Patient Name: ____________________________



Date: _______________

CHIEF COMPLAINT – HPI FORM

MECHANISM OF ONSET: Before you began to suffer with this problem, was there an earlier accident, injury, or condition that may or may have been directly related to this problem? (Example: fall, auto injury, sports trauma, repetitive motion on the job) _____________________________________
SYMPTOMS: When this problem is at its’ worst, please explain in your words how exactly it feels? 
__________________________________________________________________________________
QUALITY:

( Burning    ( Diffuse    ( Dull / Aching    ( Localized    ( Sharp    ( Shooting    ( Stabbing    
( Tingling    ( Radiating    ( Other: _________

TIMING:

( Worse AM    ( Worse PM   ( Worse with activity    ( Intermittent    ( Constant  ( Worse at night

How often do you find yourself suffering from this problem? __________________________________ 
How long does the problem last? (Provide all details on timing) ________________________________ DAILY ACTIVITIES:

Carrying Groceries
   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Sit to Stand

   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Climbing Stairs
   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Pet Care

   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Driving

   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Extended Computer Use( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Household Chores
   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Lifting Children
   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Reading/Concentration  ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Bathing

   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Dressing

   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Shaving

   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Sexual Activities
   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Sleep


   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Static Sitting

   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Static Standing
   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Yard work

   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

Walking

   ( No Effect    ( Painful (can do)    ( Painful (limits)    ( Unable to Perform

MEDICATIONS: What medications are you currently taking and for what conditions?

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

RECREATIONAL ACTIVITY:

_________________________ ( No Effect ( Painful (can do) ( Painful (limits) ( Unable to Perform

_________________________ ( No Effect ( Painful (can do) ( Painful (limits) ( Unable to Perform

_________________________ ( No Effect ( Painful (can do) ( Painful (limits) ( Unable to Perform

On a scale of 1 to 10 with 10 being the highest, rate your commitment to getting rid of the problem? __________________________________________________________________________
Please specify any concerns that could interfere with your commitment (example: time, transportation, other) ________________________________________________________________
