Patient Information
Last Name:___________________ First Name:__________________ Date of Birth:__/__/____
Sex:____ Email Address:_______________________________Telephone:_____-_____-_____
Address:_______________________________ City:____________ State:___ Zip code:______
Current Occupation:____________________________________________________________
Primary Care Provider Information
Name:________________________ Practice Name:__________________________________
Telephone:_____-_____-______  Email Address:_____________________________________
Address:____________________________  City:_______________ State:____ Zip code:____
Emergency Contact
Name:_________________________________ Relationship:___________________________
Preferred Telephone Contact:_____-_____-______
Insurance Information
Insurance Carrier:________________________ Insurance Plan:_________________________
Contact Number:_____-_____-______ Policy Number:_________________________________
Group Number:___________________
Chiropractic History
Have you visited a chiropractor before?________ Who?________________________________
If so, what issue did you see them for?_____________________________________________
Was it a good experience?_____ Why?_____________________________________________
Describe the treatment rendered:__________________________________________________
Chief Complaint
Is the current issue due to a car accident or workplace injury?___________________________
Describe current issue:__________________________________________________________ ____________________________________________________________________________
What is the location of the pain?__________________________________________________
When did this start?___________________ How did this start?__________________________
____________________________________________________________________________
Rate your pain from 1 to 10 where 1 is no pain and 10 is the worst pain (Circle One):                   1       2       3       4       5       6       7       8       9       10
What makes your condition better?________________________________________________
What makes your condition worse?________________________________________________
Describe the pain (Circle One): Sharp   Dull   Achy   Burning   Stiff   Throbbing  Other:_______________________________________________________________
Does the pain radiate or refer to another area? YES  NO 
Is there numbness or weakness in this area?________________________________________
Where?______________________________________________________________________
What time is the pain at its worst (Circle One):  Morning   Evening    Night
What time is the pain at its best (Circle One):   Morning   Evening   Night
Are there associated headaches with this condition? YES NO Where?______________________________________________________________________
Do you have any changes to your bowel or bladder function?____________________________
Have you seen another provider for this issue?_______ Who?___________________________
What did this provider do to treat this condition?______________________________________
Do you have any recent imaging of the area?________________________________________
Do you have any other symptoms that you want addressed?____________________________
____________________________________________________________________________
____________________________________________________________________________
Current Medications with doses:__________________________________________________
____________________________________________________________________________
Allergies to Medications:_________________________________________________________
____________________________________________________________________________
Previous History
Previous injuries:______________________________________________________________
____________________________________________________________________________
Previous surgeries:_____________________________________________________________
____________________________________________________________________________
Have you ever traveled or lived outside of the US? YES  NO  Where?_____________________
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Check off any of the following conditions that you currently have or previously had:
1
General
· Fatigue
· Difficulty Sleeping
· Fever
· Chills
· Night Sweats
Skin
· Rashes
· Itching
· Change in hair or nails
· Psoriasis
Head
· Headaches
· Migraines
· Head Injuries
· Concussions
· History of Stroke
Eyes
· Glasses or Contacts
· Change in Vision
· Eye Pain
· Double Vision
· Glaucoma/Cataracts
Ears
· Ringing
· Dizziness
· Vertigo
· Change in Hearing
· Discharge
· Ear infections
Nose/Sinuses
· Discharge
· Bleeding
· Stuffiness
· Frequent Colds
Allergies
· Hives
· Swelling of the Lips or Tongue
· Hay fever
· Asthma
· Eczema
· Other:____________________
Mouth/Throat
· Bleeding Gums
· Hoarseness
· Sore Throat
· Sore tongue
Neck
· Lumps
· Swollen glands
· Goiter
· Stiffness
· Pain
Breast
· Pain
· Lumps
· Nipple Discharge
· History of Cancer
Respiratory/Cardiac
· Shortness of Breath
· Cough
· Phlegm  Color:_______
· Wheezing
· Coughing up Blood
· Chest Pain
· Hand/Feet Swelling
· Blue fingers/toes
· High Blood Pressure
· Skipping Heart Beat
· Heart Murmur
· Bronchitis/Emphysema
· Rheumatic Heart Disease
· History of Congenital Heart Defect
· History of Heart Attack
Gastrointestinal
· Change of appetite
· Change in Weight
· Issues with Swallowing
· Nausea
· Heartburn
· Vomiting
· Vomiting Blood
· Constipation
· Diarrhea
· Change in bowel habits
· Abdominal Pain
· Excessive belching
· Excessive Flatulence
· Yellow Skin
· Food Intolerance:_______________
· Rectal Bleeding
Urinary
· Difficulty Urinating
· Pain or Burning with Urination
· Frequent Urination at Night
· Urgency to urinate
· Incontinence
· Blood in Urine
· History of UTI/Prostate Infection/Kidney infection
· History of Prostate Cancer
Peripheral Vascular
· Leg cramps
· Varicose Veins
· Clots in Veins
Musculoskeletal
· Pain
· Stiffness
· Swelling
· Decreased joint motion
· Broken bones
· Sprains/Strains
· Arthritis
· Gout
· Decreased Bone Density
Neurologic
· Seizures
· Loss of Consciousness/Fainting
· Paralysis
· Weakness
· Loss of muscle size
· Muscle Spasm
· Tremor
· Involuntary movement
· Incoordination
· Numbness
· Pins and needles sensation
Hematologic
· Anemia
· Easy bruising/bleeding
· Previous transfusion
Endocrine
· Abnormal growth
· Increased appetite
· Increased thirst
· Increased urine production
· Thyroid issue:________________
· Heat/Cold Intolerance
· Excessive Sweating
Psychiatric
· Tension/Anxiety
· Depression
· Thoughts of Suicide
· Memory Issues
· Recent Change in Mood
· Other:______________



Please describe the checked answers:_____________________________________________
____________________________________________________________________________
Other past or present conditions:__________________________________________________
____________________________________________________________________________
Have you had any of the following conditions?
· Diabetes?  YES   NO   Type:_____________  Last A1C result:____________________
· Hypertension? YES  NO  How is this managed?________________________________
· Cancer?  YES  NO  Current?  YES  NO   Type:_________________________________

Family History
	Family member
	Condition
	Describe

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




Social History
Are you a Smoker?  YES  NO  Packs/day?____________ For how many years?____________
Alcoholic beverages per month?_____________  Cups of coffee per day?_________________
Are you a recreational drug user? YES   NO  Type:_________________ Frequency:_________
Rate your stress level on a scale of 1-10:________ Rate your diet on a scale of 1-10:________
Exercise Type and Frequency:____________________________________________________




Signature:_____________________ Name:_____________________ Date:_______________
Doctor Signature___________________________________________ Date:_______________
