Case History

Name ____________________________________  Date _________________

1.
What is your major concern? _________________________________________________________


_____________________________________________________________________________________
_____________________________________________________________________________________
_________________________________________________________________________________


Other concerns: ____________________________________________________________________


_________________________________________________________________________________


_________________________________________________________________________________

2.
If this is a recurrence, when was the first time you noticed this problem?________________________


How did it originally occur?____________________________________________________________


_________________________________________________________________________________


Has it become worse recently?  Yes ___  No ___  Same ___  Better ___  Gradually Worse _____


If yes, when and how? _______________________________________________________________


_________________________________________________________________________________

3.
How frequent is the condition?  

 Constant _____  
Intermittent  ____  


What causes the problem to come on/get worse? 
_________________________________________________________________________________
_________________________________________________________________________________
_________________________________________________________________________________

4.
Are there any other conditions you would like to discuss?


Yes _____   No  _____.  If yes, describe: 
_________________________________________________________________________________
_________________________________________________________________________________


Are there other unrelated health problems?   Yes _____  No _____. If yes, describe __________


_____________________________________________________________________________

5.
Is there anything you can do to relieve your major problem?  Yes ___  No ___.   If yes, describe:


________________________________________________________________________________

If no, what have you tried to do that has not helped? ______________________________________


________________________________________________________________________________

6.
What makes the problem worse?   ____________________________________________________


________________________________________________________________________________

9..
Remarks: ________________________________________________________________________


________________________________________________________________________________



NO







 EXTREME


  SYMPTOMS/STRESS





 SYMPTOMS/STRESS





     Please place an “X” on the line above to indicate level of problem.

Therapist's Signature ___________________________________________   Date _____________

