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Patient Name Date

1. Describe your symploms

a. When did your symptoms starnt?

b. How did your symptoms begin?

2, How often do you experience your symptoms? Indicate where you have pain or other symptoms
@ Constantly {78-100% of the day)

@ Frequently (51-75% of the day)
@ QOccasionally (26-50% of the day)
@ Intermittently (0-25% of the day)

3. What describes the nature of your symptoms?

@ Sharp @ Shooting
@ Dull ache ® Burning
© @ Numb ® Tingling

4. How are your symptoms changing?
@ Getting Better
@ Not Changing
@ Gstting Worse

5. During the past 4 weeks: None Unbearable

a. Indicate the average intensity of your symptoms @ ) @ @@ & @ ®& © ® ® &
b. How much has pain interfered with your normal work (including both work outside the home, and housework)
@ Not at all @ A littie bit @ Moderately @ Quite a bit @ Extremely

6. During the past 4 weeks how mitich of the time has your condition interfered with your social activities?
(fike visiting with friends, relalives, etc)

@ All of the flime @ Most of the time @ Some of the lime @ Alittle of the time  ® None of the time

7. 1n general would you say your overall health right now is...

@ Excellent @ Very Good ® Good @ Fair ® Poor,
8. Who have you seen for your symptoms? @ No One @ Medical Doctor @& Other
@ Chiropractor @ Physical Therapist

a, What treatment did vou receive and when?

b. What tests have you had fo; gour symptoms @ Xrays date: @& CT Scan  dater .
and when were they performed:
ye @ MRl date: .. @Other dater -

9. Have you had similar symptoms in the past? @ Yes @ No

a. If you have received treatment in the past for @ This Office @ Medical Doctlor @ Other

the same or similar symptoms, wha did you see? @ Chirapractor @ Physical Therapist

; ; @ Professional/Executive @ Laborer @ Retired
10. What is your occupation? @ White Collar/Secretarial @ Homemaker @& Other
@ Tradesperson ® FT Student
a. If you are not retired, a homemaker, or a @ Fuli-time @ Salf-employed & Off work
student, what is your current work status? @ Part-lime @ Unemployed ® Other

Patient Signature Date




Please fill out this form completely. This will help us see you faster.

RIEASON I'OR VISIT:

Please list adl the medicalions, including over the counter medications that you are taking or have recentiy been tni(iﬂg.
Medication Bose Times/day | Date Stopped Mediention

Dose Times/day | Date Stopped

Please list any alergies to food or medication you may have:

Allergy: . What Happens
Allerpy: What Happens
Allergy: o What Happens

Have you had: A tetanus shot within the Iast 10 years? YES / NO

: A flushot? Yes /NO  All childhood immunizations? YES /NO
List any other immunizations you may have had: ‘

Do you have any sympioms carrently? YIS / NO TPlease check the symptoms below that apply (o you today:

General: Nose & Sinus: Laung: Skin:

. Overall Tecling is poor ____ Mose bleeding . Congested in chest ____Hching

__Tired Dirainape or discharge _ Breathing difficuity _____Skin lesions or sores

_ Pever Muouth & Fhroat: ___ Shoriness of breath at nipht _____ Skin wound/s

_ Chills —___Sore throatl __ Cough | s Redness of the skin

__ Weipht changes Oral Cavily: Gastroiniestinal: Muscle/Bone:

_ General pain ___Tecth symploms or pain Appetite chionges _ Soltissue swekiing

Head: Jaw symploems ar pain _ Heartbuien . Back symploms

____ Any head-related MNeck: o Mausea ____Joint pain

symploms? .. MNeck pain __Vomiting __Joint swelling

. Headache . Muscle tightness © | Diarrhes ____Joint stilthess

__Fuce pain _Meck stiffaess ' ___ Constipalion Nerve Syniploms;

___ Sinus pain __Meck muscle spasm ____ Other symptoms (please list) _ Dizziness

Eyes: ___Neck lumps Genitourinary: ___ Spinning sensstion or vertigo

___ Reeye problem ____Neck glands swollen ___Painful wrine _____Fainting scansation

- Loeye problem Hreast: _ . Usine odor ___ Difficulty moving arms/legs/other body part
Visionfeyesight problems ____ R breast symptoms ____ Discharge 1 Tingling

:Disclmrgc from cyes L breast symptoms __ Blood in the urine | _ Numbness

__ liching _ Warmith ____Loss of control with urine ___ Increased sensitivity to touch

__ Sensitive to hight - __Pain in the breasts ___Unusual vaginal discharge Psychological:
Red Cardiac: __ Male genital or uring __ Moot changes

~swaollen _____ DPain or discomfort in the chest symploms _ Steep dislurbances

Tars: _Palpitalions Endocrinc: ___ Loss of pleasure

____ Earache _____Heuwst rate oo slow __Increased/Tixeess Thirst __ linergy changes

~Publing st cars ___Meart rate too fast ____ Iixcess sweating Please explain if you cheeked any aboves

____Ringing _

List ALL your medical conditions (e.p.: Diabetes, Strole, etc.) AND list any surgeries you may have had (e.g.: appendectomy, by
surgery)

i, 5, 9. 13,

2. 0. 10. : 14,

3, 7. 1. 15.

4, ' 8. 12, 16.

Do you smoke or use tabaceo products? YES/NO  How much? Have you quit? YES / NO Do you use alecohoi? YES/
Do you drink caffeinated products? YES/NO BPo you use recreational drugs? YES / NO  Children in daycare? YIES / NO

FAMILY MEMDBERS: Please list any health problems in your family.
‘Mother: | Good Health? YES /NO | List health problems:
Father: | Good Health? YES/NO | List health problems:
Siblings: | Good Health? YES / NO List health problems:
| Children: | Good Health? YES /NO List liealth problems:

Print Patient’s Name: Patient’s Date of Bixth:

Patient Signature/Legal Guardian: Date:




