Patient Basic Information

Personal Information:

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

Home Phone: Work Phone: Sacial Security No.:

Date of Birth: Date of Injury/Onset:

Dominant Hand: U Right O Left U Both

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

gecupatisn Cell Phone (2YYS
Special Note: FYoUFRuUTry Thvolved a motor vehicle, SKip 1o page Z- ﬂém

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 onset in 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.
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Automobile Accident Description

Please answer the questiors below. [fyou do notknow the answer to any of the questions, do not answer that guestion.

1. Your vehicle type 2. Your position in vehicle

3. What was your vehicle doing at the time of the accident?

Ccar () Station Wagon A Driver [ Front Passenger
G van (O Pickup Truck - Left Rear Passenger

Ularge Truck  QBus ) Right Rear Passenger

Other _ Other

[ Stopped at intersection
0D Making a right turn

A Stappedintrafic () Stopped at light
 Vaking a teft turn LI Parking

Q)Proceeding along Lt Slowing down

Other

LAccelerating

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

6. Road conditions

Timeofaccident. Visibility at time of accident
Your vehicle's dPcor  [dFair 3 Good
speed: I 2 7+ 11}

Their vehicle's . | Who hit who/what?

speed: e __..mph A You hit other vehicie

Damage to your vehicle
U mid 1 Moderate
O Totaled

1 Other vehicle hityou
You hit...(object)

Road conditions attime of accident

Qley UOwet dSandy O Dark D Clean and dry
Pointofimpact

(1 Head-On JLeftFront L) Right Front
A Read-End - Lt Rear L) Right Rear

7. Body Position, etc.

Did you see the accident coming: Yesldd No
Were you braced for the impact? Yesld U No
Did you have a seat belt on? Yesld U No
Did you have a shoulder harness on? Yesi1( No

What was the position of your headrest at the time of the impact?
U Even with top of head [ Even with tottom of head C) Middle of neck
What was the direction of your head at the time of the impact?

L Faging straight forward 1 Tumed (o the right 3 Turned to the left

Does your vehicle have headrests? YesUl (1 Nc

Did driver side air bags deploy? YesLl Ul No Did passenger side airbags deploy? Yesd No Did side airbags deploy? Yes(1(Cl No

8. Additional accident information

Inthe case of a motor vehicle accident, enter any additional information here that is not coverad by the above oieck offs.

9. During the accident:

10. Afterthe accident:

Bid your body strike the inside of your vehicle?
Kyes desecribe: I e
Did you lose consciousness during the injury?  Yesl1U No
fyes forhowlong? . -
Yourvehicle's estimated damage? . .
Damage to their vehicle: O Mid 1 Moderate U Totaled

Did police show up at the scene? Yes(1L No

Was an accidentreportfilled out? YesL1UNo

YeslI( No

Check off your symptoms right after and a few days following:
U +Headache A Dizziness 21 Mid back pain - L) Cold hands

W Neck pain < Nausea Jow back pain £ Cold fest
L) Neck stiffres 1 Confusion 2 Nervousness 0l Diarrhea
A Fainting A Fatigue dicssoftaste [ Depression

U Ringing in ears I Tension <) Toe numbness U Anxious
U Lossofsmell  Wirritability - Constipation {1 Chest Pain

4 Pain behind eyes L] Shortness of breath 71 Sleeping problems
Others:

11. Emergency Room?

12. Treatment History:

Where did you go after the accident?

3 Heme U work T Hospital ER
How didyougetthere?

Q Drove self L) Somebodyelse DAmbulance (1 Police

Were X-rays done? Yes(J(INc Waslab work done? Yes L1 INo
Body parts X-rayed?.
Whatiabwork? _
The X-raysrevealed: =~
Treatments: [ Cervical Coliar ( fce Other:
Medications:_

L) Private Doctor

Follow-upinstructions:

Fill in any other doctor(s) seen prior to your first visit to this ofrice}.
1. Dr. Firstvisitdate: __ /. _ ./
Specialty: o X-raysdone? Yes(JLINo
Types of treatments received.

How many treatments received?

Currently treating? Yesl (I No -

Did treatments benefit you? Yes 11 No
Last visit date: o i
2. Dr. First visit date: s

Types of reatments receaived:

How many treatments received? Currently treating: Yes 11 No

Did treatments benefit you?  Yes(3(] No
S - e Last visit date N
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(Describe your symgtoms in the sections below, in the arder of severity, if possitie.}

Description of Symptoms
|, First (%”urfeRSymptom: (Please check off the boxe

s below to describe your first syimptom.Describa only ONE symptom per Section §.

