
PATIENT SUBJECTIVE REVIEW

The problem started on ______/______/______ with a � Sudden Onset � Gradual Onset

What is the cause of the problem? � Chronic Problem     � Personal Injury     � Auto Accident

� Work Injury             � Unknown Reason

Where do you have discomfort? � Neck            � Shoulders     � Arms          � Mid Back

� Low Back    � Legs � Foot

� Other ___________________________

What kind of discomfort do you feel? � Sharp Pain          � Dull Ache          � Numbness

� Pins & Needles   � Other ___________________________

How is your pain or discomfort? � Constant          � Intermittent

When is pain increased? � Sitting          � Standing          � Bending          � Lying  

� Walking      � Other ___________________________

When is pain decreased? � Sitting         � Standing          � Bending          � Lying  

� Walking      � Other ___________________________

Do you have any weakness? � Arms          � Hands          � Legs          � None

Do you avoid certain activities because of pain or discomfort? � Yes          � No

If yes, list activities avoided. ___________________________________________________________

Does pain interfere with your work? � Always          � Never          � Sometimes

Is your sleep disturbed by pain? � Always          � Never          � Sometimes

Any areas you feel limited in movement? � Neck          � Arms       � Low Back       � Legs

� Other ___________________________

Do you feel able to continue working as normal? � Yes          � No

Patient Signature: __________________________________________  Date: ____________________
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