
O Dr. Donald Antonelli/ODr. Frank Halter
2575 Morris Avenue Union, NJ 07083
908-688-7373 Fax# 908-688-8049

General Information

Name: Date:

Social Security Number: _ Primary care physician Name:

Patient Sex: M P Date of Birth: Age:

Patient Address:
Street Town Zip Code

Home Phone: Work Phone:

Cellular Phone: Marital Status: M S D W

Patient Employer/School: Occupation:

Subscriber Name(If different from patient): SSN:_

Subscriber Employer(If different from patient):

Referred for Treatment by:

E-Mail address:

Complaint History:

1. Describe your current complaint and how it began:
How long have you had this condition: Date of onset: ,

2. How would you describe this pain?
q Sharp q Soreness q Throbbing q Tingling q Dull q Stiffness
q Spasm q Burning q Weakness q Ache q Numbness q Shooting

5. How would you rate the intensity of your pain?

0 ] 2 3 4 5 6 7 8 9 10
(no pain) Moderate pain Unbearable pain

6. How often is the pain present?
q Constant (8 1 - 100%) q Frequent (51-80%) q Occasional (26-50%) q Intermittent (25% or less)

8. Since your pain began is it getting?
q Better q Worse

	

qStaying the same q Moving/changing location

9. How did your problem begin?
qAuto accident q Work related accident q Other type of accident
qGradual q Sudden q No specific reason

10.What makes your problem better?
q Nothing qWalking Standing q Silting q Moving around/exercise q Lying down qInactivity

8. What makes your problem worse?

qNothing q Walking Standing q Sitting q Moving around/exercise q Lying down q Inactivity

9. Are you currently taking any medication? q Yes q No
If yes, Please list	

10. Were you previously treated for an earlier occurrence of this same condition?
If yes, please list the type of Doctor and his/her name _

	

__.___~

11. What is your physical activity at work?
q Mostly sitting q Light manual labor qModerate manual labor q Heavy manual labor
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