&. ggg:j:Mb&dy mc?qh[(_)]n bEI?BwLI 2 Types of painﬂ ) Other types of pain:
UFront of Head O Dull (A Sharp [ Aching J Cutting -
0 Top of Head QThrobbing U Burning W Numbing O Tingling M.I Cramping _
CIBack of Head L Spasm J Stinging O Shooting U Pounding Ul Constricting
Wlaw L R g (3 |[3.PainFrequency 6. Actions affecting this pain
Ceve L0 R B U} |UUptotdofawaketime [11/4 to1/2 of time . Brings On Aggravates Helevas
INeck L RO B [0 Y12 to3dofawaketime 11 Most all the time B Inthe AM. B H j
OUpperBack LD RO 80O In the 2.1
DMli)deack LD RO g [ |4 Painintensity (Howit affects your daily activites] U Bendingfoward @ O 1)
OLowBack L ROl g 1 1 O Doesn't affect U Somewhat affects U Bending back & . <
L Chest L Q R4 B 3 | Y Seriouslyaffects [ Prevents activities 4 Bending left g Q d
géﬁ)ciomen : B E g g g 5. Does this pain radiate into other body parts? a ?@?3::% ”;}f?t B H ﬂ
Qautocks O RO BO | 1 Head BT e O Twistingright O O 2
Qshouder L0 RO BO |0 Neck 0 0 0 2 Coughine = B
UUpperAm u R LI B L | 0 shoulder o a a o F?ne_sg?_?u)g‘; d J -]
UForearm L R BLO | Oarm 0 01 il U Straining u = <
CHand Ld rRJ B3 | [ Hand 0 0 0 - Standing g g dJd
UHip LA RO BU | g 0 0 £ g sitting g a ud
Oleg L0 RO 80 | O Leg 0 0 G U Lifting o a o 4
OFoot L0 R 80 O Foot O 0 0l Other Actions: 0 -
Otherfocations:. . .. Other locations of radiation:. | T = 8 0) 8
11, Secopd Curréat Symptom: {Please check off the boxes below to describe your nest SYIIRtOn).
1. Checlapniy one Body location below_ 2. Types of pain ) Other types of pain:
OHeadachs . R B 3 - . - .
QFront of Head 4 Dul ) U SharP D Ad"”g LJ Cluttlng . e o —
(I Throbbing [ Burni O Numbing O Tinglin L Crampirg
O7op of Head - 9 . Burning ing U Tingling ping
D Back of Head L.]S;?asm L1 stinging O Shooting 1 Pounding LI Constricting
daw L O R m 1 |3 Pain Frequency ] 6. Actions affecting this pain
QOEye LG N B0 Bupto 114 ofawake time (114 to 1/2 of time ) Bungs On  Aggravales Refieves
CINeck L 3 R g0 | Y12 10314 ofawaketime 1 Most all the time O inthe An. o o Q
QupperBack LO RO B Q . : ) o inthe P 4 d u
CIMid Back s R0 B [} |4 Painintensity (How it affects your daily activitesy L Bendingforward O Q11
DllowBack L a R0 & 0 0 Doesn't affect L) Somewhat affects U Bending back 2 [ Qa
(IChest L a R 01 B 0l ( Seriously affects 1 Prevents activities U Bending 1=ft a o a
Crabdomen L Qa R B O | 5. Does this pain radiate into other body parts? = B e(‘fjl.ng rignt 0 = 0
QORibs L0 RO B0 Lot Right Botn Q Twisting aft ] 0 |
QBuods L0 RO 8D | OHead 0 Q a Bégft;’,‘?‘%‘ght 2 a4
Shoider LD RO 80 |0 Neck a W] | L oHaning .
QuUpperarm ¢ O RO B [ | [J Shoulder | ] Q = Sneezing D u L
UForearm QO RO 80 |DArm a Q 0 L} Straining =
QHand LD RO BQO |CHand O Q o &} Standing 2 84
CD]Hip L g R g B8O {2 Hp 0 a u 0 f‘i'ftt:'r’]‘(? 3 g 0
L R B0 1 Q g
DFeu L3 RO 80 |Ore a 3 a OtherActions: -
Other locations :__ Other locations of radiation: e EI g 8
ll. Third/Current Symptom: {Please check off the hoxes below to describe your 3rd symptom}.
Efl g::;:w&dy |ocsli[.r::]n belgwu 2. Types of pain Other types of pain;
D Frontof Head J Dun _ [ Sham D Aching t Cutting N
OTop of Head L Throbbing [ Burning O Numbing (I Tingling {3 Cramping ____
O Back of Head U spasm L Stinging O Shooting U Pounding [ Constricting
(Law | R g (3 |3 PainFrequency ] ) B. Actions affecting this pain
DIEye L O RO B0 LJUp to 1/4 of awake !lr_ne 14 to 172 0f time Brngs On  Aggravates Relieves
CINeck L O RO B O 3172 to 3/d of awake time 0 Most all the time LI nthe &AM Q ] [ ]
OupperBack L RO B QO . ) ) 1 Uinthe M g g 0
CIMid Back L0 RO 80 4. Pain Inltensny(Howetaﬁectsyour daily activites) ] Bending forward | 0 Q
QL owRBack LD R 0} B Q Doesn't affect U Somewnhat affects O Bending back Q ] ]
CIChest Ll R U g O Y Serioustyaffects L) Prevents activities Q) Bending le:ft (] a g
JAbdomen L  RU  BU |5 Doesthispain radiate i h 7| & Bending right Lo d
Oribs L (3 rRO B U P Left ¢ :‘i;?,:)t & b,;)::: parts . Twrstmg I:ﬁ a a g
UButtocks LA RO 80 |QOHead U ] 0 L1 Twisting right a a o
QShoulder LO RO 80 |QOnNeck W] 2 U LI Coughing a o o0
Qupperarm L+ (A RO B O | QO shoulder u | O Ul Sneezing R
OForearm tQ RO B8O Arm ] a 0 £ Straining a a A
CHand LO RO BO |CHand a 0 Q 3 Standirg g o u
ChHip LA rRO  BO !QHp 0 a 0 a sitting uooa oo
Oleg LU RO 80 |Qleg ] Q il U Litting . a u
OFont L0 R g0 L1 Foot A l 4 Other Actiors: - - .
Otherlocations: Other locations of radiation: S b’ [Lj 8

