[~
&ﬁ Integrated Re-EvALuATION/

Pain Solutions
Re-Exam Form

827 Cormier Road, Green Bay, WI 54304-4706
N2120 County Road S, Antigo, WI 54409

PLEASE PRINT
NAME: DATE:

UprpATED 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)

((( AcHing Pain (AC)
000 Pins & NeepLEs (PI)
---  Numeness (NU)

111 SHARP 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 O To 100 NEXT TO EACH AREA, WITH O BEING NO PAIN AND 100
BEING INTOLERABLE PAIN.
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PAIN SCALE INTOLERABLE
PLEASE ANSWER THE FIRST FOUR QUESTIONS BELOW USING A PAIN SCALE 5. How OFTEN ARE YOU AT A ZERO PAIN LEVEL?
oF 0-100 witH O BEING NO PAIN AND 100 BEING THE WORST PAIN. A. AT LEAST ONCE A DAY
1. WHAT IS YOUR PAIN LEVEL NOW? B. ONCE A WEEK
c. ONCE EVERY OTHER WEEK
2. WHAT IS YOUR PAIN LEVEL MOST OF THE TIME?
D. ONCE A MONTH

3. WHAT IS YOUR PAIN LEVEL AT ITS BEST? £. MORE THAN ONCE A WEEK
4. \WHAT IS YOUR PAIN LEVEL AT ITS WORST? F. OTHER
O Yes O No DOES THE PAIN INTERFERE WITH YOUR SLEEP? HOW MANY TIMES DO YOU WAKE UP?
O Yes O No DOoES WEATHER AFFECT YOUR PAIN?
INDICATE YOUR ABILITY TO PERFORM THE FOLLOWING ACTIVITIES. PLEASE USE THESE CODES:
U - UNABLE L - LimiTeED P - PAINFuL D - DiFFicuLT N- NoRMAL H - HAVEN'T TRIED
[ Lving oN BACK ] GripPING ] Pushing [ ] BENDING FORWARD TO BRUSH TEETH
I LvING ON SIDE W/KNEES BENT ] Cumsing [ ] KNEELING [] STANDING MORE THAN ONE HOUR
] TURNING OVER IN BED I PuLLing ] StoorinG ] BaLaNCING
] GETTING IN/OUT OF CAR [ ] DressING SELF ] SiTTING AT TABLE ] CouGH/SNEEZE/GRUNT
I LYING FLAT ON STOMACH [ SexuaL AcTiviTy ] BENDING FORWARD How?
] ReacHinG ] SLeerinG ] WALKING SHORT WHERE?

DisTANCES




| STAY AT HOME MOST OF THE TIME BECAUSE OF THE PAIN.

| CHANGE POSITION FREQUENTLY TO TRY TO DECREASE MY PAIN.

| WALK MORE SLOWLY THAN USUAL BECAUSE OF THE PAIN.

BECAUSE OF MY PAIN, | AM NOT DOING ANY JOBS THAT | USUALLY DO AROUND THE HOUSE.
BECAUSE OF MY PAIN, | USE A HANDRAIL TO GET UPSTAIRS.

BECAUSE OF MY PAIN, | LIE DOWN TO REST MORE OFTEN.

BECAUSE OF MY PAIN, | HAVE TO HOLD ON TO SOMETHING TO GET OUT OF AN EASY CHAIR.
BECAUSE OF MY PAIN, | TRY TO GET OTHER PEOPLE TO DO THINGS FOR ME.

| GET DRESSED MORE SLOWLY THAN USUAL BECAUSE OF MY PAIN.

| ONLY STAND UP FOR SHORT PERIODS OF TIME BECAUSE OF MY PAIN.

BECAUSE OF THE PAIN, | TRY NOT TO BEND OR KNEEL DOWN.

| FIND IT DIFFICULT TO GET OUT OF A CHAIR BECAUSE OF THE PAIN.

| HAVE PAIN ALMOST ALL OF THE TIME.

| FIND IT DIFFICULT TO TURN OVER IN BED BECAUSE OF THE PAIN.

My APPETITE IS NOT VERY GOOD BECAUSE OF THE PAIN.

| HAVE TROUBLE PUTTING ON MY SOCK (STOCKINGS) BECAUSE OF THE PAIN.

| CAN ONLY WALK SHORT DISTANCES BECAUSE OF THE PAIN.

| SLEEP LESS WELL BECAUSE OF THE PAIN.

BECAUSE OF THE PAIN, | GET DRESSED WITH THE HELP OF SOMEONE ELSE.

| SIT DOWN FOR MOST OF THE DAY BECAUSE OF THE PAIN.

| AVOID HEAVY JOBS AROUND THE HOUSE BECAUSE OF THE PAIN.

BECAUSE OF THE PAIN, | AM MORE IRRITABLE AND BAD TEMPERED WITH PEOPLE THAN USUAL.
BECAUSE OF THE PAIN, | GO UPSTAIRS MORE SLOWLY THAN USUAL.

| STAY IN BED MOST OF THE TIME BECAUSE OF THE PAIN.

N

O No CHANGE SINCE

LAsT EVALUATION SociaL HeaLTH HisTory UPDATE

Work Hours PER WEEK: RECREATIONAL ACTIVITIES (HOBBIES):
OYes O No Do You CommuTE TO WORK? How Far?
O Yes ONo Do You Exercise? TiMes PER
JYes [ONo  ARre YOU A SMOKER? Packs Per Day?
dYes [ONo Do You ConsuMme CAFFEINE? How MucH Per Day?
OYes [ONo Do You ConsuMeE ALCOHOL? GLasses PER Day / WEEK?

