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Today’s Date (MM/DD/YYYY) Referred by:

PERSONAL INFORMATION

Last Name First Name Middle Initial

Gender: M F  Marital Status (circle one): Single  Married  Divorced Widowed

Birth Date (MM/DD/YYYY)

Address City Province Postal Code

Email Cell Phone Home Phone Work Phone

Occupation Employer/Business Number of Children
Have you been to a chiropractor before? Yes No When? For What?

1. Describe the symptoms that prompted you to seek care today:

2. How long have you had your symptoms?

3. How often do you feel your symptoms?

4. How intense are your current symptoms? 0----- 5 10
(Mark intensity on line) No Pain Moderate Worst Pain Ever

5. Where does it hurt? (circle and mark with a number on diagram)

@Numbness
@Tingling
@Stiffness
Q))ull
@Aching
@Cramps
@Nagging
harp
@Burning
Shooting
Stabbing
(12)Throbbing
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6. What makes the symptoms better?
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7. What makes the symptoms worse?

8. Has this problem been (circle one):

Getting Better

Stayed the Same

Getting Worse

HEALTH HISTORY

List any medical Conditions you currently have:

List any medical Conditions you have had in the past:

List any medications you currently take:

List any medications taken in the past:

List any past Injuries; Car Accidents or Surgeries:

SOCIAL

Alcohol Use: How often/much?

Coffee/Tea Use: How often/much?

Tobacco use: How often/much?

Soft Drinks Use: How often/much?

Water Intake: How often/much?

Typical Eating Habits (circle one):

Skip Breakfast

Two meals a day

Fitness Level (circle one):

Three Meals a day

Beginner

Intermediate Advanced

Snacking between meals

Ringing in ears
Vision Blurred
Speech slurred
Loss of Sleep

Decreased Urination
Unexplained Weight Loss
Night Sweats
Bowel/Bladder change

Diabetes
Thyroid Issues
Seizures
Cancer

How much sleep do you average per night? _____ Hours Quality

What is your preferred sleeping position?

What are the major stressors in your life?

Are you currently suffering from any of the following?
O Back Pain O Depression O Painful menstruation
O Neck Pain O Fatigue O Gall bladder trouble
O FootTrouble O Fainting O HeartBurn
O Shoulder Trouble O Allergies O Asthma
O Arthritis O Tremors O High blood pressure
O Scoliosis O LossBalance O Low blood pressure
O Headache O Chest Pain O Swelling of Ankles
O Dizziness O Difficulty Breathing O Previous Heart Attack
O Numbness O Increased Urination O Previous Stroke
O @) O
O @) O
O @) O
O @) O
O @) O

Loss of concentration

Constipation

HIV



