Emergency intake form

Name_____________________________ Date of Birth________________
Address______________________________________________________

Reason for visit?_______________________________________________
When did the pain start?________________________________________
How would you rate the pain? 1 2 3 4 5 6 7 8 9 10
What makes the pain worse? Hot/Cold sensitivity? Sweets/Pressure?
Do you do anything that could have caused the pain?_________________
What are you taking for the pain?_________________________________
How much?___________________________________________________ 
How long have you been taking it?________________________________


