PLEASE INDICATE THOSE SYMPTOMS YOU HAVE EXPERIENCED ON MORE THAN AN OCCASIONAL BASIS...

O HEADACHES O ARM PaAIN O MiIp Back PAIN O Hip PaIN

O Neck Pain O ELeow PAIN O Low BAck PAIN ©C KNEE PAIN

O SHOULDER PAIN O WRisT-HAND PAIN O LeG PaIN O ANKLE-FOOT PAIN
O OTHER

WHICH OF THE ABOVE BOTHER YOU THE MOST?

WHAT TYPE OF TREATMENT HAVE YOU RECEIVED?

USE THE SCALE PROVIDED TO INDICATE
THE LEVEL OF PAIN YOU ARE EXPERIENCING
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