PATIENT DAILY PROGRESS REPORT

1.  TODAY I FEEL:   ____the same   ____improved   ____worse   ____no more complaints

2. GRADE YOUR TREATMENT RESPONSES: (place an “x” on the appropriate line)


Symptom area


Improved


Same


Worse


Head



_______


_____


_____


Neck



_______


_____


_____


Shoulder/arms/hands

_______


_____


_____


Mid-back


_______


_____


_____


Low back/pelvis

_______


_____


_____


Hips/legs/knees/feet

_______


_____


_____


Fatigue



_______


_____


_____


Other



_______


_____


_____

3. OVERALL DISCOMFORT: on a scale of zero to ten, I rate my discomfort as follows:

No Pain
0       1       2       3       4       5       6       7       8       9       10     Severe Pain

4. YOUR PAIN:(place an “x” on the appropriate areas.)

[image: image1.png]



5. List any activity that seems to aggravate your condition:

__standing   __sitting   __lying down   __walking   __riding   __bending   __lifting

__twisting/turning   __coughing/sneezing   __rising to walk

6. Which of the following activities do you find easier since the beginning of your treatment?

__walking   __riding   __working   __bending   __standing   __sitting   __lifting __other: __________________________________________________________

7. How would you rate your improvement so far since the beginning of your care?

__excellent
__good
__fair

__poor

8. Is there anything you do not understand about your condition? ________________________________________________________________________________________

9. Do you have a NEW condition/injury?   ____YES   ____NO    (if yes please explain:) ________________________________________________________________________________________

PRINT NAME____________________________________________________________________________

PATIENT SIGNATURE: _______________________________________________DATE: _____________

