Chiropractic Patient Information Form rorm 18
Landmark Healthcare, Inc, 1750 Howe Ave., Suite 300
Sacramento, CA 95825

Practitioner last name
 TONYES

First name

WALTER E

M.l

License #
X-007e54

Phone #
(4S5 592 3224

Fax #

Patient to complete the following sections:

(EHE) 592 IH2E

Patient last name

First name

M., [ Daytime phone

-

Social security number

; ( )
Using a scale in which “0” is none (no
pain or symptoms) and “10” is severe
pain or symptom(s), circle the
Please list your reason(s) for | Date you | number that best reflects your
this visit or your condition(s) | first condition:
in order of iImportance: noticed: | ¥ none..... .to...... severe \V
1 01 2345 678 910
2 01 2345 678 910
3 01 2345 678 9 10
4 01 2345 678 9 10

|

Please check the box below that best
represents how much of the time you feel
pain or ycur symptem(s) for the listed

reason:

Q0-25% Q26-50%
00-25% 026-50%
Q0-25% 026-50%
Q0-25% 026-50%

051-75% 076-100%
Q51-75% 076-100%
051-75% Q76-100%
Q51-75% Q76-100%

For each of the reasons or conditions listed above, please mark how It happened:
1. ODeveloped over time  Qllliness  Qinjury
2. QDeveloped over time  Qllliness  Qinjury
3. UDeveloped over time Qlliness  Qinjury
4. QDeveloped over time Qlliness  Qinjury

OAuto accident QOther
OAuto accident QOther
QAuto accident QOther
QAuto accident Other

Q | don't know
Q I don’t know
Q | don't know
Q | don't know

For each reason listed above, please check If it is better or worse with any of the following:

or pain on the figures
to the right using
the symbol that
best describes
the feeling:

+++ Sharp or stabbing
000 Pins and needles
vwv  Dull or aching
/11 Numbness

HEAT COLD REST ACTIVITY OTHER (please describe on line below)
better worse better worse better worse better worse  better worse
Reason 1 a (] Q Q Q (] Q a Q (A
Reason 2 Q Q Q Q a a a a Qa 18]
Reason 3 a a 0 Qa Q Q Q a Q (A
Reason 4 Q a Q Q a a a a a (2
Please mark the areas of discomfort Please check the box that best describes

whether your pain or symptom(s) limit normal
activities:

Activity
Lifting
Bending
Standing
Walking
Sitting

Climbing stairs

Running

Resting in bed
Intercourse
Computer worlk/typiny)
Normal work
Household activities

- Recreational activitie 3
Other (list below) -

normal

BGDUUBDDDDGDGDE

- somewhat Severely
limited limited

000DDDCOOCOOODD

OopDop0DOoOCO0D0000D0D

a. During what time of the day do you feel worse?

b. Doyousleepwell? [ Yes @No

What are your normal sleeping hours? __

to

-Please Continue on Page 2-








