CONFIDENTIAL PATIENT HISTORY (Please Print)

Date:

Name: Home Phone: ( )

Address: City: State: Zip:

Age:  Male Female M S D W Work Phone: ( ) Cell Phone: ( )

Birth Date: Email:

Employer/Job Description: SSN:

Nearest Relative & Address (not living with you):

Spouse’s Name: Have you had previous chiropractic care?  When?

How were you referred to our office? Google: ~ Insurance site: _ Yellow Pages: ~ Driveby:  Other

Other referral name or source:

LIST CHIEF COMPLAINTS, IN ORDER OF SEVERITY

1. For How Long?
2. For How Long?
3. For How Long?

How does this affect your daily life?

Other doctors consulted for this condition?

When did you first notice your present problem?

Has it happened before? Date(s) and Treatment(s)

When has the most recent aggravation of your condition occurred?

Please list all medications, vitamins or treatments you are presently taking:

Please list any surgeries that you have had:

Please list any accidents/falls you have had (even if they don’t seem to contribute to your current condition):

Is your present condition work related? Yes ~ No Automobile Accident? Yes  No

Method of payment? Check ~ Cash  Discover  MasterCard  Visa  Areyouinsured? Yes  No
Insurance Company Name: Phone #:

Insurance Policy # Insured SSN # Group ID #

Name of Primary Person on Insurance Plan Insured DOB

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and
myself. Furthermore, I understand that the doctor’s office will prepare any necessary reports and forms to assist me in
making collection from the insurance company and that any amount authorized to be paid directly to the doctor’s office
will be credited to my account upon receipt. However, I clearly understand and agree that all services rendered me are
charged directly to me and that [ am personally responsible for payment. I also understand that if I suspend or terminate
my care and treatment, any fees for professional services rendered me will be immediately due and payable.

Patient’s Signature Date
Guardian or Spouse’s
Signature Authorizing Care Date




PATI ENT NAME:

Pl ease mark the synptons you have now with an (N),

REVI EW OF SYSTEMS

DATE:

or have had in the past with a (P)

General Synpt ons Gastrointestinal Eye, Ear, Nose, Throat Respiratory

___784.0 Headache __783. Poor Appetite __368.9 Poor Vision ___786.2 Chronic Cough
___780.6 Fever __536.8 Poor Digestion __378.9 Crossed Eyes __786.3 Spitting Bl ood
. 780.9 Chills _994.2 Excessive Hunger _ 379.91 Pain in Eyes . 933.1 spitting Phlegm
__780.8 Night Sweats ___787.3 Belching or Gas __389.9 Deafness ___786.50 Chest Pain
__780.2 Fainting __787. Nausea __388.70 Ear Ache _786.09 Difficult Breathing
___780.4 Dizziness 787 Vomi ting __388.30 Ear Noi ses
__780.3 Convul sions ____b578. Vomi ting Bl ood __388.60 Ear Discharge Genito-Urinary
__780.52 Loss of Sleep _536.8 Pain Over Stomach 478.1 Nasal Oobstruction __ 788.3 Frequent Urination
__780.7 Fatigue ___ 564. Consti pation __784.7 Nose Bl eeds . 788.1 Painful Urination
_799.2 Nervousness ___558.9 Diarrhea ___462. Sore Throat _599.7 Blood in Urine
_783. Wi ght Loss __789. Col on Troubl e __ 784.49 Hoar seness __ 592. Kl dney I nfection
_782. Nunbness/ Pai n ___455.6 Henorrhoids ___A477.9 Hay Fever _788.3 Bed Wetting

Arms/ Legs/ Hands __785.1 Liver Trouble _493.9 Asthma ___788.1 Incontinence
. 995.3 Allergy (Wat?) __782.4 Jaundice ___460. Frequent Col ds ___601.9 Prostate Trouble
____786.09 Wheezing ___575.9 @l Bl adder __240.9 Enlarged Thyroid
_729.2 Neuralgia Troubl e _ 463. Tonsilitis

____686.9 Sinus Problens
Miscl e & Joints Car di ovascul ar Skin or Allergies For Wnen Only
. Weakness __783. Rapi d Heart _368.9 Skin Eruptions __786.2 Painful Periods
. Twi t chi ng _427.89 Sl ow Heart __698.9 Itching __626.2 Excessive Flow
_847.0 stiff Neck __401.9 High Blood Press __ 287.8 Bruise Easily __626.4 Irregular Cycles
__722.10 Backache __458.9 Low Blood Press ___701.1 Dryness ___627.2 Hot Flashes
__T719. Swol I en Joints ___786.51 Pain over Heart o Boil s __625.3 Cranps or Backache
_781. Trenors __ 438. Prev Heart Prob __ 782.0 Sensitive Skin __634.9 Mscarriage___
__729.5 Foot Problem __719.07 Ankle Swelling __708.9 Hives or Allergy __ 623.5 Vaginal Discharge
__724.79 Painful Tailbone 459.9 Poor Circulation ___ 692.9 Eczema __Y__ N Pregnant Now?
___724.5 Pain b/t Shoul der Vericose Veins - On Medi cati ons Last Pap Date
_ 553.9 Hernia o Stroke By Who?
__737.3 Spinal Curvature
- Low Back Pain Birth Control ?
Last Menstrual Period
Habi t s Exerci se Family History
. Smoki ng ___pks/day None o Di abet es Hear t Ki dney Cancer Back
- Drinking __ [ Moderate Mot her o - - o o
. Coffee ___/day Daily o Fat her - o - - -
___ Stress ____MlId Brother(s) No. o - o o
___ Moderate Sister(s) No. __ - - o -
____ Severe

Have you had any of the follow ng di seases?

__ Appendicitis __ Anema ___ Heart Disease __ Arthritis

___ Pneunoni a __ Measles __ Coiter __ Epilepsy

__ Rheumatic Fever __ Mnps ___ Influenza ____ Mental Disorder

___ Polio ___ Chicken Pox __ Pleurisy __ Lunbago

___ Tuberculosis ___ Diabetes ___  Alcoholism __ Eczemm

___ \Woopi ng Cough ____ Cancer __ HWV/IADS __ Cout
Do You feel that you have any nutritional deficiencies? If so, what?

Do you desire help with nutritional

analysis? Y N

DOCTCOR' S NOTES:
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NAME (PRINT):

DATE:

COMPLAINT:

Please use the following key to accurately mark the arcas in which vou feel the described sensations. Use the appropriate
symbols and include all affected areas.

Dull N NN Stabbing/Cutting /// /// 11/ Burning X X X
Numb= = = Tingling (Pins & Needles) Cramping S S S

PLEASE place one mark on the fine below to indicate your present pain level:

No Pain Worst pain ever

Using the scale of 0-100. with 0 = no pain and 100 = worst possible pain. please write the number
indicating your present pain level in the box at the right:
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