w
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Description of Symptoms

{Descnbe your symptoms in the sections betow. in the order of severity, it possible.)

UHeadachat L R4 B0

iV. Fourth tom: (Please check off the boxes below to describe your 4th symptom. _Descripe only ONE symptorr per Section }
1. Checkonly @gbody location below 2. Types of pain Other types of pain:

- .. 1 Dun U sharp U Aching - Cutling ]
Big;n;?: {Z;';d Uzhrobbmg . Burning o Numbing U Tingling L Cramping
ClBack of Head O spasm U stinging [ Shooting Ll Pounding ‘UCQnstnctlng i .
Llaw | - M! B 3. Pain Frequency . . 6. Actions affecting this pain
- 8 p 1o 1/4 of awake time e} of time N nngs On - Aggravales Raliev
QEye L0 R ] g |WUpto1/4ofawaket /4 to 172 of ‘ Brogs On A les Raligves
ONeck LQ R g |2 toddofawaketime Ll Most alithe time j Inthe AM. g 8 LL.]]
QupperBack 1L U R B A inthe PM. . - -
UIMid Back L R [ G 01 | 4. PainIntensity (Howit affects your daily activites] U Beraingforwars O O U
OiowBack L1 RO g 0 |4 Doesntaffect [ Somewhat affects L Berding back a Q Q
ClChest L r Ol g ] | Seriously affects [ Prevents activities P Bending left . H a
Hgbtdomeﬂ :: H E a [£] H 5. Does this pain radiate intq other bady parts? Eé l?:izﬂgg ;:_%:“ 5 (W] ]
= RIS s s 8 - Laf Right Both R . ) 0 W Q
gBuﬁocks L kO BA | UHeas [} i) 0 3 éwmlgg right 39 40 0
Shoulder [ R (1 B L ) Neck O 0 a wad AL - -
Llupperarm L & rRU B U 1 Shoulder a d u ""] ._S‘nfmazmg 1 = =
CIForearm L R LU BU | OAm 0 0 | d g;“‘”]f”g Lu.l ti 8
o B = - - - - a:
‘4”‘?‘”‘1 L u R L'] 8 D [ t4and a a U Ci Sié;:{;ng a ] Ll
L.lHip LW R0 B L} ] HW) ] (] [} ! b p o
Qleg LU r U BO | Ole 0 O 3 Lk Lifting g a
CAFoot L3 R L} B a F;oét 0 3 0 Other Actions: a 0 0
Other locations : Other locations of radiation: o E— o £1 0
LY. Fifth Cyrren MPLom:; (Please check off the boxes below to describe your 5th symptom).
1. Check® gbody location below 2. Types of pain Othar :ypes of pain:
DHeadacheEJtht oufoxadR - Bl O Dul W Sharp  wd Aching L Cutting ]
- - O Throbbing W Burning A Numbing U Tingling . Cramping
Ll Top of Head o = oo = - e o
C) Back of Head LIspasm LJ stinging 1) Snooting 0 Pounding U Constricting
law LU . = 60 3. Pain Frequency 6. Actions affecting this pain
Qeye L R0 B dUpto 114 of awake time U174 to 1/2 of time B Bangs On_ Aggpav-tles. Rubovas
ClNeck L0 k0 . 11/2 10 3/4 of awake time (] Most all the time: - Intne AM. a 8 8
au Back L e ‘- < Inthe PM. - -
