New Patient Visit Assessment		Chart#_________

Is your pain/symptom(s):
Constant	 Intermittent	    Present only with activity
When is/are your pain/symptom(s) worse:
Morning       Afternoon       Evening       Night       Follows no pattern
Please select the item that BEST describes your pain/symptom level WITHOUT treatment:
0     1     2     3     4     5     6     7     8     9     10     Mild     Moderate     Severe     Extreme
Please select the item that BEST describes your pain/symptom level WITH treatment:
0     1     2     3     4     5     6     7     8     9     10     Mild     Moderate     Severe     Extreme     N/A
Please circle the words that BEST describe your pain/symptoms:
Burning     Dull     Sharp     Shooting     Throbbing     Aching     Electrical     Other___________
Does the pain/symptom radiate?
No      Yes      N/A    If yes, where?____________________________________________________
What makes the pain/symptoms worse?
Lifting   Bending   Standing   Sitting   Pushing   Pulling   Weather changes   Grasping   Eating
Deep breathing   Coughing   Sneezing   Working   Driving   Head turning   Other___________
What makes the pain/symptoms better?
Exercise   Heat   Ice   Massage   Rest   Medications   injections   TENS unit  Brace   
Other _____________________________________________________________________
What activities are HARDER to do because of your pain/symptoms?
Standing   Bathing   Caregiving   Climbing stairs   Grocery shopping   Housework   
Getting dressed   Driving   Yardwork   Sitting   Hobbies   Walking   Working   Sleeping
Other_______________________________________________________________________
Have you had any falls in the last year?
Yes     No
