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) AQ
Your Name: Date of Birth: Today’s Date:
Your: SEX: O Female ETHNIC O Asian O Hispanic O Other MARITAL STATUS: O Single O Married O Divorced
O Male GROUP: O Black O White O Widowed [ Separated
Office Use Only|
Preferred Language: ___English Spanish Other Wt: Ht: P: FN (1)
Referring Physician: Pharmacy Num:
1. Please check (¥') the ONE best answer for your abilities at this time: 12:—0637 ﬁfg?
310 18=6.0
OVER THE PAST WEEK, were you able to: Without With with  UNABLE | #13 1976
ANY SOME MUCH to do 620 21270
difficulty difficulty difficulty 7=23 22573
Dress yourself, including tying shoelaces and doing buttons? 1o 1 2 3 sar =l
Get in and out of bed? O o O 1 O 2 O 3 i‘fii? 52223
Lift a full cup or glass to your mouth? do 01 O 2 (! a0 e
Walk outdoors on flat ground? 0o 01 O 2 O 3 o ot
Wash and dry your entire body? o 01 2 3 PN (2
Bend down to pick up clothing from the floor? o 01 2 3 )
Turn regular faucets on and off? o 01 2 3
Get in and out of a car, bus, train, or airplane? o 01 2 3
Walk two miles? o 01 2 3 PTGL (6)
Participate in sports and games as you would like? o 01 2 3
Get a good night’s sleep? o 11 0O 22 ]33
Deal with feelings of anxiety or being nervous? o 11 0O 22 ]33
Deal with feelings of depression or feeling blue? o 11 0O 22 ]33 RAPID
2. How much pain have you had because of your condition OVER THE PAST WEEK? Please indicate below
how severe your pain has been: (0-30)
NO PAIN AS BAD AS
iy ©00000000000000000000 "N
05 1 15 25 3 35 4 45 5 55 6 65 7 75 8 85 9 95 10 M
=>
3. When you awakened in the morning OVER THE PAST WEEK, did you feel stiff? O No O Yes az_Glf_lz
If “Yes,” please indicate the number of minutes , or hours until you are as limber as you will __ )
be for the day LS=3.1-6
R=<3
4. How do you feel TODAY compared to your last appointment? Please check ( V') only one.

(1) Much bettero  (2) Bettero (3) the Same o (4) Worse o

5. Considering all the ways in which illness and health conditions may affect you at this time, please

Indicate below how you are doing:

VERY OOOOOOOOOOOOOOOOOOOOO

WELL 0 05 1 15 25 3 35 4 45 5 55 6 65 7

75 8

85 9

(5) Much worse o

95 10

VERY

POORLY

6. How often do you exercise aerobically (sweating, increased heart rate, shortness of breath) for at least

one-half hour (30 minutes)? Please check (v) only one.

0 3 or more times a week [ 1-2 times per week [0 1-2 times per month [ Do not exercise regularly

0 Cannot exercise due to disability/ handicap




7. Please check (V) if you have experienced any of the following over the last month:

_ Fever

_ Weight gain (>10 Ibs)

_ Weight loss (>10 Ibs)

_ Loss of appetite

_ Fatigue

_ Dry eyes

_ Sudden loss of vision

_ Red or inflamed eyes

_ Eye pain

_ Problems with hearing
__Ringing in the ears

_ Ear congestion/pain

_ Ulcers or sores in the mouth
_ Dry mouth

_ Sinus drainage

_ Stuffy nose

_ Dizziness

_ Shortness of breath

_ Cough

_ Coughing up blood

_ Pain with breathing

_ Snoring

_ Chest pain with breathing
_ Heart pounding (palpitations)

__ Heartburn
__ Trouble swallowing
_ Stomach pain/cramps

_ Dark/bloody stools

_ Pain/burning with urination
_ Genital ulcer/lesion

_ Blood in the urine

_ Frequent urination

_ Decreased libido

_ Vaginal dryness

_ Skin rash or hives

_ Color changes with cold (digits)
_ Sun sensitivity

_ Swelling of hands

_ Swelling of other joints

_Joint pain

_ Neck pain

_ Muscle pain, aches, or cramps
_ Weakness (muscle or generalized)
_ Problems with memory

_ Nausea _ Headaches

_ Vomiting _ Numbness or tingling in hands
_ Constipation _ Numbness or tingling in feet
_ Diarrhea _ Depression (feeling blue)

_ Anxiety (feeling nervous)

_ >2 alcoholic drinks per day
_ Difficulty concentrating

_ Problems with falling asleep
_ Problems with staying asleep
_ Excessive thirst

_ Thyroid Problems

__Unusual bruising or bleeding

_ Psoriasis _ Swollen lymph glands
_ Other skin problems _ Hives
_ Loss of hair _ Wheezing

_ Seasonal allergies
_ Use of illicit drugs (eg. Marijuana)

8. Please place a check (¥") in the appropriate spot to indicate the amount of pain you are having today in
each of the joint areas listed below:

None  Mild
LEFT FINGERS Oo 1
LEFT WRIST o 1
LEFT ELBOW Oo 1
LEFT SHOULDER o 1
LEFT HIP Oo 1
LEFT KNEE o 1
LEFT ANKLE Oo 1
LEFT TOES o 1
NECK Oo 1

Moderate Severe None Mild Moderate Severe
2 03 RIGHT FINGERS [0 1 2 03
12 13 RIGHT WRIST o 1 12 13
2 03 RIGHT ELBOW Oo 1 2 03
12 13 RIGHT SHOULDER [0 1 12 13
2 03 RIGHT HIP Oo 1 2 03
12 13 RIGHT KNEE o 1 12 13
2 03 RIGHT ANKLE Oo 1 2 [
12 13 RIGHT TOES o 1 12 13
2 03 BACK Oo 1 2 03

9. Please write below any new drugs or medicines that have changed since your last visit.

NEW MEDICATION

DOSE How many per DISCONTINUED MEDICATION MEDICINE NEEDING REFILLS

day or week

DRUG ALLERGIES

10. Over the last 6 months, have you had: [please check (¥)]

An operation or new illness

A patient visit or stay at a hospital

An important new symptom

[INo [ Yes Side effects of any drugs CINo [ Yes
CINo O Yes Smoke cigarettes regularly CONo [ Yes
CINo [ Yes A fall, accident or other trauma [INo [ Yes

Please explain any “Yes” answers below:

VERY WELL

Patient Diagn03|s.

OOOOOOOOOOOOOOOOOOOOO

DO NOT WRITE BELOW THIS — FOR DOCTOR’S USE ONLY

VERY POORLY

25 3 35 4 55 6 65 7 75 8

Physician Signature

85 9 95 10
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