MP FOLLOW UP VISIT DR FADAVI DR KING Date

Name DOB

What is the reason for your visit today?

1.- Since my last visit [ am: BETTER| |SAME| |WORSE

2.- What has been your average pain level since your last visit?

(No pain) OOOOO O OO OOQO) worst pain imaginable)

3.- What has your level of function been since your last visit?

( Bed riddenmoo O O OOO (unrestricted activities)

3.- My pain is (circle all that apply) onstant ermittent ching Cramping ull sharp
burning pressure-like throbbing tingling pins and needles numbness

4.- Since your last visit have you had any of the following? Physical therapy = Home-PT =~ TENS  Traction
Chiropractor MRI CT EMG Injections Surgery

5.- Please list your current pain medication:
Medication Strength Frequency

6.- Any side effects from the medication? Please list:

7.- Any new medical issues? Allergies?

8.- Have there been any changes in your social or family history? (employment, tobacco use, marital status, etc.)

9.- Where is your pain? Circle below:

Circle if you have experienced one or more of the
following:

m [_IFever — {_Lkplained weight loss/gain - J;Lue
/ [ Chest pain- ﬁitations - e tightness
o = [_IShortness of breath- [__}gh-[__Jeezing
[ ]Low back pain- [} pain- [ ht pain-m[_Je
) 1A aches- [ Jscle spasms,
A s e [__}h- hairor[__]changes [ | lesions
- o [y bruising- [__ly bleeding
-, e [_hdache- se]__Jes- I{__pfbalance, [__Jkness -

T ti__hg —[__hbness
“ e e e [_Ivousness —{ _kty - d__Ppssion—

[_Pidal thoughts - [ hcinations If_hnia
o [Jsea—v[__}ing-t[ _Jing-{_ Jhea-{__Jipation
\\ / e [_luent urination- bu[__|g urination {_pntinence
/ [ Jble voiding

“W S\
10.- Are you considering harming yourself or harming others? ks [

HT: WT: BP: TEMP: P: Patient’s signature




	Date: 
	Name: 
	DOB: 
	Check Box 1: Off
	Check Box 2: Off
	Check Box 3: Off
	Check Box 4: Off
	What is the reason for your visit today?: 
	Check Box 5: Off
	Check Box 6: Off
	Check Box 7: Off
	Group20: Off
	Group21: Off
	Check Box 8: Off
	Check Box 9: Off
	Check Box 10: Off
	Check Box 11: Off
	Check Box 12: Off
	Check Box 13: Off
	Check Box 14: Off
	Check Box 15: Off
	Check Box 16: Off
	Check Box 17: Off
	Check Box 18: Off
	Check Box 19: Off
	Since your last visit have you had any of the following?: 
	Medication 1, Strength, Frequency: 
	Medication 2, Strength, Frequency: 
	Medication 3, Strength, Frequency: 
	Any side effects from the medication? Please list: 
	Any new medical issues? Allergies?: 
	Have there been any changes in your social or family history? (employment, tobacco use, marital status, etc: 
	): 

	Check Box 20: Off
	Check Box 21: Off
	Check Box 22: Off
	Check Box 23: Off
	Check Box 25: Off
	Check Box 26: Off
	Check Box 27: Off
	Check Box 24: Off
	Check Box 28: Off
	Check Box 29: Off
	Check Box 30: Off
	Check Box 31: Off
	Check Box 32: Off
	Check Box 33: Off
	Check Box 34: Off
	Check Box 35: Off
	Check Box 36: Off
	Check Box 37: Off
	Check Box 38: Off
	Check Box 39: Off
	Check Box 40: Off
	Check Box 41: Off
	Check Box 42: Off
	Check Box 43: Off
	Check Box 44: Off
	Check Box 45: Off
	Check Box 46: Off
	Check Box 47: Off
	Check Box 48: Off
	Check Box 49: Off
	Check Box 50: Off
	Check Box 51: Off
	Check Box 52: Off
	Check Box 53: Off
	Check Box 54: Off
	Check Box 55: Off
	Check Box 56: Off
	Check Box 57: Off
	Check Box 58: Off
	Check Box 59: Off
	Check Box 60: Off
	Check Box 61: Off
	Check Box 62: Off
	Check Box 63: Off
	Check Box 64: Off
	Check Box 65: Off
	Check Box 66: Off
	Check Box 67: Off
	Check Box 68: Off
	Check Box 69: Off
	Check Box 70: Off
	Check Box 71: Off
	Check Box 72: Off
	Check Box 73: Off
	Check Box 74: Off
	Check Box 75: Off
	Check Box 76: Off
	Check Box 77: Off
	Check Box 78: Off
	Check Box 79: Off
	Check Box 80: Off
	Check Box 81: Off
	Check Box 82: Off
	Check Box 83: Off
	Check Box 84: Off
	Check Box 85: Off
	Check Box 86: Off
	Check Box 87: Off
	Check Box 88: Off
	Height: 
	Weight: 
	Blood Pressure: 
	Temperature: 
	Pulse: 
	Patient's Signature: 


