
AUSTIN ALLEN GENTRY, D.C., PT. 
899 N. Wilmot Rd., Suite A-3 

Tucson, AZ  85711 
(520) 745-0545 

 
 
 

CASE HISTORY UPDATE 
 
 

Name_______________________________________________Date________________ 
 

Current Address__________________________________________________________ 
 

 Phone________________________Alt/Work Phone_____________________________ 
 
 

Current complaint for this visit_______________________________________________ 
 

Since last visit, have you had any of the following:      Falls________________________ 
 

Surgery_________________________Accidents________________________________  
 

New Medical Condition(s) or Medications______________________________________ 
 

________________________________________________________________________ 
 

Last Physical?_________________________Last visit here?_______________________ 
 

Since my last visit here, I have been seen by Dr.________________for_______________ 
 

________________________________________________________________________ 
 
 

Insurance________________________________________________________________ 
 

Patient comments:_________________________________________________________ 
 

________________________________________________________________________ 
 

________________________________________________________________________ 
 

___________________________________ 
Patient Signature 



~me D~------------------------------------ --------------

. .sHOW AREA(S) OF.PAIN OR UNUSUAL FEELING

Mark the areas on this body where you feel the described sensations.
Use the appropriate symbols. .
Mark areas of radiation.
Include all affected areas.

Pins &>·Needles
00000
00000
00000

Burning
xxxxx
xxxxx
xxxx:x

Aching. .Stabbing
***** IIIII
***** IIIII
***** IIIII

Numbness

Please mark on the pain scale from Zero to 10 the pain you feel with this
condition. 10 being the worst pain you have felt with this condition.

Pain Chart Neck-Shoulder-Arm Pain
On a scale of 0-10, I rate my

discomfort as follows:

+++++++++++
012345678910
No pain Severe pain

Mid Back Pain
On a scale of 0-10, I rate my

discomfort as follows:

+++++++++++
o 1 2 3 456 7 8 9 10

Severe pain

Low Back and Leg Pain
On a scale of 0-10, I rate my

discomfort as follows:

+++++++++++
012345678910

right No pain Severe painright left left

Date: _
Signature

------ --- ----


