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Please-fill out this form to the best ability 

Patient Name Date 

What is your Height Weight Hand donunance (circle one): Right Left 


What is pour chief complaint? 


How do you believe your health began? 


When did you notice this health 


What positions or activities aggravate your condition? (Choose all that apply): 

0 Sneezing Standing Movement Lifting 0 Sitting 
OtherBowel movement Laying down 0 Driving Going stairs 

Describe other: 

What positions or relieve your condition? (Choose all that apply): 

Rest Standing Movement Hot or cold application 
Sitting Laying down Self massage Massage Therapy Hot shower or bath 
Medication (over the or prescription) Exercise Other 

Describe other: 

Please rate the of your complaint as it pertains to your life: 

- annoyance, no impairment of my life Slight some mild of life 
Moderate - marked impairment of my life 0 Severe ridden - I can't go to work 

Please rate the pain on a scale: 

being no and 
 being the severity imaginable 

How often are you experiencing your complaint?: 

Occasionally - approximately 25% of your awake hours 
Intermittently - approximately 50% of your awake hours 
Frequently - approximately 75% of pour awake hours 
Constantly - approximately 100% of your awake hours 
Other - please describe 

What activity or hobby have you not been able to because of your pain? 

you ever had or a similar condition before? Yes No 

If yes, when and what did you do to relieve the problem? 



Personal Health History 

Name of your Primary Care Physician: 

Phone number: 

Please list and approximate dates of past hospitalizations;surgeries/fractures NONE 

Have you had anyof the followingand approximate monthiyear: 
Blood test: Yes S o  X-rays: Yes No MRI: Yes. No CT: Yes / N O

If yes, what body part imaged (i.e. neck head. back etc.) and general resultsidiagnosis given: 

Name of Doctor ordering tests: 

Do you have or have you had any other significant health conditions (ie: High Blood Pressure. Diabetes. Cancer. AIDS. etc.) 
If yes please list (include approximate year of diagnosis): NONE 

Please list medications (including over the counter) NONE 
- 

Please list Vitamins Supplements taken on a regular basis: NONE 

Do you have any allergies, sensitivities Yes No Please list: 

Useof Alcohol: Never .' Rarely. Social , Light Moderate : Daily amount: 
Useof Tobacco: Never ,' Rarely : Previously, But Quit ! CurrentlyPacks A Day 
Recreational drugs: Sever Rarely Daily ! Previousy. But Quit t y p e
Exercise per week: 0-1 2-3 4-56-7 Activities: 
Do you wear arch supports? YES NO 
Have you had chiropractic health care before? YES NO Doctor: 

Family Medical History 
Age Diseases If Deceased. Cause Of Death 
Father: 

Mother: 

Siblings: - 

Other: 

Please answer the following. Do you have, or had a change in: 
Sore that does not heal Yes i No 
Sagging hoarseness Yes / No 
Headaches for hours or days Yes I. NO 
Sight sweats Yes ! No 
Double vision Yes i No 
Nausea or vomiting Yes 1 No 
Loss of consciousness Yes / No 
Does your pain evermake you from a sound sleep? Yes No 
Are you losing weight without trying? Yes / No 
Are you coughing up blood or notlcing it in your stools? Yes i No 

Difficulty swallo\ving Yes , No 
Vertigo (dizziness) Yes I No 
Blurred \ision Yes I 30 
Numbness or sensation problems Yes 1 No 
Slurred speech Yes / No 
Ringing in the ears Yes 1 No 
Have 3 history of stroke in your family Yes / No 
Have you had loss of bladder or bowel control? Yes i No 
Weakness or strength loss? Yes ! No 
Sudden collapse uithout loss of consciousness? Yes : No 






