William James Brooks, DO

Board Certified - Osteopathic Manipulative Medicine

Restorative Care of Musculoskeletal Pain Syndromes and Headache

Please review the entire form prior to answering. Thank you!

NAME

DATE OF BI RTH

ADDRESS

PHONE ( Hone)

(Vor k)

REFERRED BY

MARI TAL STATUS:

EDUCATI ON (Degree or |ast grade conpl et ed)

SPOUSE and CHI LDREN: Name, Age,

M S W D

VET STATUS: Y N

Gender, Health Status

DI SABLED? Si nce?

I ncone Source(s)

Sufficient for needs

Handed:

CURRENT EXERCI SE PROGRAM

Right = Left __ Both __

Descri be

HEALTH MAI NTENANCE

PRI MARY CARE DOCTOR

Year of |ast physical exam

Wonen: pap & pelvic exam

rectal exam Men:

breast exam

geni tal exam

HABI TS Never ? How nuch? For how | ong? Quit date?
Caf f ei ne Tobacco
Al cohol Street Drugs
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Name Date of Birth

PAI' N

Location/Quality Please mark, using the indicated symbol, the area(s) of your body where you experience the
following: [dull, aching - cooo] [burning - vwwv]  [sharp, stabbing - ////] [tingling, pins & needles - zzzZ]
[tiff, tight - ++++] [numb - xxxx] [spasm - sss5| [throbbing - ####] [pressure - ****] [heat - hhhh] [cold -
ccec]. Please use arrowsto indicate symptomsthat radiate. Please circle AND assign a number to each region
of symptoms. Please use these numbers when answering subsequent questions to indicate the region to

which you arereferring.

1
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A%

Date of Birth

Intensity For each region,

usual

Regi on #1 None

pl ease place an “0”

ntensity of pain and an

Regi on #2 None

Regi on #3 None

Regi on #4 None

Regi on #5 None

Regi on #6 None

Regi on #7 None
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to indicate the intensity of a flare.

Wor st

Wor st

Wor st

Wor st

Wor st

Wor st

Wor st

through the Iine to indicate the

Possi bl e
Possi bl e
Possi bl e
Possi bl e
Possi bl e
Possi bl e

Possi bl e

3



Name Date of Birth

CHRONOLOGY/ CAUSATI ON

VWhen did the present episode of pain begin? Wat caused it? Sudden or gradua

onset? Has it inproved, progressively worsened, or remain unchanged?

If you have an attorney helping you wth a personal injury or workmn's

conpensation claim please indicate their nane & phone #.

Is the current pain constant or intermittent? |If the pain is intermttent, for

how |l ong does it last and how frequently does it occur?

Is there a tine of day/week/nmonth/year when it is typically better/worse?

If this episode is not the first tine in your life that you have experienced this

or simlar pain, when was? Sudden or gradual onset? Describe in detail what
caused the pain the first time and whether the pain resolved, partially inproved,

or persisted.

I MPACT

As a result of pain have you been unable to work or had to change jobs? |Is your

job still available to you? Explain.

As a result of pain have you been unable to engage or been limted in self-care

househol d chores, sexual relations, social/leisure/athletic activities? Describe.

Do you have trouble with falling? Describe.
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Date of Birth

PROVOCATI ON

Use nunmbers t hat

The followi ng nake the pain:

Post ures

Lyi ng on back
Lyi ng face down
Lying on right side
Lying on left side
Sitting in a straight chair
Sitting in an easy chair
Standing still

Activities
Bendi ng neck forward
Bendi ng neck backward
Bendi ng neck to the right
Bendi ng neck to the left
Twi sting neck to the right
Twi sting neck to the left
Bendi ng back forward
Bendi ng back backward
Bendi ng back to the right
Bendi ng back to the left
Twi sting back to the right
Twi sting back to the left
Standing up fromsitting
Br eat hi ng
Laughi ng
Lifting

Chewi ng
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Better

Wr se

RELI EF

I f worse,

reference regions of pain!

how long is tol erable




Swal | owi ng
Sexual | ntercourse
Driving
Val ki ng
Cinbing stairs
Descendi ng stairs
Ref | exes
Bowel novenent
Urination
Coughi ng
Sneezi ng
Gaggi ng
Vom ting
Orgasm
Treat ment s

Traction
Heat
Col d
Stretching
Massage
I nj ections
Heel lifts/orthotics
Bite applications

Q her
Fati gue
Enoti onal stress

Menst ruati on
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Better

Wor se

I f worse,

how long is tol erable




Name Date of Birth

Descri be how exercise has altered your synptons?

