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Thank vou for choesing cur office for vour chivopractic needs. Please 51l cut th

If you have any questons, please feel free

Date

Address
Street

Sex = Fermale T Male Age

Birthdate

Mo/ Day/Year
Ceil Phone ( }

State

¥
Rt

Home Phone ()

Sodal Security #

Drver's License #

Status: D Singie

Occupation

[J Married

D Divorced

Patent Employer

[ widowed

Employer Address & Phore

Spouse Cccupation

f Student or Minor)

Spouse Emplcver

Parent’s Name, Address & Phone

Person to contact in case of emergency,

Whom may we thank for referring you?

Insurance Informatios

insurance Company

Name of Insured

Relationship to Patient

Date Employed,

Birthdate Socal Security #
Name of Emplover Work Phone
Sympioms
Flease describe your problem and how it began. Date problem began / /
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How bad is your pain? (Circle 2 number)

No Pain

Bow cften are your svmptoms present?
Describe vour current pain/ symptoms:

Since it began, is your probiem:
What makes the problem better?

Can you perform your dzily activides?
Do you exercise?

Describe your job requiremenis:

Can vou perform yvour work actvites?
Describe vour siress level:

Intermittendy
Sharp/stabbing
Duil

Numbness

Buming
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Improving
Nothing

Sitting

Yes

Yes, a2imost daily
Meainly siting
Yes, all of them
None to mild
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noonoonn

Occasicnally
Throbbing
Soreness
Shootng

Tinghing

Cetting Worse
Lving Down
Movement
Yes, with help
Yes, occasicnally
Light labor
Only some
Noderate
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No Change
Walking
Exercise
Not at all
Not at all
Heavy labor
None at all
High
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O Stnding

O Inactivity

/ Rest
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Kaowledge of these conditions may infivence
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Present waight pounds Height t
nrrent medications.
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Condition
Neck pain
Hendpain(R_L__)
Wristpain(R_L__)
Upper back pain

Lower back pain

Pain in upper leg(R
Pain in lower jeg(R
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Headaches
Visual disturbances”
Frequent urirafon
Kidney stones

pat
Hepatitis
Chest pains
Stroke {date )
Anorexda/Bulimia
HIV/AIDS

Faintng
Totacco, Tequerdy.
Breast  Soreness

Birth control, type
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I a family member has had any of the ial

Cancer
Chronic back probiems
Chronic headaches

L)
Pain in ankle or footR_L___}
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d a iisted symptom in the past, please check
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Constipation/rregular bowel

Lumps

Family member
Family member
Family member,
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Coffee/ tea/caffeinated soft drinks: cups/ cans pex day

e of teatmen
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ack the “past” box. Ifyou present

v von receive.
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Condidorn
fuscular ncoordinations

Arthridis
Heartourn/indigestion
General fatigue
Dermatitis/ exzema /rash
Chronic cougn

Chronic srusits
Excesssive thirst

Jaw pain

Dizziness

Painful wnadon

Kidney disorders
Irmtable bowel
Heart attack date
Figh biogd pressure
1oss of appetite
Blood disorder
Epilepsy
Convulsions
Alcohol, requency
Irreguar menstrual fow
PMS
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THabetes Familymember ___  ————

Heart problems
Figh bleod pressure
Lung probiems

Lupus
Rheumatoid archrifis
Csteoporesis F

Family member
Farmily member
Farmuly member,
Familymember____ —————
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Past Present
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Conditicn

Swelling, stiffness of joint{s}
Rheumatoid arthrifs
Angina

Depressicn

Asthma

Emphysema

Diffculty in swallowing
Diabetes

Tirmitus (ear noises)
Bladder infection

Prostate problems

Loss of bladder contzol
Colits

Aortic angurysm

Rapid heart beat

Abnormal weight Gain  Loss
Tumor,
Cangcer, explain

Drug or alcohol apuse
Endometriosis
Profuse mensgrual fow

explain______  — ——

2£frm that the information [ have given is co
: f any changes in my medical sizfus.

rrect to the best of my knowledge, and that it
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