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Patient #

Patient name

Date

Spouse

Address

City State_Zip
Phone Work Cell

Date of birth SS#

Age_Sex_Emergency contact

lnsurance Co Employer

Employee Date of birth SS#

2. lndicate on the drawings below where you have pain/symptoms

3. How often do you experience your symptoms?
r constantly (76-1o0yo of the time) n occasionally (26-s0% of the time)
c Frequently (51-75o/o of the time) r lntermittenfly (1-2syo of the time)

4. How would you describe the type of pain?
a Numb
n Tingly
n Sharp with motion
n Shooting with motion
n Stabbing with motion
n Electric like with motion
n Other:

Phone

n Sharp
r Dull
n Diffuse
n Achy
a Burning
n Shooting
a Stiff

5. How are your symptoms changing with time?
n Getting Worse a Staying the Same n Getting Better



6. Using a scale from 0-10 (10 being the worst), how would you rate your problem?
0 1 2 3 4 5 6 7 8 I 1}(Pteasecircte)

7. How much has the problem interfered with your work?
n Not at all a A little bit n Moderately n Quite a bit n Extremely

8. How much has the problem interfered with your social activities?
n Not at all n A little bit n Moderately Quite a bit a Extremely

9. Who else have you seen for your problem?
no

Chiropractic care? yes

10. How long have you had this problem?

11. How do you think your problem began?

'12. Do you consider this problem to be severe?
n Yes n Yes, at times nNo

13. What aggravates your problem?

What alleviates your problem?

14. What concerns you the most about your problem; what does it prevent you from doing?

l5.Occupation

16. How would you rate your overall Health?
n Excellent a Very Good n Good n Fair n poor

17. What type of exercise do you do?
n Stenuous n Moderate n Light n None

18. lndicate if you have any immediate family members with any of the following:
n Rheumatoid Arthritis n Diabetes n Lupus
r Heart Problems n Cancer n ALS

19. For each of the conditions listed below, place a check in the "PAST" column if you have had the
condition in the PAST. lf you presently have a condition listed below, place a check in the
"present" column.
PAST Present PAST Present PAST present
tr DHeadaches tr trHighBloodpressure tr nDiabetestr tr Neck Pain tr tr Heart Attack tr tr Excessive Thirsttr tr Upper Back Pain tr tr chest pains tr tr Frequent Urinationtr tr Mid Back Pain tr tr Stroke tr tr Smokinglrobacco Usetr tr Low Back Pain tr tr Angina c tr Drug/Arcohor Dependancetr trShoulderPain tr trKidneyStones tr trAllergiestr tr Elbow/Upper Arm Pain tr D Kidney Disorders tr D Depr6ssionn D wrist Pain tr tr Bladder lnfection tr n syitemic Lupustr trHandPain tr trPainful Urination tr flfilitepsytr tr Hip Pain tr fl Loss of Bladder Control tr tr Dermatitis/Eczema/Rashtr tr Upper Leg Pain tr tr Prostate problems tr tr HIV/AIDStr tr Knee Pain tr tr Abnormal Weight Gain/Losstr tr Ankle/Foot Pain tr n Loss of Appetite For Females onlytr tr Jaw Pain tr tr Abdominal pain tr tr Birth controi pills
D DJointPain/stiffness n nUlcer D nHormonal Replacement! trArthritis tr trHepatitis tr trpregnancyn tr Rheumatoid Arthritis tr tr Liver/Gall Bladder Disordertr trCancer tr trGeneral Fatigue
tr trTumor tr trMuscularlncbordination
tr trAsthma tr rVisual Disturbances
tr trChronicSinusitis tr trDizziness
n n Other:



20. List all prescription medications you are currenfly taking:

21. List all of the over-the-counter medications you are currenfly taking:

22. List all surgical procedures you have had:

23. What activities do you do at work?
n Sit:
n Stand:
o Computerwork:
o On the phone:

o Most of the day
o Most ofthe day
o Most of the day
s Most ofthe day

c Half the day
o Half the day
o Half the day
o Half of the day

o A little of the day
a A little of the day
o A little of the day
a A little of the day

24. What activities do you do outside of work?

25. Have you ever been hospitalized?
if yes, why

nNo oYes

26. Have you had significant past trauma? o No n yes
Discribe

27. Anything else pertinent to your visit today?

Height Weight_

Have you ever been diagnosed with osteoporosis_osteopenia_Bone loss

28.

29.
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