
 
        

                                                                          

Patient Name: ______________________________________ 

What is the #1 thing that brings you here today? 

____________________________________________________________
____________________________________________________________ 

How has this been affecting you: 

Personally? 
____________________________________________________________
____________________________________________________________
___________________________________________________________ 

Professionally?  
____________________________________________________________
____________________________________________________________
____________________________________________________________ 

Have you been told this is something you have to live with?              □ Yes   □ No 

Have you been told that surgery is your only option?                         □ Yes   □ No 

Do you take medications of any kind to ease the symptoms you   
are experiencing with this?                             □ Yes    □ No
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