Global Medical Center
Regenerative Medicine

Survey

[bookmark: _GoBack]Name______________________________ Age ________ Phone_______________________
Email Address _________________________________ Cell Phone _____________________
Address ____________________________ City _______________ State _____ Zip ________
Occupation _______________________________ #Hours per week currently working _______
Please check off any of the following where you experience pain:
·  Back 					□  Hip
·  Shoulder					□  Ankle
·  Neck					□ Hand
·  Knee					□  Elbow 
·  Feet					□  Wrist

Other (explain) ________________________________________________________________
Which of the above is the worst? __________________________________________________
How long have you had it?  ______________________________________________________
How often does it occur? ________________________________________________________
What does it feel like? (Describe)  _________________________________________________
What have you done that has helped this problem? ___________________________________
What activities would you like to do if this was not a problem? ___________________________

Does this cause you to suffer from?			Does this affect your personal life?
___Moodiness						___Lose patience with loved ones
___Being irritable					___Restricted household duties
___Interrupted sleep					___Hinders ability to exercise
___Restricted daily activities				___Unable to participate in sports
___Reduced decision making				___Interferes with participating in hobbies
___Poor attitude					___Other desired activities
___Decreased productivity
___Exhaustion at the End of Day
___Being Unable to Work Long Hours
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