10.

11.

12.

13.

14.

15.

Please circle YES or NO to the following questions. This will aid us in completing your medical history.

Patient Signature Date
Do you suffer from neck pain, with pain in your arms or hands? .........ccoccceeeeeeeeecnnnneenn. YES

Do you have weakness, numbness, or burning in either your

AMS OF YOUF NANGS? c...eiiiiei ittt e et e st e e s sbee e e e sbeeeessbaeeeesbteeeesseaeasanns YES
Do your hands or arms fall aSIEEP? ....ciivciiiiieciie e YES
Do you have reduced feeling (sensation) in your hands or arms? .......cccccceveevcvvereennnennn. YES
Do you suffer from a loss of "hand grip strength? ..........cccvrreciiiiccie e, YES

Do you suffer from back pain with pain in your buttocks,
1Yo d oY g L=< A RSP YES

Do you have weakness, numbness, or burning in your buttocks,
1Yo d oY g L=< A RSP YES

Do your legs or feet fall asIEeP? .......ueii i YES

Do you have reduced feeling (sensation) in your buttocks,

1T oL o T g LT A USSP YES
Do you suffer from headaches or dizzineSS? .......coccuviiiriiiiiiciiie e YES
Do you have difficulty maintaining your balance? .........cccccevvciieieciiee e YES
Do you suffer from vertigo or blurred ViSioN? ........ccccceevciviiiiciiee e YES
Do you suffer from a reduced hearing capacity ......ccccceecvveeerciiee e YES
Do you suffer from ringing in YOUI @arS? ......cccuiiiiiiiiieeeciiee ettt ectee e e staee e e areea s YES
Do you have bladder or bowel control problems?........ccccoeeiiiiiiei e, YES

Print from and bring with you to your appointment
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