'C]M‘i)t;)g;cic L 8 2 j 2 8 4. Pain Intensity (How it affects your daily activites U Bending forward  (d EJ Ll
DlLowBack C 0 R 50 B Doesn't affect 0 Somewnat affects 3 Berding back ﬁ a 8
C1Chest L0 B 6 0 Seriously affects [ Prevents activities : Beﬂd!ng Ig,-ft
QAbdc)men L [..] R l_.l B u 5. Does this pain radiate into other body parts? j ?i:ﬁ::g :Z]f?t g g E:DJ
U Ribs LiJ R B L Lef Right Both 21 Twisti o a a9
U Buttocks LO RO 80 {LQHead a a a = Twisting right -t -
LIShoulder L R B | O Neck | g | j g:ju?;::g d 8 a
a r T - A B - L] m -
N I O R T S =t =R = <
- rm ) a A 71 Standin O 0 O
[ Hand L rRO 80 |QhHand 2 | u = DEnang - ‘
QHp LO & BU |Arip a | Q - ﬁi{,’,rl‘(? 2 2 H
Leg LW R BU | Dleg a a 0 T
LIFoat L3 RO B0 | OFoot U . 0 Other Actions: ) ) )
Other locations . .. . | Otherlocations of radiation: | g 8 g
VL Sixth t Symptom: {Please check off the boxes below to describe your 6th symptom) -
E.:l ackpnly ondbody location belowﬂ 2. Types of pain Other types of pain:
Headac = Fro‘;t ;’Hm dR b sl Q pul O sharp  WAching O Cuting o )
r . UThrobbing 0 Burning  Numbing O Tingling QO Cramping
L Top of Head =P =Skl " ! = = e
) Back of Mead US‘p.d:-,m (J Stinging Ll Shoating L) Pounding  JConstricting
Cllaw LQ R s |3 PainFrequency 6. Actions affecting this pain
JEye L0 & 0 B0 Uipto 1/4 of awake time :.11//4 10 1/2 of time finngs On  Agg-avates Relievos
CINeck L0 R0 8 0 d1/2 to 3/4 of awake time  J Most all the time “1inthe AM. 2 0
tpperBack L [J & B Ll od inthe PM. o W] 0
QM%)Back L R g0 4. Pain Inltensity {How it affects yourdaily aclivites] {] Bending forward 1 a a
ULowBack L Q RO B Q) 8 gg?’g” :aﬁfidg ggomewthat ?ffetacts L) Bending back a a Q
QChest L0 =0 5 O riously affects revents activities L1 Bending left 0 Q Q
UAbdomen L Q R D B E:' 5. Does this pain radiate into other body parts? Ir“J Ber)ding fight ::l - C"l
URibs L =0 BQ Left  Right  Both U Twisting left R
= n . - " A A r - . I
gguﬂocks L 8 R H B 8 Q Head 0 A a i:jg“"ﬂ;ﬂg right 8 E-Jl t]l
houlder L R B i Neck Qa W] ] wl Coughing - n -
Qupperarm L Q =0 B U O Shoulder (| | J {d Sneezing Jd d d
UForearm L O rR QO B QArm a ] A -1 Straining d J u
JHand L3 RO BO | UHand o a 3 -1 Standing g Qg
Cltip LU RO B0 [QHp Q i W  situng 4 U o
Uieg LU rRU B | 0Ly a w a wd Lifting a a Q
QFoot LA RO 83 O Foat ) U | Other Actions: ) )
Other locations: Qther locations of radiation: - - u u U
. Ll Ll

tog 2002 Report Master, bnes Adlrghts reserved.