Have you ever experienced joint manipulation or “adjustnments” - from whon? when,

why, results?

CONCURRENT or RECENT SYMPTOMS Expl ai n; noting the cause.

Sl eep: do you have trouble falling asleep? Staying sleep?

Mood/ Ener gy

Thi nki ng/ Menory/ Di zzi ness/ Fai nt ness

Eyes/ Vi sual

Ear s/ Heari ng

Lungs/ Respiration

Nasal / Si nus/ Snel

Mout h/ Dent al / Tast e/ Thr oat / Swal | owi ng/ Speech

Abdonen/ Di gesti on/ Rectunf El'i mi nati on

Heart/ Circul ati on

Genitalial/Uination/Sexual function/Breasts/ Menstruation

Extreme hunger/thirst or intolerance of heat/cold

Wei ght gain/loss — explain

Ski n/ Hair/ G her
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Name Date of Birth

I NVESTI GATI ONS

List the physicians/dentists/therapists with whom you have consulted regarding

your pain.

Have you been told that you nust learn to live with your pain? By whon?

If any of the follow ng have been performed to investigate your pain, indicate
what region and results:

X-rays

CT scan

MRl scan

Bone scan

Art hrogram

Myel ogr am

Di scogram

EMG (el ectromyogram

EEG (el ectroencephal ogram

Neur opsych eval uation

FAM LY HI STORY

Do any diseases tend to “run in your famly?

Do ot her nmenbers of your fanm |y have significant problenms with pain?

Is there or has there been any incidence of physical, sexual, and/or substance
(drugs, alcohol, nicotine, caffeine, food) abuse in your fam|ly?

ALLERGIESand INTOLERANCESto MEDICATIONS
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Name Date of Birth

CURRENT MEDICATIONS

Include birth control pills, non-prescription nedicine, & nutritional supplenents.
Li st name, ampunt, and tin ng.

LIFETIME TRAUMA HISTORY

Please |ist ALL motor vehicle accidents: when, driver or passenger, nature of
collision, wearing seatbelt/shoul der harness, headrest properly positioned, did
any part of your body inpact the car, onset of synptons, diagnosis, treatnent,
resolution of synptons? List ALL work injuries: when, nature of injury, onset of
synptonms, diagnosis, treatment, resolution of synptons? List ALL major falls:
onto which area(s) of your body and what synptons resulted. List ALL fractures
(include nose, fingers, toes): which area of your body & when & how they
occurred. List ALL sprains/strains describing which area of your body & when & how
they occurred. List ALL alterations of consciousness (“knocked out”, “dazed”,
“bell rung”) from physical forces: whi ch year & cause. Have you had "the w nd
knocked out of you"? Describe which year & cause. Did or do you participate in

contact sports?
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Name Date of Birth

SURGICAL & ILLNESS HISTORY When? Why?

Eyes/ Ears

Nose/ Si nus/ Mout h/ Thr oat

Dental : Wsdonms extracted — When? Why?

Braces — \Wen? Dent ur es?

Bri dges? O her?

Lungs/ Heart/Circul ation

Abdonen/ Rect um

Pel vis/ Genitalia

# of Pregnanci es Births C-sections

Epi si ot oni es M scarrages Abortions

Neur ol ogi cal

Psychol ogi cal

Muscul oskel etal (other than trauma rel ated)

Ski n/ Hai r

d andul ar/ O her

Patient’s Signature Dat e

Physician’s Signature Dat e

The drawi ngs on pages 3 & 4 are reproductions from Mofascial Pain and Dysfunction - The Trigger

Poi nt _Manual by Janet Travell, MD and David Sinmons, MD. Volume One. pp. 47 -49. WIllianms and
Wl kins. Baltinmore/lLondon. 1983.
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