
Demographics

Name michel michel

Date Of Birth 09-13-2017

Gender Male

Provider Name jackd jackd

Chief Complaint

Chief Complaint Left Hand/Upper Extremity

History of Present illness

What are your symptoms?

P-1 Dull Pain/Achiness-

Did you have an injury or did symptoms come about
slowly?

P-1 1-

How long has it been bothering you?

P-1 1-

When does it bother you?

P-1 With Certain Activities-

What makes the symptoms better or worse?

P-1 1-

What treatments have you had so far?

P-1 1-

Please explain your current injury or symptoms in
detail.
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Past Medical History

List your current or past medical problems; that is,
anything you take prescription or over the counter
medication for, or anything you see a physician or
specialist for

P-1 1-

Are you currently in a pain management program for
this problem or another chronic pain issue?

P-1 1-

Past Surgical History

List ALL surgeries you’ve had in the past

P-1 1-

Medication

List ALL current medications, both prescription and
over the counter, including vitamins and supplements.

P-1 1-
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Do you take NSAIDS (aspirin, Aleve, naproxen,
Motrin, ibuprofen or other anti-inflammatories not
including Tylenol)

P-1 No-

Can you take NSAIDS?

P-1 Yes-

Do you have a history of ulcers or kidney disease?

P-1 Yes-

Do you currently take a blood thinner?

P-1 Yes-

Allergies

(specifically are you allergic to any medication,
medical products, or IV contrast/dye)

P-1 1-

Social History

Do you use tobacco, alcohol or recreational drugs? If
so, what types and how much? (how many packs per
day do you smoke, how many drinks per day, etc)?

P-1 1-

Do you live alone?

P-1 Yes-

Are you employed?

P-1 Yes-

Are you pregnant?

P-1 Yes-

Family History

Do you have a first degree relative with any major
medical problems?

P-1 1-

Review of Systems

Is there deformity at the area of chief complaint (if yes,
explain)?

P-1 1-
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Is there redness, swelling or bruising at the area of
chief complaint (if yes, explain)?

P-1 1-

Do you have nausea, vomiting, fever, chills, diarrhea,
or other symptoms of a generalized illness or infection
(if no, explain)?

P-1 1-

Do you have full mobility of the body part/joint at the
area of chief complaint (if no, explain)?

P-1 1-

Is the skin in tact, is there scabbing, drainage or any
other skin changes at the area of chief complaint (if
yes, explain)?

P-1 1-

Do you have any feelings of instability at the area of
chief complaint (if no, explain)?

P-1 1-

Can you put your full weight on the area of chief
complaint (if yes, explain)?

P-1 1-

Physical Characteristics

Height(inches)

11

Weight(lbs)

11

Right Handed Or Left Handed

Right Handed

Video Exam

Video Exam (will be filled out by physician after review
of the patients video)

D-2 w-

Assessment
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Assessment (Will be filled out by physician after
review of the patients history and intake form and
review of the video)

D-2 w-

Recommendations

Recommendations (Will be filled out by physician after
review of the patients history and intake form and
review of the video)

D-2 w-
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