
Patient Name:                                                          
Date of Birth: 
Gender: 

Date: 

1. Please use the image below to mark WHERE you have pain.

2. Does your NECK pain SHOOT/RADIATE somewhere?

 (Example: left small finger) 

3. WHEN did it start? (Example: May, 2016) 

4. How did it start? (What Caused It?)

 (Example: Car Accident)  

5. Is Your Pain A Part Of A WSIB Claim?    Yes / No.   WSIB Claim #:

6. How has your pain changed over time? (Check All That Apply):

□ Constant □ Intermittent □ Sporadic □ Improving  □ Worsening

7. What does your pain feel like? (Check All That Apply):

□ Aching □ Burning □ Cold □ Dull □ Electric □ Jabbing □ Tingling
□ Numb □ Pins & Needles □ Pressure □ Sharp □ Shooting □ Stabbing

8. What makes your pain worse? (Check All That Apply):

□ Lifting □ Running □ Bending □ Depends On How I Sleep

□ Turning my neck  □ Looking up □ Looking Down □ Carrying Objects >5lbs

□ Combing Hair □ Getting Dressed □ Other:

9. What makes your pain better? (Check All That Apply):

□ Acupuncture □ Counseling □ Rest  □ Home Exercise □ Medications □ Yoga
□ Meditation □ Mindfulness □ Injections / Nerve Blocks  □ Physiotherapy

□ TENS units □ Swimming □ Strength Training/Gym □ Aquafit/Aquatherapy

□ Changing Positions □ Other:

NEW PATIENTS: NECK PAIN +/- ARM PAIN +/- HEADACHES
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Patient Name:                                                          
Date of Birth: 
Gender: 

10. Have you had any of the following imaging investigations regarding your NECK pain?

□ X-Ray – year: □ Ultrasound – year: □ MRI / CT – year:

11. Have you had any of the following associated with your pain:

□ Weakness in your arms or legs □ Numbness in the pelvic floor/area where you sit □ Recent balder or

bowel dysfunction □ Changes in the sensation of the bladder or rectum □ Active Cancer □ Recent Infection

REVIEW OF SYSTEMS: GENERAL HEALTH SCREEN 

In the past WEEK, have you had ANY of the following? Check All That Apply 

Fevers   □ yes  □ no

Chills   □ yes  □ no

Active Infections  □ yes  □ no

Taking Antibiotics □ yes  □ no

Cough  □ yes  □ no

Flu / Cold □ yes  □ no

Chest pain  □ yes  □ no

Difficulty Breathing   □ yes  □ no

Bleeding Disorder □ yes  □ no

Weight loss  □ yes  □ no

Cancer  □ yes  □ no

Loss of bladder control □ yes  □ no

Loss of bowel control  □ yes  □ no

I take a blood thinner  □ yes  □ no

Allergies (Please List All Allergies): □ NONE 

List of Medications: 

How often do you smoke cigarettes/cigars?: □ never □ rarely □ weekly □ daily 

How often do you consume alcohol? □ never □ rarely □ monthly  □ weekly □ daily 

If you drink alcohol, how many drinks do you consume on averagel per day? □ NA □ <1 □ 1-2  □ 3-4 □ >5 

Do you use recreational/illegal drugs: □ never □ I used to, but not any more □ yes. Which one(s): 

Over the past two weeks, how often have you been 

bothered by any of the following problems? 

Not at 

all 

Several 

days 

More than half 

the days 

Nearly 

every day 

Little interest or pleasure in doing things 0 1 2 3 

Feeling down, depressed, or hopeless 0 1 2 3 
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IS THERE ANY CHANCE YOU ARE PREGNANT?  YES / NO 
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Patient Name:                                                          
Date of Birth: 
Gender: 

□ Depression
□ Anxiety
□ Suicide
□ Degenerative Disc Disease

□ Low Back Pain
□ Neck Pain
□ Headaches
□ Fibromyalgia

□ Other Chronic Pain
Syndrome(s):

Psychiatric History: 

□ None □ Depression □ Anxiety □ Suicidal Thoughts / Plans / Attempts

□ Sleep Disorder □ Bipolar Disorder □ Schizophrenia □ PTSD
□ Other:

I certify that this list is complete to the best of my knowledge. 

Patient’s Signature:   Date: 

Verified By: Date: 

For the Patient to Fill Out - Date: 
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Patient Name:                                                          
Date of Birth: 
Gender: 
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Patient Name:                                                          
Date of Birth: 
Gender: 

OTHER PAINS: NOT YOUR NECK/ARM PAIN OR HEADACHE 

DO YOU HAVE PAINS ANYWHERE ELSE IN YOUR BODY? 

BRIEF PAIN INVENTORY (SHORT FORM) – MODIFIED  

5 


