Chiropractic Case History

Name Date

Marital Status: _ Married ___Single ___ Divorced __ Widowed

Address: City: State: Zip:

Phone (Home): (Work): (Cell):

Sex:  Male _ Female Date of Birth: Age:

Patient SSN: E-mail:

Referred By: Occupation:

Employer:

Spouse’s Name Spouse’s Employer:

Have you seen a chiropractor before?  Yes  No Chiropractor’s name:

Who is your primary care physician?

Reason for your visit today? (Please list areas of pain)

Date of accident or beginning of symptoms:

Name and phone # of emergency contact:

List any broken bones or dislocations:

Have you ever had a spinal tap or injection? ___ Yes No Have you ever been knocked unconscious? Yes
Have you ever had a lapse in memory? __ Yes __ No

Have you ever had x- rays, MRI, or CAT Scan of your spine? ___Yes __ No When?

__No

Do you suffer from any condition other than that for which you are consulting us?

Are you presently taking any prescription medication? ___Yes __ No If yes, please list:

Please list any known allergies:

Insurance Information

Insurance company : Spouse’s Insurance:

Avre present symptoms due to an injury? __ Yes _ No___ Onthe job __ Auto Accident ___ Personal Injury

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. | understand the
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 this office will be credited to my account upon receipt. However, I clearly understand and agree that al

services rendered to me are charged directly to me and that | am personally responsible for payment.

I hereby authorize the doctor to examine me and treat my condition as he deems appropriate through the use of chiropractic health

Care. The doctor will not be held accountable for any pre-medically diagnosed conditions nor for any medical diagnosis.

Patient Signature: Date:




SEVERITY OF PAIN

List the area of pain and circle the nunmiker below to describa the amoutt of pain with *1" indicating minor
discomform and " 10" representiny severe pain.

L. 12345678510
2. 12345678010
3 12345678%10
4, 121345678910
5, 12345674210

Plenac mark aress of pain on the drawings using the code listed.
bumning (++-)  stebbing (000) sherp ()  aching ()

Pleass lisr aty comeems about vour symproms and anything efss you would ke the doctor to kaow:

Hahits

Smoking: Packs per day
Aloohol: Drinksperday
Coffee/Tea: Cupsperday

Vitamins'herbs (list all being taken):




Exgreise:  None _ Moderate  Daily

Family History: Has any member of your family had any of the following diseases?
__Diapetes ___ Kidney _ Arthritis _ Heart _ Cancer __ Lung

Have vou had any gf the following? (Please chegk or place an "x" in the box.)

Appendicitic P—lcsurr Dizeaze [Frpumonia
Polip i'!l'riehat-ea e F.haurmatic Fever
Anemua nrll:lﬂ;l'l.ﬂ B pibessy B
Tuberculnss [Hyperienamn AIDT

Canceor LA looholism

Flease check or place an "x" for all symptoms that currently apply to you.

General Symptoms {rastro-Intestinal EENT Respiratory
__ Meadaches | Poor appetits | Poorwizion | Cough
| Fever i |__ Poor digestion | Paimin eyes | Shor u-_l“rbreathw §
| Might sweats |__ Execsaive hunger | Dafneas
__ Famring | Belching or gas | _ Earache IGenito-Urinary
_ Duzemess | Msuses | Ear notzes __ Frequent urination
| Convulsions | Vomniting | Mosehleeds | Painful urinarton
_ Lossofsleep | Stomach pain | Socthosr 1 Blood in urins
| Fatigue | Congtipation | Hoorpsnesz | Kadney mfechons
| Laoss of weight [ Diamhica | Fiaw fever | Hed weting
| Allergies Hemmorrhoids | Asthma | Incontmencs
Ry B : REF R e
| Weaknegg | Liver izonble | Frequentcolds | Prostats troubls
| Twitching | Jaundice | Tliywoid troulde  §  Biadder infections
| Call bladder | Tensillitis
| Sinus Trouble




Wugele und Joints  |Cardicvaseular Skin For ¥YWenten Coly
s B p—
| BinT nerk | Rapid hearibeat | liehing | Painfii] Feriods
_ Teck pain _ Slpw Besctheat | Braise snsily | Exceazive Flaw
| Middle back pain § Highbleod pressure | Dy s | Irreglar cycles
| Lower bagkpam | Chest pain | Buils | Hot flashes
i
| Arm pain | Swolien ankles | _ Seqzitnes shity ! Crampy
| Arm numbnesd | Poor cireulition | Hives _ “aginol dizcharge
T (il o i S
| Leg pain | Warieose vedns | Boxerma | Currently pregnant
a4 oL - Al Sl O il Se———
| Leg numbnsss | Stpoke | Ereagt iraplenis

_ Brallaa joints | _ Hesrt arcack: D of ast PAF!

| Frinfil tailrons
N o o bt A e S T T —

| _ Foot pein

| Spiral curvature

Have you had any of the following surgeries? If yes, please list date,

e i
| Tomeillethomy | Gall bladder | Hernia
| Tuhss [0 sars | Biomach | Catarast
el T T TT Rl | -THLTaTL

| Sinus | Appendectomy | wizion cotzecrion

- o
| Thyraid | Pepmle organs | Breast radaction

S0 )
| Thid | Hemarthoids  Masteoremsy
| Dleck | Bagk | Prosrata
Lk

List any aceidents, injuries, falls and dates.
Lar:

__Spontar
__ Achool

_ Orher:
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