Provider Name Trina G. Jennings, LMP Lic# MA0ODO19642

HEALTH INFORMATION

Patient Name

Date

Date of Injury

Insuranoce IT&

A. Patient Information

Addrass Hawve you ever received Manual Therapy
City State Zip bafore® 1Y N PFrequency?
Phone: Home List all conditions currently monitored by &
Wark Cell/Par Health Care Provider
Date of Birth
Em ar .
mzm F” List the medications you took today
= (inelude pain rellevers and herbal remedias)
Emergency Contact
Phone: Home _
Work Cell/Pgr List all other medications taken in the last
Primary Health Care Provider 2 months
Name
Adiress List Daily Activities
City /State/Zip - —  Work
Phomne: Fax
I give my manual therapist permission to Home,/Family
ponsult with my referring health care provider B
regarding my health and treatment. Bocial/Recreational
Comments
Initials Date Circle the activities affected by your condition,

B. Current Health Information

List Health/Concerns Check all that apply

Primary
O mild [ moderate [ disabling

[] constant [ intermittant

[ symptoms T w/activity 1 w/activity
[] getting worse [ getting better [ no change
traatmant recaived

Becondary

[J all of the above
Check other astivities affected: [ slesp
[J] washing [ dressing [ fitness

How do you reduce stress?

Pain?

What are your goals for recelving Manual
Therapy?

O mild O moderate [ disabling

[ constant [J] intermittant

[ symptoms T w/activity O 1 w/activity
[] getting worse [ getting better [ no change
treatment recelved

Additional

C. Health History
List and Bxplain. Includes datses and treatment

recaived,
Burgaries

[0 mild [ moderate [ disabling

[ constant [ intermittant

] symptoms T w/activity 4 wiactivity
[ getting worse ] getting better [] no change
treatment recalved

Accidents

Major Ninesses




