
Re-Evaluation/
Re-Exam Form

	

Updated History of Present Illness/Injury

Chief Complaint
Be sure to fill out this section as accurately as possible. Mark the area with the described sensation, using the appropriate symbols.

XXX	 Burning (BU)
(((	A ching Pain (AC)
000	P ins & Needles (PI)
- - -	N umbness (NU)
: : :	S harp Pains (SH)

Please rate your pain using the scale below:
If there is more than one area of discomfort, please rate the pain on a scale of 0 to 100 next to each area, with 0 being no pain and 100 
being intolerable pain.

Please Print

Name: _ ____________________________________________________________________  Date: ____________________________

Please answer the first four questions below using a pain scale

of 0-100 with 0 being no pain and 100 being the worst pain.
1. What is your pain level now? _________________________
2. What is your pain level most of the time? _______________
3. What is your pain level at its best? ____________________
4. What is your pain level at its worst? _ _________________

  Yes     No	D oes the pain interfere with your sleep? How many times do you wake up?_________________________________
  Yes     No	D oes weather affect your pain?_________________________________________________________________

Indicate your ability to perform the following activities. Please use these codes:
U - Unable	L  - Limited	P  - Painful	D  - Difficult	N - Normal	H  - Haven’t tried

 Lying on back	  Gripping	  Pushing	  Bending forward to brush teeth

 Lying on side w/knees bent	  Climbing	  Kneeling	  Standing more than one hour

 Turning over in bed	  Pulling	  Stooping	  Balancing

 Getting in/out of car	  Dressing Self	  Sitting at table	  Cough/Sneeze/Grunt

 Lying flat on stomach	  Sexual Activity	  Bending forward	       How? ___________________
 Reaching	  Sleeping	  Walking short	       Where?_ ________________

		D  istances

5. How often are you at a zero pain level?
a. At least once a day

b. Once a week

c. Once every other week

d. Once a month

e. More than once a week

f. Other _ _________________________________
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Have you had any problems with the following areas? (Please mark Y for Yes or N for No in each of the fol-
lowing:)

 Eyes	  Urinary	  Internal Organs

 Ears, Nose, Mouth, Throat	  Muscles	  Blood

 Heart	  Nerves	  Allergies

 Lungs/Breathing	  Skin	  Other_________________________
 Intestines	  Psychological	 _________________________________

Symptoms Update

Social Health History Update  No Change Since
     Last Evaluation

  No Change Since
     Last Evaluation

	I  stay at home most of the time because of the pain.
	I  change position frequently to try to decrease my pain.
	I  walk more slowly than usual because of the pain.
	 Because of my pain, I am not doing any jobs that I usually do around the house.
	 Because of my pain, I use a handrail to get upstairs.
	 Because of my pain, I lie down to rest more often.
	 Because of my pain, I have to hold on to something to get out of an easy chair.
	 Because of my pain, I try to get other people to do things for me.
	I  get dressed more slowly than usual because of my pain.
	I  only stand up for short periods of time because of my pain.
	 Because of the pain, I try not to bend or kneel down.
	I  find it difficult to get out of a chair because of the pain.
	I  have pain almost all of the time.
	I  find it difficult to turn over in bed because of the pain.
	 My appetite is not very good because of the pain.
	I  have trouble putting on my sock (stockings) because of the pain.
	I  can only walk short distances because of the pain.
	I  sleep less well because of the pain.
	 Because of the pain, I get dressed with the help of someone else.
	I  sit down for most of the day because of the pain.
	I  avoid heavy jobs around the house because of the pain.
	 Because of the pain, I am more irritable and bad tempered with people than usual.
	 Because of the pain, I go upstairs more slowly than usual.
	I  stay in bed most of the time because of the pain.



	O ccupation____________________________________________________ Hours Worked Per Week:_________

n Yes    n No	H ave you lost time from work as a result of this injury?
	I f Yes, dates:_ ______________________________________________________________________________

n Yes    n No	H ave you gone back to work? When? _ ___________________________________________________________
	I f Yes, what status of work:   n Modified    n Regular

	L ist restrictions you have been placed on: _________________________________________________________
	I f you have gone back to work, list activities that are:
	P ainful: ___________________________________________________________________________________
	D ifficult: __________________________________________________________________________________

n Yes    n No	A re you currently on disability (time loss), If Yes, do you want to go back to work doing your regular job?
	I f No, why not?:_____________________________________________________________________________

Work Status History Update
  No Change
  Normal Duties
  Alternative Work Sched.

Past Medical History Update

n Yes    n No	S ince you began treatment for this injury/injuries, have you had any accidents, illnesses, injuries, falls, surgeries, 
	 or hospitalizations? If Yes, please describe:________________________________________________________
	 __________________________________________________________________________________________

n Yes    n No	H ave you seen another health care provider for this or any other injury or illness? If Yes, please describe:
	 __________________________________________________________________________________________

n Yes    n No	D o you now take prescription drugs, over-the-counter drugs, vitamins, or supplements?

PRODUCT/DRUG REASON FREQUENCY DOSAGE HELPING?
1.
2.
3.

Family Health History Update

n Yes    n No	H as there been any change in the health of your blood relatives (mother, father, brothers, sisters, children) 
	 What?____________________________________________________________________________________
	 _________________________________________________________________________________________
	 _________________________________________________________________________________________
	 _________________________________________________________________________________________

  No Change Since
     Last Evaluation

  No Change Since
     Last Evaluation

Other concerns or complaints?


