

	Initial Examination Form	        Patient sticker

 What is your Main Complaint today? ________________________________________________________
____________________________________________________________________

Explain how it occurred? __________________________________________________________________
____________________________________________________________________

Date Problem began? ____________________________
Where did it occur?    Home   Work   Automobile (If work or automobile please stop and see front desk)

On the following scale please circle the intensity/severity of your pain?
(no pain)  1   2   3   4   5   6   7   8   9   10 (worst pain)

How often do you experience your symptoms? Circle one
a) Constantly (76-100% of the day)	b) Frequently (51-75% of the day)
c) Occasionally (26-50% of the day)	d) Intermittently (0-25% of the day)

Have you been treated for this complain before?  Yes    No
If yes, by whom and when?  _________________________________________________

[image: PHYSICAL THERAPY INITIAL EVALUATION FORM]On the figure to the right, please mark all areas of symptoms 

Has your condition become worse since it started? 
 Yes    No

Describes what it feels like:  Sharp   Stabbing   Dull   Ache  
 Tightness   Pulling  Throbbing   Numbness   Tingling 
 Pins & Needles   Pops
 Other: ______________________________________________

Do your symptoms radiate or shoot to other areas?  Yes    No    
If yes, where to? _______________________________________

List anything (activities, movements, medication, heat, ice) that makes your condition 
Better?_____________________________________ Worse? _____________________________________

What activities are not able to do since the start of this problem?
________________________________________________________________________________________
Have you had any of the following happen to your back or neck?
Trauma   Yes    No    Surgery  Yes    No   Accidents  Yes    No    
If yes, please explain: ______________________________________________________________________
  
Have you previously received care from another Doctor?  Yes    No    
If yes, from whom? ______________________________ and when? _______________________________

Have you previously received Chiropractic Care?  Yes    No    
If yes, from whom? ______________________________ and when? _______________________________

 Please mark any of the following you have had difficulty with: 
	 Numbness in arms or hands
	 Pain that wakes you
   up at night
	 Stroke
	 Recent hearing loss
   in one or both ears

	 Tingling in arms or hands
	
	 Ring/buzzing in ears
	

	 Pain in arms or hands
	 Sleeping problems
	 Blurred or double vision
	 Weakness, 
   clumsiness or loss of
   strength in your face, 
   fingers, hands, arms 
   or legs

	 Numbness in legs or feet
	 Stomach problems
	 Asthma
	

	 Tingling in legs or feet
	 Kidney problems
	 Slurred speech or other
   speech problems
	

	 Pains in legs or feet
	 Bladder problems
	
	

	 Headaches
	 Frequent urination
	 Loss of consciousness  
   or blackouts
	

	 Disc problems
	 Gallbladder problems
	
	 Sudden collapse 
   without loss of
   consciousness

	 Joint swelling
	 Cancer
	 Difficulty Swallowing
	

	 Painful joints
	 Lights bothers eyes
	 Loss of taste or smell
	

	 Arthritis
	 Loss of balance
	 Short of Breath
	 Anemia

	 Chest pains
	 Dizziness
	 Low blood pressure
	 Thyroid Problems

	 Sinus problems
	 Hernia
	 High blood pressure
	 Excessive fatigue

	 Osteoporosis
	 Tumor
	 Heart problems
	 Heart burn / GERD

	 Swollen Ankles
 Masses/Growths/Lumps

 No difficulties
	 Increased Stress
 Enlarged organ
	 Leg Cramps
 Constipation
	 Pregnancy
 Bruising



If any above are checked please explain: _______________________________________________________
________________________________________________________________________________
________________________________________________________________________________
List major illnesses requiring medical care or surgery in the past five years: 
_____________________________________________________________________

[bookmark: _Hlk130289143]Do you currently take any Prescription Medication  No    Yes  If yes, please List: ________________________________________________________________________________
Do you have any of the following conditions in your family history (check each that apply)
 Arthritis    Heart disease    High blood pressure    Kidney disease    Tuberculosis   Thyroid disease
 Cancer (type): ______________   Other: ____________________ 

Have you had any X-Rays / MRIs / CTs   Yes    No  If yes, at what part of the body?  ___________________
What facility/Location? ______________________________ and Date? _____________________________
[bookmark: _Hlk149731629]Social History
Do you smoke/vape/ or use chewing tobacco?  No    Yes  If yes, list which product and how often
________________________________________________________________________________________

How active are you?  I’m a couch potato 	 I exercise regularly 3-4x/week  
 I have a physically active/strenuous job, yet don’t exercise regularly.
 I’m an exercise guru. I can’t live without exercising every day.
 Other: _________________________________________________________________________________

How often do you consume alcoholic beverages? ________________________________________________
PATIENT      S T O P      H E R E


	[bookmark: _Hlk130288534]Height
	Weight
	Pulse
	O2
	Temp
	BP
	Orientation
X3 
	Affect/
Mood
	Coordination
	Appearance

	
	
	
	
	
	
	 Self
 Place
 Time
	

 WNL
	

 WNL
	

 WNL

	
	Abdomen  WNL  
no pain w/ palpation
	ENT   WNL  
PEERL   WNL  
	Heart Sounds  WNL
No murmur/bruit/arrhythmia
	Lung Sounds  WNL
No abnormal sounds

	

	
	Muscle Strength
Right
Left
 Head Forward
Upper Body


Lordosis        
Deltoid
____/5
____/5
Pelvic Tilt  Ant.   Post.  Rot.
Biceps
____/5
____/5
High Shoulder    L  R
Triceps
____/5
____/5
High Hip   L  R
Lower body


