[image: ]Health History and Questionnaire 

													
Patient Name: ______________________________________
History of problem for which you’re being seen:
	Reason for exam:_______________________________________________________________
	Type of injury:  [image: ]    Job  [image: ]   Accident   [image: ] Sports injury  [image: ] Other ______________________
	Date of injury:________________
	Do you have cancer? [image: ] Yes   [image: ] No 	Cancer Type/Stage:__________________________
	On the diagram below put an “x” where it hurts the most; check all items that apply 												
[image: ]
[image: ]
Prior imaging, check all items that apply:
[image: ] 

PET
Initial Staging              YES    NO
Subsequent Staging   YES    NO 
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Rate your pain by circling the one number that best describes your pain at its worst:
0 1 2 3 a4 5 6 7 8 [e) 10
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Do you have the following?:

Weakness in your:
Numbness in your:

New or recurrent problems with bowel or bladder control?
Change in pain with cough/sneeze/bowel movements?
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