4



Activities of Daily Living Assessment

Rate your current difficulties, resulting from your accidentfiliness, with regard to the various activities listed below. Use the foliowing 1 to 5 scale and
WRITE IN THE APPROPRIATE NUMBER that most closely describes your current degree of difficutty: 1 = "l can do it without any difficuity”
2 ="l gan do it without much difficulty, despite some pain®, 3 = | manage to do it by myself, despite-marked pain’,. 4. = "l manage 10 doit,
despite the pain, but only if | have help”, 5 ="l cannot do it at all, bacause of the pain®, GOTE: Only fill in areas that are a'f?é?fé@

Difficulties with Self Care and Personal Hygiene Activities

Bathing ......... e Dryinghaie _... Brushingteeth.... ___ Putting onshoes ... . Preparingmzals ... _.._ Taking oul trash.
Showering ... Combinghair ... __ Makingbed ... ... Tyingshoes ... .. Eating civvireee . Doinglaundry ...
Washinghair .. Washingface .. Puttingonshirt ... Putfingonpants ... ... Cleaningdisnes ... __ Goingtofoilet ...
Difficulties with Physical Activities

Standing ......... .. Walking ... .. . Kreeling... ... Bendingback ... ... Twistingleft __ Leaningback ...
Sitting ... . Stooping ___ Reaching .......... ___ Bendingieft .. . Twistingright ... __ Leaningleft ... _ _
Reclining ... ... .. Squatting _ Bendingforward .. Bendingright........ ___ Leaningforward ... _ _ Leaningnght ... _
Standirg forlong periods .................... _ . Sitting forlong periods, ... Waiking for fong periods. . .. _ Kneeling forlongperods ... __
Difficulties with Functional Activities

Carrying simall objects ... . Lifingweightsofffloor .......... Pushing things while seated ... Exercising upperbody ... o
Carrying large objects ........ ____ Liftingweights offtable ... .. .. Pushing things while standing . _ Exercising lower bocy ..
Carrying briefcase ... Climbing stairs .................... ... Pulling things while seated ....... _ Exercisingarms ...

Carrying large purse ... ... Climbing inclines .................. ___ Pulling things while standing ... _ Exercisinglegs ......

Difficulties with Social and Recreational Activities -
Bowling ... Jogging..........  _ Swimming....... __ lceSkating ... Competitive Sports . __ Dating ... ............ o
Galfing _.. Dancing .._.......... . Sking.. ... __. RoallerSkating ... . Hobbwes . _.. Diningout ........ .
Difficulties with Travelling

Driving amotor vehicle ........................ __ Riding as a passenger in a motor vehicle ... _... Ridingas a passengercnatrain ................ .
Driving for long periods of time  _............. _.... Riding as apassengeron anairplane ... Riding as a passenger for long periods ... -

Use the following 1to 5 scale to describe the difficultios 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
in this area”, 4 =" My condition seriously limits my ability in this area”, § = "My condition prevents me from usirq this ability™

Difficulties with Different Forms of Communication

Concentrating....____ Hearing.. ___ Listening.._ _ Speaking... Reading.... Writing....___ . Usingakeyboard....
Difficulties withthe Sensas

Seeing......... — Hearing...... .. — Senseoftouch........._ Sense oftaste. ... o Senseofsmell.. ...
Difficulties with Hand Functions

Grasping......... . Holding........ Pinching....... _ Percussive movements......... __ .. Sensorydiscrimination.........___
Difficulties with Sleep and Sexual Function

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

Write in below any additional information regarding your Activities of Daily Living (that wasn't covered above) :

Prior Symptom History

Priar Similar Symptoms Has your History Contributed to your Current Symptoms?

u Thave NOT had prior symptoms similar to my current complaints. O My history HAS contributed to ny current syrmptoms.

i My current complaints DID exist before, but have not been botheringme] O My history HAS NOT contributed to my current symptos,

