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CLINICAL INTERVIEW FORM 

 

Name________________________________________________________ Date___________ 

GENERAL QUESTIONS 

 

 

1. WHAT BROUGHT YOU HERE?  

 

 

 

 

2. HOW LONG HAVE YOU HAD THIS SYMPTOM(S)?  

 

 

 

 

3. WHAT SYMPTOMS DO YOU HAVE RIGHT NOW (AT THE MOMENT OF  

INTERVIEW)?  

 

 

 

 

 

 

 

4. WHEN AND HOW DID EVERYTHING START?  

 

 

 

 



5. HAVE YOU SEEN ANYONE ESPECIALLY YOUR PHYSICIAN AND HAS ANY  

DIAGNOSIS ALREADY BEEN ESTABLISHED? WERE ANY TESTS (X-RAY, MRI, 

CT, NERVE CONDUCTING STUDY, ETC.) DONE?  

 

 

 

 

 

 

 

6. WHAT TREATMENTS, IF ANY, WERE USED?  

 

 

 

 

 

 

 

7. DO ANY FAMILY MEMBERS HAVE SIMILAR PROBLEMS?  

 

 

 

 

 

 

 

8. WERE OTHER HEALTH CONDITIONS OR MEDICATIONS ELIMINATED BY  

THE PRIMARY PHYSICIAN AS POTENTIAL CAUSES OF THE PATIENT’S 

SYMPTOMS?  

 

 

 

 

 

 

 

9. HAVE YOU EXPERIENCED ANY PREVIOUS TRAUMAS?  

 

 

 

 

 

 

 

 

 



PAIN EVALUATION 
 

 

10. HOW WOULD YOU DESCRIBE THE PAIN YOU HAVE OR HAD (mark on      

      diagram)? 

 

 

 

 sharp             aching            burning           pulsating 

 

 

 

 
 

 

 

 

 

 

 



11. DO YOU FEEL PAIN LOCALLY? 

DO YOU FEEL PAIN RADIATING TO ANY NEIGHBORING PART OF THE 

BODY? 

 

 

 Local radiation                             Distant radiation 

 

 

 

 
 

DO YOU HAVE THE SENSATION OF SPREADING PAIN? 

 

 

 

 



12. DID YOU NOTICE IF THE PAIN YOU HAVE IS ACCOMPANIED BY: 

 

        headache 

        nausea 

        sweating 

        “goose bumps” 

        changes in the body’s temperature  

 

 

 

13. DID YOU HAVE THE SENSATION THAT THE ORIGINAL PAIN TRIGGERS  

PAIN IN OTHER PARTS OF YOUR BODY?  

 

  Radiating pain                 Referred pain 

 

 



14. DO YOU FEEL RESTED IN THE MORNING AFTER YOU WAKE UP?  

 

 

15. DO YOU FEEL THE PAIN IS GETTING WORSE BY LATE         

      AFTERNOON/EVENING? 

 

 

16. DO YOU HAVE NIGHT PAIN?  

 

 

 

      DO YOU HAVE DIFFICULTIES FALLING ASLEEP?  

 

 

 

DO YOU WAKE UP DURING THE NIGHT?  

 

 

17. HOW IS THE PAIN YOU FEEL AFFECTED BY YOUR MOVEMENT?  

 

        movements increase pain intensity 

        movements decrease pain intensity 

        movements have no effect on the pain intensity  

 

18. HOW DO YOU GRADE YOUR PAIN INTENSITY ON A 1-TO-10 GRADE SCALE? 

1      2      3      4      5      6      7      8      9      10 

 

 

 

 



EVALUATION OF SENSORY ABNORMALITIES 

 

19. HAVE YOU HAD IN THE PAST OR DO YOU CURRENTLY HAVE SENSATIONS                                                                   

      OF TINGLING OR NUMBNESS IN ANY PARTS OF THE BODY? 

 

 

 

 

 

 
 

 



EVALUATION OF MOTOR ABNORMALITIES 

 

20. DO YOU FEEL ANY RESTRICTION IN YOUR ROM?  

      DO YOU FEEL ANY MUSCLE WEAKNESS?  

 

 

 

 

 

 

 

 
 


