
Name:______________________________Date:_______________





















Are you s2ll receiving treatment?     Yes      No  

Are you under a Doctor’s care for any other condi2on(s)?         Yes         No	










	

	
 








_________________________________________  ___________________________________________

_________________________________________  ___________________________________________

_________________________________________  ___________________________________________

_________________________________________  ___________________________________________

_________________________________________  ___________________________________________



Jan
Underline



	



	



Have you ever had any serious falls or strains?         Yes 	         No		 (If yes, please explain)







Indicate on the figure below where you

are experiencing pain or discomfort:

	 	 	 	 	 	 	 	 Check all that apply:   







	






































	
















Rank the following from 1 to 4:     1 – none;      2 – light;      3 - moderate;  4 - heavy	

	
	

_____   Soft Drinks






	