3 My current complaints ALREADY existed and wers worsened. O 1'mNOT SURE if my history bas contributed to My CUITEt Symploms.
My most recent prior similar symptoms (if applicable ) occured. ... .. .. months ago / dyearsago Oron Date: ./  }

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

() 2002 Report Master, Inc A nighes reserved. 6



Medical History

1 Are you now or have you suffered from the tollowing? [Please write Past, Preseat, or Never in the blanks)

Arteriosclerosis
Asthma
Arthritis
Cancer

Diabetes

Dizziness/Fainting

Anemia
HiV Infection
Tuberculosis
Measles
Appendicitis
Carpal Tunpel
Scarlet Fever
Kidney Disease
Ecrema

Chicken Pox

Women Only:

a.  Are you pregnant or think you may be pregnant?

Daouble or Blurred Vision
Eprlepay
Hloan Attack/Dimease
High Blond Pressure
Migraines
Motion Sickness
Back Surgery
Pleursy ) .
Digestive Disorders
Mumps ]
thyroid Problems
Venereal [hisease
Hepatitis

Peprossion

Broken Bones

8]

b, Date of last menstrual period

. Do you or have you stffered from any menstrual disorders?

If yes, please describe _

2. Do you have any condition, disease or problem not listed above?

If yes, please describe

Musttple Selerosis
Poho
Stroke

Far [ntectione
Rhetmate oves
Allerpies,
Influenza o
Fatigue (Cheonicy
Sinus Troable

Priczumiorg

Iy S

Lova Blood Trossue

Uleer

Drug or Al hold Dependence
Cantat

3. Do you smoke or use any tobaceo products?

4. Do you drink alcohclic beverages?

If yes, how oftent

5. Do you drink caffeinated beverages?

6. Have you had any other serious illnessitrauma (falls, accidents), surgeries or been hospitalized?

If yes, describe

if yes, how often?

fyes, how often?

1 certify that 1 have read and understand the above infarmation. To the best of my knowledpe, the above gresbons have been

accurately answered. | understand that providing

Date

t]

flent’s Sipnature

incorrect information can be dangerons to oy health

Reviewed By Doctor

; History Review and Significant Findings: __

Date




GHETE 1. RIBUNIUG, L7.EW, Wt
‘;1 G5 Virginie Fid., Sulte 15
Crystal Lake, iL 60014

