties, resulting from your accident/iiness, with regard to the various activities listed below. Use the following 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficuity: 1 =" can do it without any difficulty”
2 ="} can do i without much difficulty, despite some pain”, 3 = "I manage to do it by myself, despite marked pain®, 4 =" manage to do i,
despite the pain, but only if | have help”, § ="l cannot do it at all, because of the pain". NOTE: Only fill in areas that are affected.

Difficulties with Self Care and Personal Hygiene Activities
Taking out trash.. __

Putting onshoes .....___ Preparingmeals ..... __

Bathing .......... __ Dryinghair ........... ___ Brushingtfeeth.... __
Showering ..... ___ Combing halr ......... ___ Makingbed ......... ' Tyingshoes............. __ Eating s __ Doinglaundry ... __
Washinghair.. __ Washing face......... ___ Puttingonshirt ... ___ Puttingonpants .....___ Cleaningdishes ... __ Goingtotoilet.... __
Difficulties with Physical Activities
Standing —_ Walki e ___ Kneling............... Bending back .... Twistingleft............ ___ lLeaningback..... __
Sitting ....... . ing .... . ___ Reaching Bending left ............. Twisting right __ Leaninglett ........ —
Reclining ... ..___ Bending forward .. Bending right........... __ Leaningforward ..... __ leaningright ...... __
Standing forlong periods ___ Sitting for long periods....... ___ Walking for long periods........ ___ Kneeling forlong periods ..... __
Difficuities with Functional Activities
Carrying small objects ....... __ Liingweightsofffioor ........... __ Pushingthings while seated ... ___ Exercising upperbody ....... —
Carrying large objects ........ . Lifting weights offtable .......... ____ Pushing things while standing .. __ Exercising lowerbody ........ _—
Carrying briefcase............. __. Climbingstairs ................... ___ Pulling things while seated ....... . Exercisingamms ....... .
Canying large purse .......... __ Climbing inclines .................. ___ Pulling things while standing .... ___ Exercisinglegs .................. _—
Difficulties with Social and Recreationai Activities
Bowling .......... . Jogging ................. — Swimming . lceSkating .............. __ Competitive Sports . __ Dating ............... -
Golfing ........... Dancing — SKing......cccce.... — RolierSkating .......... ___ Hobbies ................. —_ Dining out —
Difficulties with Travelling ‘ .
Driving a motorvehicle ...........ccccovevnenes Riding as a passengerin a motor vehicle ...... _ Ridingasapassengeronatrain ................. —
i Riding as a passenget for long periods ....... -

Driving for long periods of time . Riding as a passenger on anairplane ........... __

Use the following 1 to § scale to describe the difficulties below:
1 ="This area is not affected by my condition”, 2 ="This area is slightly affected by my condition", 3 ="My condition moderately restricts my ability

inthis area”,4 =" My condition seriously limite my ability in this area”, 8 ="My condition prevents me from using this ability”

Difficulties with Different Forms of Communication
Concentrating.... Hearing.... Listening.... Speaking.... Reading.... Whiting.... Using a keyboard....
Difﬁcumes withtheSenses

Seeing......... Hearing......... Sense oftouch......... Sense oftaste......... Sense of smell......... —
Difficutties with Hand Functions

Grasping......... Holding......... Pinching......... Percussive movements......... Sensory discrimination.........

Difficuities with Sieep and Sexual Function

Being able to have normal, restful nights sleep......... Being able to participate in desired sexual activity.........

Write in below any additional information regardingxaurActi.vities of Daily Living {thatwasn't covered above):

Prior Symptom History

Prior Similar Symptoms Has your History Contributed to your Current Symptoms?
D) 1 have NOT had prior symptoms similar fo my current complaints. O3 My history HAS contributed to my current symptoms.
O My history HAS NOT contributed to my current symptoms.

O My current complaints DID exist before, but have not been bothering me
O My current complaints ALREADY existed and were worsened. O 1'm NOT SURE if my history has contributed to my current symptoms,

My most recent prior similar symptoms (if applicable) occured......... D monthsago / O yearsago Oron - Date: / /

Write in below any other Prior Symptom History, not covered above:

(c) 2002 Report Master, Inc. All rights reserved.
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