
  

 

Patient Name:_____________________________________________ 

Date of Birth:__________________ 

PATIENT MEDICAL QUESTIONNAIRE 

(Please answer all questions to help us best serve you) 

 

Primary reason for appointment(list single problem here)______________________________ 

 
 

 

 

 

 

  

 

 
 

2 Mountain Ledge Drive, Ste 1 
Gansevoort, NY 12831 

ph:/518.871.9900 
f:/518.691.0236 

richardkimmedicine.com 

Please “x” on the diagram(s) above where your problem/ pain is located. 

How long have you had the problem:____________________________________________ 

Please rate your pain on scale from 0-10(0 being no pain-10 severe pain)?__________ 

Describe pain in detail________________________________________________________ 

Do you have any of the following: 

__Yes__  No  Numbness/Tingling  __Yes __No  Bowel/Bladder Function  

__Yes__   No Unilateral Weakness __Yes__ No - Therapy trialed for 6 weeks or more.  

__ Yes__ No-  Exercise trialed for 6 weeks or more. 

Is there any exacerbating factors that bring on the pain?______________________________ 

Is there anything that relieves the pain?___________________________________________ 

Is there any additional information you would like to add:____________________________ 

___________________________________________________________________________  