{815) 4554500 _ _ e
SYMPTOM SURVEY FORM o paenn nES-4SRG LT
Patient Doctor Date
Birth Date ! ! Approx Weight Sex: Male [[] Female []
Pulse: Recumbent Standing vegetarian:  Yes [} No []
Blood pressure: Recumbent / Standing / Ragland's Test is Positive [j
- RGN
INSTRUCTIONS: Fill in only the circles which apply to you. 123
® O O MILD symptoms {ocour once or twice a year). 53 © O O Crave candy or coffee in afternoons
O @® QO MODERATE symptoms (occur several times a month). 54 O O O Moods of depression - "blues” or melarcholy
O O @ SEVERE symptoms {you are aware of it almost constantly). 55 O O © Abnormal craving for sweets or snacks
O OO Leave circles BLANK if they don't apply to you! GROUP 4
56 © O O Hands and feet go to sleep easily, numbness
123 GF.tOUP 1 57 © © O sigh frequently, "air hunger”
1 000 Acid fqods upset 58 O O O Aware of "breathing heavily”
2000 Get Chll“_ed often 59 O O © High altitude discomfort
3 0C 0 "Lump” in throat 60 C O O Opens windows in closed rooms
4 0O 0O Dry mouth-eyes-nose 61 O O O Susceptible to colds and fevers
5 0 0 O Puise speeds after meal 62 O O O Afternoon “yawner'
6 O OO Keyed up - fail to calm 63 O OO Get“drowsy" often
7000 Cut heals slowly 64 O O O Sswollen ankies, worse at night
8 O O C Gag easily _ 65 O O O Muscle cramps, worse during exercise; get "charley
9 OO 0Q Unable to relax; startles easily horses”
10 © OO Exremities cold, clammy 66 O O O Snhortness of breath on exertion
11 0 OO Strong light irritates 67 © O C Dull pain in chest of radiating into left arm, worse on
12 © O O Urine amount reduced exertion
12 g g g H;m pmindts afte:‘retmng 68 © O O Bruise easily, "biack and blue" spots
000 A e’:t‘"“s zom:c 69 O O O Tendency to anemia
5000 Czﬁi ;ﬁer:tsu:; " 70 O O O “"Nose bleeds" frequent
7 00O Fever easi rai:ed 71 © O O Noises in head, or "ringing in ears”
sty ‘ 72 OO O Tension under the breastbone, or feeling of "tightness”,
18 © O O Neuralgia-like pains WOrse on exertion
19 O ©C O Staring. blinks little
20 © O O Sour stomach often GROUP &
73 O O O Dizziness
GROUP 2 » 74 00O Dry skin
21 O OO Joint stiffness on arising 75 0 OO Buming feet
22 O O O Muscle-leg-loe cramps at night 7% 000 Biurrec? vision
gi g g g ;B::e;:lﬁ;stoma::h. cramps 77 © O 0O ltching skin and feet
% 000 Eyes blink 2;:'3 ery 78 © O O Excessive falling hair
% 000 Eyelids swoll n " 79 O O O Frequent skin rashes
2 oo m\éi s o ezr-\F:;fY | B0 O O O Bitter, metallic taste in mouth in mornings
g soon afler meals 81 © O O Bowel movements painful or difficuit
28 O O O Always seems hungry; feels "lightheaded” often 82 OO0 O Worrier, feels insecure
0 . . . ' i
29 g O Digestion rapid 83 © O O Feeling queasy. headache over eyes
30 OO O Vomiting frequent 84 O O O Greasy foods upset
2;12 gg 8 :o;r:::esi freqluent 85 © O O Stools light colored
reathing '_“’9” ar ‘ 86 O O O Skin peeis on fool soles
33 CO O Pulse slow: feels "irreguiar’ 87 O QO C Pain between shoulder blades
34 O O O Gagging reflex slow 88 O 0O Use laxatives
:;2 g g g glfﬁc:fit\;:swaigl_wmhg _ 86 O © O Stools alternate from soft to watery
o "Solns lpt ::mrl" iarrhea alternating 80 © O O History of galibladder attacks or galisiones
ot coo y ow :: er . 91 O O C Sneezing attacks
ot g gg Pel chille _'I“ requently 92 O O O Dreaming, hightmare type bad dreams
erspire easily " 93 O O O Bad breath {halitosis)
40 O © O Circulation poor, sensitive to cold 894 © OO Milk products cause distress
41 O O O Subject to cotds, asthma, bronchitts 95 O 0O O Sensitive to hot weather
GROULP 2 96 O C O Burning or itching anus
42 O O O Eat when nervous 97 O OO Crave sweets
43 0 O O Excessive appetite GROUP &
44 000 Hungry between meals 98 © O O Loss of taste for meat
A 000 |mla‘t‘ale b‘-"?fe meals 99 O O O Lower bowel gas several hours after eating
46 00O Get "shaky" f hungry 100 © © O Burning stomach sensations, eating refieves
47 © © O Fatigue, eating relieves 101 O O C Coated tongue
48 000 "Lightheaded” if meals delayed 102 O O O Pass large amounts of foul-smeiling gas
gg 8 g g ::aﬂ Paipl:‘ate: if :\eals missed or delayed 103 © O © Indigestion 1/2 - 1 hour afler eating; rnay be up to 3-4 hrs
ernoon headaches itis or "irri "
‘ 104 © C O Mucous colitis or “irritable bowel - Y
51 © O O Overeating sweets upsets 105 © O O Gas shortly after eating oV er Plea's €
52 0 O O Awaken after few hours steep - hard to get back to sleep 106 O O O Stomach "bigating” after eatin )
‘D.-, ‘ B 3 9 ‘4‘()