[0 No CHANGE SINCE HAVE YOU HAD ANY PROBLEMS WITH THE FOLLOWING AREAS? (PLEASE MARK Y FOR YES OR N FOR NO IN EACH OF THE FOL-
LasT EVALUATION ~ LOWING:)

[ JEves ] URiNARY [ INTERNAL ORGANS
[ ] Ears, Nosg, MouTH, THROAT [ ] MusctLes 1 BLoop

I HearT [ ] Nerves [T ALLERGIES

[ ] LuNGS/BREATHING [ skin ] OTHeR

[ INTESTINES [ PsvcHoLoaIcAL

SymptToms UPDATE

CHECK SYMPTOMS THAT HAVE BECOME APPARENT!

21, O SLEeriNG TROUBLE  32. (0 HEADACHE
1. [] NERvVOUSNESS 11. O Lo0s$ OF BALANCE 22, O TOE NUMBNESS 33. O FAINTING
2. [0 NECK PAIN/STIFFNESS 12. O Loss OF SMELL 23. O FINGER NUMBNESS 34. [ ANXIETY
3. 0 Mip Back PAIN 13. [0 Loss OF TAsTE 24, 1 CoLb HANDS 35. O SEIZURES
4. [1 Low BACK PAIN 14. [ Loss OF MEMORY 25. O CoLD FEET 36. O VISUAL DISTURBANCES
5. [ EvEs SENSITIVE TO LIGHT  15. [ PINS & NEEDLES - ARMS 26. O CHEST PAIN 37. [0 FORGETFULNESS
6. [0 PaIN BEHIND EYES 16. O PINS & NEEDLES - LEGS 27. O CONSTIPATION 38. (O BLURRED VISION
7. O DizziNess 17. 0 SHORTNESS OF BREATH 28. [0 DiIARRHEA 39. [ DoOUBLE VISION
8. O ColLD SWEATS 18. [0 HEAD SEEMS TOO HEAVY 29. O FanGue 40. (O CONFUSED
9. 3 Face FLUSHED 19. O [RRMABILITY 30. O TensioN 41. (O DISORIENTED
10. O RINGING/BUZZING EARS 20, O DePRESSION 31. O Fever 42, O OTHeR




O No CHANGE

[0 NormAL DuTiEs WoRk StaTUS HisTORY UPDATE
[0 ALTERNATIVE WORK SCHED.
OccuPATION Hours WoRrkeD PErR WEEK:
OYes [No HAVE YOU LOST TIME FROM WORK AS A RESULT OF THIS INJURY?
IF YES, DATES:
OYes [No HAVE You GONE BACK TO WORK? VWHEN?

IF YES, WHAT STATUS oF work: []MobirFiep [JRecuLArR
LIST RESTRICTIONS YOU HAVE BEEN PLACED ON:

IF YOU HAVE GONE BACK TO WORK, LIST ACTIVITIES THAT ARE:

PAINFUL:

DiFFicuLT:

OYes [No ARE YOU CURRENTLY ON DISABILITY (TIME LOSS), IF YES, DO YOU WANT TO GO BACK TO WORK DOING YOUR REGULAR JOB?
IF No, wHY NOT?:

00 No CHANGE SINCE Past MepicaL History UPDATE
LAsTt EVALUATION

OYes [No SINCE YOU BEGAN TREATMENT FOR THIS INJURY/INJURIES, HAVE YOU HAD ANY ACCIDENTS, ILLNESSES, INJURIES, FALLS, SURGERIES,
OR HOSPITALIZATIONS? IF YES, PLEASE DESCRIBE:

DYES D NO HAVE YOU SEEN ANOTHER HEALTH CARE PROVIDER FOR THIS OR ANY OTHER INJURY OR ILLNESS? |F YES, PLEASE DESCRIBE:
OYes [No Do YOu NOW TAKE PRESCRIPTION DRUGS, OVER-THE-COUNTER DRUGS, VITAMINS, OR SUPPLEMENTS?
PRODUCT/DRUG REASON FREQUENCY | DOSAGE HELPING?
1.
2.
3.
O No CHANGE SINCE
LAst EVALUATION FamiLY HEALTH HisToRY UPDATE
DYES D NO HAS THERE BEEN ANY CHANGE IN THE HEALTH OF YOUR BLOOD RELATIVES (MOTHER, FATHER, BROTHERS, SISTERS, CHILDREN)
WHAT?

OTHER CONCERNS OR COMPLAINTS?

MY SIGNATURE IS AN ACKNOWLEDGEMENT THAT ALL OF THE ABOVE STATEMENTS ARE TRUE. | HEREBY AUTHORIZE THE DOCTOR TO EXAMINE AND TREAT MY
CONDITION AS HE/SHE DEEMS APPROPRIATE THROUGH THE USE OF CHIROPRACTIC HEALTH CARE, AND | GIVE AUTHORITY FOR THESE PROCEDURES TO BE
PERFORMED.

PATIENT SIGNATURE: DATE:

PARENT/GUARDIAN/LEGAL REPRESENTATIVE SIGNATURE: DATE:

D.C./C.A. SIGNATURE: DATE:




