Circle Chiropractic Center
9526-B Lee Hwy / Fairfax, VA 22031

www.CircleChiropracticCenter.com

PHONE: (703) 385 - 2990     FAX (703) 385 - 1657

	EVALUATION AND EXAM - PATIENT REPORT

	NAME
	
	TODAY'S DATE
	
	AGE
	

	
	
	
	
	
	

	DO YOU SMOKE?

	( No, Never
( Not any more


	( Yes, Daily
( Yes, Sometimes


	( Trying to quit

	
	
	PAIN SCALE
Please circle the number that best describes your pain.
0   1   2   3   4   5   6   7   8   9   10

	MEDICATIONS & SUPPLEMENTS
	
	ALLERGIES
	
	
	

	
	( None          ( See attached list
	
	( None          ( See attached list

	
	1.)
	
	1.)

	
	2.)
	
	2.)

	
	3.)
	
	3.)

	
	
	
	
	
	
	
	

	ILLNESS OR INJURY (In the last year)
	
	SURGERIES/HOSPITALIZATIONS

	
	( None          ( See attached list
	
	( None          ( See attached list

	
	1.)
	
	1.)

	
	2.)
	
	2.)

	
	3.)
	
	3.)

	
	
	
	
	
	
	
	

	TEST PERFORMED (in the last year)
	( None          ( See attached list

	
	( Angiography
	( CT Scan
	( Serology
	( MRI
	( Procedure
	DATE TAKEN
	___________

	
	( Cardio Echo
	( Hematology
	( Toxicology
	( Nuclear Med
	( Virology
	RESULTS:

_________________________

	
	( Chemistry
	( Microbiology
	( Ultrasound
	( Pathology
	( Xray
	

	
	
	
	
	
	
	
	

	NUTRITION
	
	EXERCISE
	
	SLEEP (Energy)
	
	STRESS (Work)
	
	STRESS (Personal)

	( POOR
	
	( POOR
	
	( POOR
	
	( NONE
	
	( NONE

	( FAIR
	
	( FAIR
	
	( FAIR
	
	( MILD
	
	( MILD

	( GOOD
	
	( GOOD
	
	( GOOD
	
	( MODERATE
	
	( MODERATE

	( EXCELLENT
	
	( EXCELLENT
	
	( EXCELLENT
	
	( SEVERE
	
	( SEVERE
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	Please describe your pain:

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	
	
	

	PLEASE CHECK ANY OF THE FOLLOWING THAT YOU HAVE EXPERIENCED IN THE LAST 2 WEEKS

	

	( NERVOUSNESS
	( DIZZINESS
	( FAINTING
	( COLD/TINGLING EXTREMITIES

	( NUMBNESS
	( FORGETFULNESS/CONFUSION
	( CONVULSIONS
	( STRESS/DEPRESSION

	

	( FATIGUE/ LOSS OF SLEEP
	( HEADACHES
	( FEVER
	( ALLERGIES

	

	( POOR/EXCESSIVE APPETITIE
	( DIARRHEA
	( GAS/BLOATING AFTER MEALS
	( HEARTBURN

	( EXCESSIVE THIRST
	( CONSTIPATION
	( GALL BLADDER PROBLEMS
	( HEMORRHOIDS

	( FREQUENT NAUSEA/VOMITING
	( ABDOMINAL CRAMPS
	( WEIGHT TROUBLE
	( LIVER PROBLEMS

	( BLADDER TROUBLE
	( PAINFUL/EXCESSIVE URINATION
	( DISCOLORED URINE
	

	

	( CHEST PAIN
	( BLOOD PRESSURE PROBLEMS
	( LUNG PROBLEMS
	( STROKE

	( SHORTNESS OF BREATH
	( HEART PROBLEMS
	( CONGESTION
	( ANKLE SWELLING

	

	( VISION PROBLEMS
	( SORE THROAT
	( HEARING DIFFICULTY
	( STUFFED NOSE

	( DENTAL PROBLEMS
	( EAR ACHES
	
	

	

	( MENSTRUAL IRREGULARITY
	( VAGINAL PAIN/INFECTION
	( PROSTATE PROBLEMS
	LAST PERIOD: ________________

	( MENSTRUAL CRAMPS
	( BREAST PAIN/LUMPS
	( SEXUAL DYSFUNCITON
	ARE YOU PREGNANT:     Y      N

	

	Signature: ___________________________________________                            Date: ______________________________________

PATIENT NAME:                                                                    CIRCLE CHIROPRACTIC CENTER - 9526B LEE HWY / FAIRFAX, VA 22031 - (703) 385 . 2990

	Answer EVERY Question                      OSWESTRY                        Circle Only ONE Answer

	HINT
	0 = No pain/problem with this activity       

1  

2
3 

4      

5= Pain prevents me from engaging in this activity
	
	
	PAIN INTENSITY

	
	
	
	
	0
	The pain comes and goes and is very mild

	
	
	
	
	1
	The pain is mild and does not vary much

	
	
	
	
	2
	The pain comes and goes and is moderate

	
	
	
	
	3
	The pain is moderate and does not vary much

	
	
	
	
	4
	The pain comes and goes and is severe

	
	
	
	
	5
	The pain is severe and does not vary much

	
	
	
	
	

	SITTING
	
	CHANGING DEGREE OF PAIN

	0
	I can sit in any chair as long as I like without pain
	
	0
	My pain is rapidly getting better

	1
	I can only sit in my favorite chair for as long as I'd like
	
	1
	My pain fluctuates but is definitely getting better

	2
	Pain prevents me from sitting more than one hour
	
	2
	My pain seems to be getting better but progress is slow

	3
	Pain prevents me from sitting more than 1/2 hour
	
	3
	My pain is neither getting better nor worse

	4
	Pain prevents me from sitting more than ten minutes
	
	4
	My pain is gradually worsening

	5
	Pain prevents me from sitting at all
	
	5
	My pain is rapidly worsening

	
	
	
	
	

	STANDING
	
	HEADACHES

	0
	I can stand as long as I want without pain
	
	0
	I have no headaches at all

	1
	I have some pain while standing but it does not increase with time
	
	1
	I have slight headaches which come infrequently

	2
	I cannot stand for more than one hour without increasing pain
	
	2
	I have moderate headaches which come infrequently

	3
	I cannot stand for more than 1/2 hour without increasing pain
	
	3
	I have moderate headaches which come frequently

	4
	I cannot stand for more than ten minutes without increasing pain
	
	4
	I have severe headaches which come frequently

	5
	I avoid standing because it increases pain right away
	
	5
	I have headaches almost all of the time

	
	
	
	
	

	WALKING
	
	CONCENTRATION

	0
	Pain does not prevent me from walking any distance
	
	0
	I can concentrate fully when I want with no difficulty

	1
	Pain prevents me from walking more than one mile
	
	1
	I can concentrate fully when I want with slight difficulty

	2
	Pain prevents me from walking more than 1/2 mile
	
	2
	I have a fair degree of difficulty in concentrating when I want

	3
	Pain prevents me from walking more than 1/4 mile
	
	3
	I have a lot of difficulty in concentrating when I want

	4
	I can only walk while using a cane or crutches
	
	4
	I have great difficulty in concentrating when I want

	5
	I am in bed most of the time and have to crawl
	
	5
	Pain prevents me from concentrating at all.

	
	
	
	
	

	SLEEPING
	
	READING

	0
	I get no pain in bed
	
	0
	I can read as much as I want with no pain in my neck

	1
	I get pain in bed but it does not prevent me from sleeping well
	
	1
	I can read as much as I want with slight pain in my neck

	2
	Because of pain my normal night's sleep is reduced by less than 1/4
	
	2
	I can read as much as I want with moderate pain in my neck

	3
	Because of pain my normal night's sleep is reduced by less than 1/2
	
	3
	I can't read as much as I want because of moderate pain in my neck

	4
	Because of pain my normal night's sleep is reduced by less than 3/4
	
	4
	I can hardly read at all because of severe pain in my neck

	5
	Pain prevents me from sleeping at all
	
	5
	I cannot read at all because of severe pain in my neck

	
	
	
	
	

	DRIVING
	
	WORKING

	0
	I can drive my car as long as I want without any neck pain
	
	0
	I can do as much work as I want

	1
	I can drive my car as long as I want with slight neck pain
	
	1
	I can do my usual work but no more

	2
	I can drive my car as long as I want with moderate pain in my neck
	
	2
	I can do most of my usual work but no more

	3
	I can't drive my car as long as I want because of moderate neck pain
	
	3
	I cannot do my usual work due to pain

	4
	I can hardly drive at all because of severe neck pain
	
	4
	I can hardly do any work at all due to pain

	5
	I cannot drive my car at all due to neck pain
	
	5
	Pain prevents me from working at all

	
	
	
	
	

	TRAVEL
	
	LIFTING

	0
	I get no pain while traveling
	
	0
	I can lift heavy weight without extra pain

	1
	I get some pain while traveling but none of my usual forms of travel make it worse
	
	1
	I can lift heavy weights but it causes extra pain

	2
	I get extra pain while traveling but it does not compel me to seek out
	
	2
	Pain prevents me from lifting heavy weights off the floor

	
	alternative forms of travel
	
	3
	Pain prevents me from lifting heavy weights off the floor but I

	3
	I get extra pain while traveling which compels me to seek out alternative
	
	
	can manage if they are conveniently positioned (ex. on a table)

	
	forms of travel
	
	4
	Pain prevents me from lifting heavy weights but I can manage

	4
	Pain restricts all forms of travel
	
	
	light to medium weights if they are conveniently positioned

	5
	Pain restricts all forms of travel except that done lying down
	
	5
	I can only lift very light weights, at the most

	
	
	
	
	

	SOCIAL LIFE / RECREATION
	
	PERSONAL CARE

	0
	My social life is normal and gives me no pain
	
	0
	I do not have to change my way of washing or dressing in order to avoid pain

	1
	My social life is normal but increases the degree of pain
	
	1
	I do not normally change my way of washing or dressing even though it causes pain

	2
	Pain has no significant effect on my social life apart from limiting
	
	2
	Washing and dressing increases the pain but I manage to not change my way of doing it

	
	my more energetic interests (ex. dancing)
	
	3
	Washing and dressing increases the pain and I find it necessary to 

	3
	Pain has restricted my social life and I do not go out very often
	
	
	change my way of doing it

	4
	Pain has restricted my social life to my home
	
	4
	Because of the pain, I am unable to do some washing and dressing without help

	5
	I have hardly any social life because of pain
	
	5
	Because of pain I am unable to do any washing or dressing without help

	
	SIGNATURE: ______________________________________________________________________
	DATE: _________________________














