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This flow chart gives the doctor a visual way of seeing what is bothering you.

Please fill out anything you can.

E—au

CHIBRBOPRACTIC

What is bothering you? (list only one symptom per column)

Mark an X where this symptom is: Mark an X where this symptom is:
0 Front Back Right Left 9 Front Back Right Left
Name this symptom: Name this symptom:
When did symptom start? What does it feel like? When did symptom start? What does it feel like?

How did it start?

USharp QShooting
UDull QAching
UNumb UTingling
UBurning QStiffness
UOther

How frequently does it bother you?
QConstant ODaily OWeekly
OMonthly QlIntermitted
UErratic QOther

Does it Radiate down arms
or legs ?

What makes it better?
(example: certain time of day,
position, medication, ice/heat,
etc)

What makes it worse?
(example: certain time of day,
position, activities, etc.)

How are your day-to-day activi-
ties affected by this symptom?

Since onset, symptoms have:
Olncreased

ODecreased

ORemained the same
QErratic

QOther

How did it start?

USharp dShooting
WDull QAching
UNumb UTingling
WBurning UStiffness
WOther

How frequently does it bother you?
UConstant ODaily OWeekly
UMonthly Qlntermitted
WErratic QOther

What store bought or home
remedies have you tried?

Effect?

Other professional care:

Same or similar condition in
the past?

What makes it better?
(example: certain time of day,
position, medication, ice/heat,
etc)

What makes it worse?
(example: certain time of day,
position, activities, etc.)

How are your day-to-day activi-
ties affected by this symptom?

Does it Radiate down arms
or legs ?

Since onset, symptoms have:
Olncreased

QDecreased

URemained the same
QErratic

QOther

What store bought or home
remedies have you tried?

Effect?

Other professional care:

Same or similar condition in
the past?

Notes:

Notes:

bother you?
1 2 3 4 5

On a 1-10 scale, what low end/high end range does your symptom

7 8 9 10

On a 1-10 scale, what low end/high end range does your symptom

bother you?
1 2 3 4 5

6 7 8 9 10




Mark an X where this symptom is:

Mark an X where this symptom is:

How did it start?

USharp QShooting
UDull QAching
UNumb OTingling
UBurning QStiffness
UOther

How frequently does it bother you?
UConstant UDaily QWeekly
UMonthly Wlintermitted
UErratic QOther

What makes it better?
(example: certain time of day,
position, medication, ice/heat,
etc)

What makes it worse?
(example: certain time of day,
position, activities, etc.)

How are your day-to-day activi-
ties affected by this symptom?

Does it Radiate down arms
or legs ?

Since onset, symptoms have:
OlIncreased

UDecreased

URemained the same
WErratic

Other

How did it start?

Front Back Right Left Front Back Right Left
Name this symptom: Name this symptom:
When did symptom start? What does it feel like? When did symptom start? What does it feel like?

WSharp UShooting
UDull dAching
UNumb OTingling
UBurning QStiffness
QOther

How frequently does it bother you?
UConstant UDaily QWeekly
UMonthly Wlintermitted
UErratic QOther

What store bought or home
remedies have you tried?

Effect?

Other professional care:

Same or similar condition in
the past?

What makes it better?
(example: certain time of day,
position, medication, ice/heat,
etc)

What makes it worse?
(example: certain time of day,
position, activities, etc.)

How are your day-to-day activi-
ties affected by this symptom?

Does it Radiate down arms
or legs ?

Since onset, symptoms have:
QlIncreased

WDecreased

URemained the same
WErratic

W Other

What store bought or home
remedies have you tried?

Effect?

Other professional care:

Same or similar condition in
the past?

Notes:

Notes:

On a 1-10 scale, what low end/high end range does your symptom

bother you?
1 2 3 4 5

6 7 8 9 10

bother you?
1 2 3 4 5

On a 1-10 scale, what low end/high end range does your symptom

6 7 8 9 10
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