PATIENT HEALTH QUESTIONNARE
Dy. Jaideep Chunduri

Name: Daie:
DOB: Age: Weight i Height
Name of Family Doclor:
How were you referred o this office?
O advertisement {3 chiopractor O sei , o 0 Other
8] Allorney - 3 Employer J Special!yf; Physician
[ Case Manager [ Family Physicias [ Occupatibnal Medicine:Clinic
O Name (Optional) ‘ o :
FRONT-VIEW - . ) BACK VIEW
Marl lhe areas on your body where you feel the ’ :
dascribed sensalions. Use the appropriale symbal. .
Mark he areas of radiation, Include al affecled areas. Marlc below on lhe.scale from G la 100 your level of
! dnécomfuf‘t with 0 being none and 100 being
- = = unbearable
Numbness - -
Conslanl { Throbbing Ache X xXx .
. e . . None Unbearable
ncreased Seasilivity [e]nle] | )
R elele] .
0 100
Sharp Twinge wilh Molion - 1}
tri
)1' V{
FRONT ( . BACK
: c.{-,J |
What treatmenis have been prescribed?
I None 0 Pain Management 0 Other:
0 Acupunclure Program
0 Brace G Pain Medication
0 Injections 0 Physical Therapy
0 Manipulation 0 Work Hardening
G Massage Therapy Frogram
What testing has been done?
D None 0 EMGINCV 0 Other:
0 Blood Tesls 0 Funclional Capacity
0 Bonescan Tesling ‘
0 CT scan G MRI
0 DEXA scan 0 Myelogram - .
0 Discography {J X-Rays : :
Describe your level of stress:
0 None 0 Mediuvm C Very high
G Low O High
Have you had any of the following symptoms or conditians?
0 Abdominal 0 Impaired coordination 0 Weakness
pain‘hearburn 0 Impaired sexual funclion 0 Weighl gain
3 Chrgnic pain O Impaired sieep palterns 0 Weight loss
0 Difficulty swallowing 0 Loss of bladder/bowel
0 Generat fatigue control

[} Hearing impaimenl 0 Vision/balance changes



