
Clinical History for Today’s Exam:

Name: Today’s Date:

When did your pain start? Date of Injury:

What were the circumstances of the onset of your pain?
(ie: auto accident = give details, work injury = what happened?)

What has changed since the date of onset or since your last visit?

Please list any surgeries you have had.

What question are we trying to answer for you today?

Indicate on the picture below the area that hurts.
Please be as specific as possible.
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