
 

When did the pain start?_________________________________________________________________ 

Was there any trauma or injury associated with the pain?______________________________________ 

_____________________________________________________________________________________ 

What movement or activities worsen the pain? (Ex: sitting, walking)______________________________ 

_____________________________________________________________________________________ 

What improves the pain?(Ex: heat, ice, laying, meds)__________________________________________ 

_____________________________________________________________________________________ 

What medications have you tried?_________________________________________________________ 

_____________________________________________________________________________________ 

Have you tried any procedures or treatments for the pain?(Ex: injection/surgery/acupuncture)________ 

_____________________________________________________________________________________ 

 


