Thank you for choosing Integrated Provider Group of Minnesota

Please take a few minutes to fill out this paperwork before we begin your appointment. If there are any questions that do not apply
or you do not feel comfortable answering please skip them — if you have any questions please do not hesitate to ask!

NAME: DOB:

Reason for today'’s visit:

Onew injury Oold injury (flare up) Ochronic pain (greater than 3 months)
Omotor vehicle accident Oat work Oother
When did this start:
How did this start:

Using a scale from 1-10 (10 being the worst), rate your symptom(s) at its worst:
0 1 2 3 4 5 6 7 8 9 10

Using a scale from 1-10 (0 being the best), rate your symptom(s) at its best:
0 1 2 3 4 5 6 7 8 9 10

What makes your symptom(s) worse:

What makes your symptom(s) better:
How frequent are you having your symptom(s):
Oconstant  Ofrequent Ooccasional Ocomes and goes

Do you feel that your symptom(s) is:
Ogetting worse Ogetting better Ostaying the same

Have you had similar symptom(s) in the past?

Who else have you seen for the symptom(s) and what was the treatment?
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