YOUR HEALTH PROFILE — TO BE COMPLETED WITH THE THERAPIST

Please briefly describe the chief area of complaint, including the affect it has had on your life, when you first noticed it, and
how it originally occurred.

Indicate where you feel your symptoms on the diagram below:

Check the boxes that describe what you are feeling:
O Dull  [JSharp [ONumbing [J Throbbing [1Tingling [JAching [JBurning [JStabbing [JCramping [JCutting
Ostiff  [Jspasms DStinging [JShooting UPounding  [constricting [ Other:

When did it start? Itis: [JAbout the Same []Getting Better []Getting Worse
What makes it worse?

How frequent is the complaint? [JConstant  []Daily intermittent  [JNight Only [] Other:

How long does it last? [J All day [JA Few Hours  [] Minutes [] Seconds

Is there anything you can do to relieve the problem? [JYes [JNo If yes describe:

It Interferes with: [Iwork [ISleep [Jwalking [Isitting [JHobbies [Leisure

Please indicate your level of pain/discomfort below by checking a number/circling a word:

Oo 1 2 s 4 Os e O7 [Os o [J10

Normal Mild Moderate Severe Excruciating

*If your pain varies or you have multiple areas of pain at different levels, inform the therapist.
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