Oontl ny .-



107
108
109
0
111
112
113
114
15
116
17
118
119
120
121

122
123
124
125
126
127
128
129
130
131
132
133
134
135
136

137
138
139
140
141

142
143
144
145
146
147
148
149

'S0
151
152
153
154
155
156

157
158
159
160
1681

1862
1463
184
185
168
167
168
169

123
000
000
000
oCO
000
000
000
000
000
CO0
(oY o]
000
000
0oco
000

000
QOCQ
000
000
000
000
000
000
000
Q00
000
000
000
000
000

000
Q00
000
000
00O

QGO
000
000D
COO
00
000
00
cOo0

cO00
000
QOO0
(oS e
000
000
000

[sNeRe)
Q00
COO
sNeRe
Q0O
cCQ0
[sReRe]
CO0
co0Q
000
[oNo R
[eReRe
Qoo

GROUP TA

Insomiia

Nervousness

Can't gain weight
Intolerance to heat

Highly emotional

Flush easily

Night sweats

Thin, moist skin

Inward trembling

Heart palpitates

Increased appetite without weight gain
Puise fast at rest

Eyelids and face twitch
irritable and restiess

Can't work under pressure

GROUP 7B

increase in weight
Decrease in appetite
Fatigue easily

Ringing in ears

Sleepy during day
Sensitive 1o cold

Dry or scaly skin
Constipation

Mental sluggishness

Hair coarse, falis out
Headaches upon arising, wear off during day
Slow puise, below 65
Frequency of urination
Impaired hearing

Reduced initiative

GROUP 7C

Failing memory

Low bicod pressure
Increased sex drive
Headaches, "splitting or rending” type
Decreased sugar tolerance

GROUP 7D

Abnormal thirst

Bioating of abdomen

Weight gain around hips or waist

Sex drive reduced or lacking
Tendency to ulcers, colitis

Increased sugar tolerance

Women: menstrual disorders

Young girs: lack of menstrual function

GROUP TE

Dizziness

Headaches

Hot fiashes

Increased blood pressure

Hair growth on face or body (fernale)
Sugar in urine {not diabetes)
Masculine tendencies (female)

GROUP 7F

Weakness, dizziness

Chronic fatigue

Low blood pressure

Nails weak, ridged

Tendency to hives

Arthritic tendencies
Perspiration increase

Bowel disorders

Poor circulation

Swollen ankles

Crave salt

Brown spots or bronzing of skin
Allergies - tendency to asthma

fa

170
171
172

173
174
175
176
177
178
179
180
181
182
183
184
185
186
187
188
189
190
191
192
183
194
185
196
197
198
189

200
201
202
203
204
2035
206
207
208
209
210
21
22

213
214
215
218
217
218
219
220
221

222
223
224

123
[oReNe
000
000

o000
00
00
0090
Coo
00
cQo
000
cQo
QOO0
00O
000
(e R o)
(e NoNw
000
[sRoNe
000
000
000
000
00O
e X Re)
joXele)
o000
Coo
[eNeXe]
[eNoRe)

[¢ReNs]
COO0
00
CCO
00
QOO0
CQO
Q00
(ool
o000
[eReRe;
COoO
[aReNs

000
000
Q00
joXole)
oCO
cCCco
[eXoRo)
coo
GO
CQO
oCcOo
CoaQ

Weakness after colds, influenza
Exhaustion - muscular and nervous
Respiratory disorders

GROUP 8

Apprehension

Jrritability

Morbid fears

Never seems to get well
Forgetfuiness

indigestion

Poor appetite

Craving for sweets

Muscuiar soreness
Depression; feelings of dread
Noise sensitivity

Acoustic hallucinations
Tendency to cry without reason
Hair is coarse and/or thinning
Weakness

Faligue

Skin sensitive to touch
Tendency toward hives
Nervousness

Headache

Insomnia

Anxiety

Anorexia

tnability to concentrate; confusion
Freguent stuffy rnose; sinus infections
Allergy to some foods

Loose joints

FEMALE ONLY

Very easily fatigued

Fremenstrual tension

Painful menses

Depressed feelings before menatruation
Menstruation excessive and prolonged
Painful breasts

Menstruate too frequently

Vaginal discharge
Hysterectomy/ovaries removed
Menopausal hot flashes

Menses scanty or missed

Acne, worse at menses

Depression of long standing

MALE ONI.Y

Prostate trouble

Urination difficult or dribbling
Night urination frequent
Depression

Pain on inside of iegs or heals
Feeling of incomplete bowel evacuation
Lack of energy

Migrating aches and pains
Tire too easily

Avoids activity

Leg nervousness at night

Diminished sex dnve .\.

List the five main complaints you have in the order of their importance:

oW

o




HISTORY OF INJURIES

NAME DATE

BT

PLEASE MARK ALL PLACES THAT HAVE EVER BEEN INJURED
- Sprains/Strains, Broken Bones, Severe Bruises, Surgery, Scars, Head Bumps, Cuts, Burns, etc.

What happened? When did it happen?

What happened? When did it happen?

What happened? When did it happen?
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