
Please Complete Both Sides! 

 

Primary Problem Form – Peripheral Nerve 

Briefly describe your symptoms 
__________________________________________________________________ 
__________________________________________________________________ 
__________________________________________________________________ 
 

If you have pain, or if pain was previously part of the problem, please indicate the location 

 

 

Do you have numbness and/or tingling?   Yes     No 

Do you have weakness, loss of strength, or loss of dexterity?   Yes     No 
 
How long have you had these symptoms? __________________ 
Did the symptoms start as a result of an accident or incident?   Yes     No 
 If so, please describe ________________________________________________________ 
 
 
 
 
What makes you pain or other symptoms worse? (Please check all that apply) 
 

Night time  
Lifting 
Reaching 
Driving 
Pressure on wrist or elbow 
Writing 

Exercise  
Work 
Activity 
Rest 
Other _____________________ 

 



Please Complete Both Sides! 

 
What other treatments have you tried for this problem? (Please check all that apply) 

Rest 
Ice/Heat 
Anti-inflammatory medications  

(e.g. aspirin, advil, ibuprofen, aleve, naproxen) 
Narcotic pain medications 
Muscle relaxants 
Physical Therapy 

Chiropractor 
Massage 
Acupuncture 
Injections 
Wrist splints or braces 
Other____________________ 

 

 
 
Have you missed work because of these symptoms?   Yes   No   
 
 
 

Please refer to the pain scale below 
 

What is the current level of your pain? __________ 
What has been the maximum level of your pain? _______  



Please Complete Both Sides! 

 


