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CONFIDENTIAL PATIENT CASE HISTORY

Name:______________________________________________________  Date:                                                      

Address:____________________________________________________________________________________
Residence and Mailing City  Province/State Postal Code/Zip

Cellular Telephone Number: ____________________ Home Telephone Number: ___________________________

Email:                                                                        Birth date:                                   Biological sex: ___________

Occupation:                                           Employed by:_________________________________________________

Do you have insurance benefits?  □Yes  □No   Company: ___________________________________________

Have you ever had custom orthotics? □Yes  □No

Medical Doctor’s name and phone number:_________________________________________________________

Whom may we thank for referring you to our office?__________________________________________________

YOUR HEALTH PROFILE

Please briefly describe the chief area of complaint, including the effect it has had on your life, when you first noticed it, and 

how it originally occurred.

                                                                                                                                                                                                         _____________________________________________________________________________________________________

___________________________________________________________________________________________

Indicate where you feel your symptoms on the diagram below:

Check the boxes that describe what you are feeling:

 Dull  Sharp Numbing  Throbbing □Tingling Aching Burning Stabbing Cramping □Cutting

□Stiff □Spasms □Stinging □Shooting □Pounding □Constricting □ Other:                                             

When did it start?                                                                         It is: About the Same Getting Better Getting Worse

What makes it worse?____________________________________________________________________________________

How frequent is the complaint?          Constant      Daily        Intermittent    Night Only   Other:_________________

How long does it last?           All day             A Few Hours        Minutes  Seconds

Is there anything you can do to relieve the problem?    Yes   No   If yes describe:                                                                 

It Interferes with: Work Sleep Walking Sitting Hobbies Leisure

DD / MMM / YYYY
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Name:                                                                                          

Please indicate your level of pain/discomfort below by checking a number/circling a word:

 0  1  2  3  4  5  6   7  8  9  10
Normal Mild Moderate Severe Excruciating

*If your pain varies or you have multiple areas of pain at different levels, inform the doctor.


	page0_field1: 
	page0_field2: 
	page0_field3: 
	page0_field4: 
	page0_field5: 
	page0_field6: 
	page0_field7: 
	page0_field8: 
	page0_field9: 
	page0_field10: 
	page0_field11: Off
	page0_field12: Off
	page0_field13: 
	page0_field14: Off
	page0_field15: Off
	page0_field16: 
	page0_field17: 
	page0_field18: 
	page0_field19: 
	page0_field20: Off
	page0_field21: Off
	page0_field22: Off
	page0_field23: Off
	page0_field24: Off
	page0_field25: Off
	page0_field26: Off
	page0_field27: Off
	page0_field28: Off
	page0_field29: Off
	page0_field30: Off
	page0_field31: Off
	page0_field32: Off
	page0_field33: Off
	page0_field34: Off
	page0_field35: Off
	page0_field36: Off
	page0_field37: 
	page0_field38: 
	page0_field39: Off
	page0_field40: Off
	page0_field41: 
	page0_field42: 
	page0_field43: Off
	page0_field44: Off
	page0_field45: Off
	page0_field46: Off
	page0_field48: Off
	page0_field49: Off
	page0_field50: Off
	page0_field51: Off
	page0_field52: 
	page0_field53: Off
	page0_field54: Off
	page0_field55: Off
	page0_field56: Off
	page0_field57: Off
	page0_field58: Off
	page0_field59: Off
	page0_field60: Off
	page1_field1: 
	page1_field2: Off
	page1_field3: Off
	page1_field4: Off
	page1_field5: Off
	page1_field6: Off
	page1_field7: Off
	page1_field8: Off
	page1_field9: Off
	page1_field10: Off
	page1_field11: Off
	page1_field12: Off


