Current Pain and Function Assessment Form                         [image: image1.png]in
WALK-IN

CHIROPRACTIC CARE




          Please read carefully!
Name: ______________________________   Initials ___________   Date   _____________ 
1.) Please circle below the appropriate pain levels from best to worse 
                 NO PAIN          MILD            MODERATE         SEVERE           WORST PAIN POSSIBLE
0   -   1   -  2  -  3  -  4  -  5  -  6  -  7  -  8  -  9  -  10  
2.) Please mark painful area(s) with an X and draw a line if pain travels anywhere.
[image: image2.emf]
3)  Type of pain: Please circle one or more:      Sharp - Dull - Numb - Burning -Spasm
                                                                                          Throbbing – Shooting- Stiffness – Aching
            4.) How often during the day are you feeling pain or discomfort? (Circle)

              
Constant 90-100% - Frequent 50-75% - Intermittent 25-50% - Occasional 0-25%
5.) How does this condition interfere with your activities of daily living? 
              _________________________________________________________________________ 

6.) What life goals are you trying to improve (exercise, better nutrition, weight loss)?
_________________________________________________________________________

7.) Are you tired of taking more pain medication and wanting to avoid any future surgery? __________________________________________________________________________
8.) Can you explain the “popping” sound when being adjusted by a Chiropractor? 
__________________________________________________________________________
9.) What type(s) of care you’re interested in? (Pain Relief, Prevention or Performance Care) 
10.) Expectations of care. How many chiropractic visits do you anticipate to address your issue?        ___________________________________________________________________________

11.) How many visits do you think it will take with a physical therapy? ___________________
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