
 

 

CHANGE OF CONDITION REPORT 

 
If you have experienced a change in your condition, we would like to know about it. We 

want your treatment to be the best possible for your present state. Your complete 

recounting of any symptom you have felt and any accidents or injuries you have had 

recently, even if you experienced no apparent reaction, will help us help you more. Please 

provide us with the information requested below. 

 
NAME__________________________________________DATE__________________ 

 

List any new complaints and related symptoms you have experienced since your last 

visit: 

________________________________________________________________________ 

________________________________________________________________________

________________________________________________________________________ 

 

How often and how long do you have these symptoms? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

What have you done to try and relieve your symptoms (I.E. Ice packs, Medicines, Heat, 

Etc.) ? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

Has it helped?   Yes   /   No   (Circle one) 

 

List any falls, accidents or other injuries you have had since your last visit: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

What makes your new condition worse? 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 

 

             

     PLEASE ALSO COMPLETE OTHER SIDE OF THIS FORM 

 

 

Patient’s or Guardian’s signature: __________________________  Date:____________ 



 

 

Please mark areas of pain or injury on the illustration below and give a word 

description of the symptoms you are experiencing.  

 

Mark pain area: 

… Burning 

 ooo Stabbing 

___ Sharp 

 //// Constant 

 

 
 

 

 

Rate your pain on a scale of 1 – 10 (1 = No pain, 10 = Severe pain): 

1  2  3  4  5  6  7  8  9  10 

 

Other comments: 

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________ 


