American Specialty Health Plans (ASHP) PATIENT PROGRESS

P. O. Box 508002, San Diego, CA 92150-8002 Patient completes this form. (Chiropractic)
FAX: 87T/427-4TTT For questions, please call ASHP at 800/972-4226
Patient Name Date

Please complete the following three questions regarding how you feel today.,

1. How do you feel today?

MARI AN X ON THE PICTURE WHERE YOU
HAVE PAIN OR OTHER SYMPTOMS.

Current complaint;

| |
0 1 2 3 4 5 B 7 ] 9 10
Mo Pain Unbearable Pain

Average pain level over the past week!

0 1 2 3 4 5 6 T B g 10
Mo Pain Unbearable Pain

2. Are you getting better?
Please rate your improvement since starting care for this episode. %

(Circle one) Mo Improvement Slight Moderate Greatly Improved -

Have your abilities to perform your activities of daily living or work activities improved? ] yes [ No
Explain: -

3. Is there anything new?

Have you had any new complaints/conditions since starting care? (ONe [Yes
Have you had any re-injuries or events that have prolonged your recovery? [ONo [Yes
Explain:

| certify that the above information is complete and accurate to the best of my knowledge. | agree to notify this doctor immediately
whenever | have changes in my heafth condition or health plan coverage in the future,

Patient Signature: Date:
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