
Patient Health Questionnaire - PHQ

Patient Name Date

1. Describe your symptoms

Patient Signature Date

5. During the past 4 weeks:

Indicate where you have pain or other symptoms

6. During the past 4 weeks how much of the time has your condition interfered with your social activities?
(like visiting with friends, relatives, etc)
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Not at all A little bit Moderately Quite a bit Extremely

7. In general would you say your overall health right now is...

Good Fair PoorExcellent Very Good

2. How often do you experience your symptoms?

Constantly (76-100% of the day)

Frequently (51-75% of the day)

Occasionally (26-50% of the day)

Intermittently (0-25% of the day)

4. How are your symptoms changing?

Getting Better

Not Changing

Getting Worse

3. What describes the nature of your symptoms?

Sharp

Dull ache

Numb

Shooting

Burning

Tingling

8. Who have you seen for your symptoms? No One
Chiropractor

Medical Doctor
Physical Therapist

Other

b. What tests have you had for your symptoms
and when were they performed?

Xrays CT Scan

Other

9. Have you had similar symptoms in the past? Yes No

a. If you have received treatment in the past for 
the same or similar symptoms, who did you see?

10. What is your occupation?
Professional/Executive

White Collar/Secretarial

Tradesperson

Laborer
Homemaker
FT Student

Retired
Other

a. If you are not retired, a homemaker, or a 
student, what is your current work status?

MRI

This Office
Chiropractor

Medical Doctor
Physical Therapist

Other

Full-time Self-employed
Unemployed

Off work
Part-time Other

a. What treatment did you receive and when?

date:

date:

date:

date:

a. When did your symptoms start?
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All of the time Most of the time Some of the time A little of the time None of the time

b. How did your symptoms begin?

b. How much has pain interfered with your normal work (including both work outside the home, and housework)

a. Indicate the average intensity of your symptoms

None Unbearable
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HEALTH QUESTIONNAIRE – PART II 

 

Name Date SS # 

Age Height Weight Dominant Hand ☐ R       ☐ L 
Do you have a Pacemaker? ☐ Yes       ☐ No Are you Pregnant? ☐ Yes   ☐ No 
Employer Occupation 

Employer Address Work Status 
☐ Full Duty    ☐ Light Duty     ☐ Not working 

Medications (please list below or attach  list) Allergies 

Do you have any other medical conditions? 
 ☐ Yes       ☐ No                     If yes, please describe? 
 
 
 

Have you had any other surgeries? 
 ☐ Yes       ☐ No                     If yes, please describe? 
 

Do you currently smoke? ☐  Yes       ☐  No Have you fallen in the past year? ☐  No    ☐  Yes, ________ times   
 

 

PRIVACY PRACTICES ACKNOWLEDGEMENT 
 

By signing this form, I acknowledge that I have been shown the TriPT “Notices of Privacy 
Practices” and have been provided an opportunity to review it.  I also acknowledge that if I 

desire a copy of this notice, one can be obtained at my request. 
 
 
Name ___________________________________________________________  
 

 
Birth date _______________ 

 
Signature ________________________________________________________  
 

 
Date ____________________ 
 

 




