
HEALTH QUESTIONNAIRE

Patient Name: __________________________________ Date of Birth: _____________

 Male Female  Level of Pain:     0    1  2   3 4  5  6 7 8 9 10

(no pain) (max pain)

Please list 3 important activities that you are unable to do or having difficulty with as a result of your problem:

1.______________________________________________________________________________________________

2.______________________________________________________________________________________________

3.______________________________________________________________________________________________

Previous Injuries:  
___________________________________________________________________________________

________________________________________________________________________________________

Current or Past Surgeries:

______________________________________________________________________________________

________________________________________________________________________________________

Signature: _____________________________________ Date _______________________________________

escribe your pain as: ull ching harp urning

Does your pain awaken you at night?

Are you allergic to Latex?  


