
Patient Information

Name_________________________________________________
First Middle Last

Birth Date_____________ Age____

Address____________________________________ City_______________________ State____ Zip

Home Phone_______________Work Phone____________________

Social Security #

Insurance Company___________________ Employer_______________________

Sex  { M / F } Spouse’s Name________________________

Occupation

Have you had chiropractic care before? When?

Cell Phone___________________ E-Mail

Marital Status { S M D W } Spouse’s Occupation______________________

Policy #____________

How did you hear about our office? 

Area of Complaint(s) :

Spine / Pain  Radiation : Pain localized to spine Pain radiation to the head,elbow or knee Pain radiating below the elbow or knee

Describe your current symptoms :

Date symptoms appeared 

Briefly describe what you think caused 
your condition/symptoms :

What aggravates your condition? Standing Sitting Walking Twisting Lying Lifting Other

What relieves your condition? Ice Heat Medication Rest Movement Other

Duration of symptoms 0 < 3 weeks >3 weeks- 6 weeks > 6 weeks

Are your symptoms improving? Improving About the same Getting worse Comes and goes

Have you had these symptoms before? No  (If yes, when? Was treatment performed ?)

Head Neck
Upper 
Back

Mid
Back

Low
Back Pelvis Hip Thigh Knee

Lower
Leg Ankle Foot Shoulder

Upper
Arm Elbow Forearm Wrist Hand

Were any imaging studies or diagnostic tests performed
regarding your current condition or past episodes? No  (If yes, when? What tests were performed ?)

Numeric Pain Rating Scale (NPRS) (no pain) 0 1 2 3 4 5 6 7 8 9 10 (unbearable pain)

Restrictions of activities of daily living

Physical work capacity as it relates to your current condition

List all surgeries

List all non-prescription drugs

List all prescription drugs you are currently taking

Check here if you have a family history of : Arthritis Heart Disease Diabetes Cancer

Social habits CoffeeAlcoholTobacco

Exercise Activity No excercise program Light exercise Moderate exercise Strenuous exercise

Stress Level Little or no Minimal Moderate Greatly stressed

Physical work activity levels Sitting 50% or more Some manual labor Heavy lifting Repeated motions

Please check any of the following that you may have had or have now: High blood pressure Asthma Gastric ulcers Joint pain Heart disease Bronchitis

Colitis/Spastic colon Jaw pain Heart murmurs Pulmonary disease Acid reflux

Shoulder Pain Diabetes Emphysema

Hiatal hernia Numbness Headaches

Pneumonia

Gas/bloating

Hepatitis A B C Sinus / Allergies Kidney problems Menstrual pains HIV +

Would you like us to send treatment notes to your family doctor? Yes No

If yes , doctor’s name, address, phone

Patient Signature : Date
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(no limitations) 0 1 2 3 4 5 6 7 8 9 10 ( totally disabled )

No work limitations Work limitations Unable to work

Date

Describe treatment

If yes, describe exercise

Yes

Yes
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