Long leg   L  R 
Quad
____/5
____/5
              Femur/Tibia
Hamstring
____/5
____/5
        Heel lift   L  R
Psoas
____/5
____/5
 Scoliosis     Adam’s Sign



	
	
	
	

	Reflexes    2=NL
	Right
	Left

	Upper Body
	
	

	Biceps (C5)
	___/4
	___/4

	Brachiorad (C6)
	___/4
	___/4

	Triceps (C7)
	___/4
	___/4

	Lower body
	
	

	Patellar (L4)
	___/4
	___/4

	Med. Ham. (L5)
	___/4
	___/4

	Achilles (S1)
	___/4
	___/4




	AROM
	Cervical
	Lumbar
	
	
	
	Gait  WNL

	Flexion
	___/50⁰
	___/60⁰
	
	
	
	Heel walk   WNL

	Extension
	___/60⁰
	___/25⁰
	
	
	
	Toe walk   WNL

	L Lat Flexion
	___/45⁰
	___/25⁰
	
	
	
	Minor's Sign  Yes  No

	R Lat Flexion
	___/45⁰
	___/25⁰
	
	
	
	Rapid Alternative movement

	L Rotation
	___/80⁰
	___/25⁰
	
	
	
	                            WNL

	R Rotation
	___/80⁰
	___/25⁰
	
	
	
	Rhomberg  WNL



  
	[bookmark: _Hlk129786832]Orthopedic Tests
	WNL
	Pos
	Local
	Indication
	
	Dynamometer

	Cx Compression
	
	L / R
	
	Nerve root compression
	
	Left
	Right

	Max Cx Compression
	
	L / R
	
	Nerve root compression
	
	1
	

	Cx Distraction
	
	L / R
	
	Disc Lesion
	
	2
	

	Soto Hall
	
	L / R
	
	Cx/Tx Vertebral Trauma
	
	3
	

	Shoulder Depression
	
	L / R
	
	Sp/Strain-Radiculopathy
	
	
	

	Slump
	
	L / R
	
	Disc Lesion
	Avg
	
	

	SLR/WLR
	
	L / R
	
	Nerve Compression
	
	
	

	Braggard’s
	
	L / R
	
	Disc Lesion Confirm
	Cranial Never Exam  WNL

	FABERE
	
	L / R
	
	Hip/Lx/SI Pathology
	Webber/Rinne   WNL

	Ely/Nachlas
	
	L / R
	
	Lumbar Lesion
	
	
	

	Kemp/Patrick’s
	
	L / R
	
	Medical Disc Lesion
	
	
	

	Valsalva
	
	L / R
	
	Disc Lesion
	
	
	



Dermatome Pain  none today   previously   actively  
[bookmark: _Hlk130287612] L   C 1-2-3-4-5-6-7-8 L 1-2-3-4-5 S 1-2       R    C 1-2-3-4-5-6-7-8 L 1-2-3-4-5 S 1-2




Sensory exam:  Sharp/ Dull  WNL  Vibration  WNL   Light Touch  WNL      
Notes: 

Segmental Dysfunction
Cx 1-2-3-4-5-6-7	Tx 1-2-3-4-5-6-7-8-9-10-11-12	Lx 1-2-3-4-5	Sx 1-2-3	Pelvis L-R

Pain on Palpation
Cx 1-2-3-4-5-6-7	Tx 1-2-3-4-5-6-7-8-9-10-11-12	Lx 1-2-3-4-5	Sx 1-2-3	Pelvis L-R

Right  Levator  Scalene  Subocc.  SCM Trap  G.Max.  G.Med  Pirif/Gem. QL  Addct.  Psoas  Quad.  Hamst.
Left  Levator  Scalene  Subocc.  SCM Trap  G.Max.  G.Med  Pirif/Gem. QL Addct.  Psoas  Quad.  Hamst.

Spasm 
[bookmark: _Hlk130287272]Right  Levator  Scalene  SubOcc.  SCM Trap  G.Max.  G.Med  Pirif/Gem. QL Addct.  Psoas  Quad.  Hamst.
Left  Levator  Scalene  SubOcc.  SCM Trap  G.Max.  G.Med  Pirif/Gem. QL Addct.  Psoas  Quad.  Hamst.

Notes: 


Assessment: 
Is there a reasonable expectation of improvement?  Yes   
 No Complicating factors: __________________________________________________________________


Diagnosis: 
[bookmark: _Hlk149732202]1° Cx Tx Lx Sx Px subluxation        2° Cx Tx Lx Sx Px subluxation       3°-4° Cx Tx Lx Sx Px subluxation     
Supporting: _______________       ________________________        __________________________
 
Plan of care:								Frequency:
 Chiropractic Manipulation  Cox Flex/Distr. Adjustment		1x  2x  3x /wk   FOR   2   3  4  6  8  12  /wks
 Activator 
 IFC   Ultrasound   Deep Tissue/PIR/MET		
[bookmark: _Hlk130287339] Exercise/Stretches  KT Tape

 Xray: Cx  Tx  Lx Other:_________________	

Treatment Goals:   Reduce Keel Score by 2 points   Reduce Oswestry/NDI by 10%
 Short term: Enable pt to Sit/Stand for 1 hr, Long term: Enable pt to Sit/Stand with as long as they want.
  Short term: Enable pt to turn/bend for 1 hr, Long term: Enable pt to turn/bend with as long as they want.

Prognosis: % of Resolution expected: 100%   90%  80%  70%  60%  50%

[bookmark: _Hlk130287501]Home Instructions:  Ice (20-30min on/60min off)   Exercise   Cold/Heat/Cold    Relief position

____________________________________________________		______________________
	Dr. Paulette Hugulet, DC, LLC						Date
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