
              CCOONNFFIIDDEENNTTIIAALL  PPAATTIIEENNTT  HHEEAALLTTHH  RREECCOORRDD  

          ((PPLLEEAASSEE  PPRRIINNTT))      

    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

FULL LEGAL NAME:             DATE OF BIRTH:________________________________ 

STREET ADDRESS / P.O. BOX            HOME PHONE: ________________________________ 

CITY / STATE / ZIP:             MOBILE PHONE: _______________________________ 

SOCIAL SECURITY NUMBER:            WORK PHONE: ________________________________ 

GENDER:   □□MALE     □□FEMALE     □□OTHER:          ETHNICITY:     □□HISPANIC       □□NON-HISPANIC 

RACE (SELECT ONE):  □□ WHITE/CAUCASIAN    □□AMERICAN INDIAN     □□ASIAN     □□BLACK/AFRICAN AMERICAN    □□OTHER: _________________________  
PREFERRED LANGUAGE:  □□ENGLISH     □□FRENCH     □□SPANISH     □□RUSSIAN     □□POLISH     □□CHINESE    □□OTHER: _____________________________ 

YOUR EMPLOYER:             JOB TITLE: ___________________________________ 

MARITAL STATUS:    □□SINGLE     □□MARRIED     □□SEPARATED     □□DIVORCED     □□WIDOWED         EMAIL: ______________________________________ 

SPOUSE’S NAME: _________________________  SPOUSE’S DATE OF BIRTH:       SPOUSE’S EMPLOYER:  __________________________ 

NAMES / AGES OF CHILDREN: ________________________________________________________________________________________________ 

WHO SHOULD WE NOTIFY IN AN EMERGENCY?       RELATIONSHIP: __________________  PHONE #: ______________________ 

WHO IS YOUR MEDICAL DOCTOR?        FACILITY / CITY: ________________________________________________ 

DID ANY OF THE FOLLOWING REFER YOU TO US?  □□MY M.D.  □□ANOTHER PERSON:     OTHER:_______________________ 

 

 
 
 
 
 

HHIISSTTOORRYY  OOFF  PPRREESSEENNTT  IILLLLNNEESSSS  //  IINNJJUURRYY  

FILL OUT THIS SECTION BY MARKING THE AREA WITH THE DESCRIBED SENSATION USING THE APPROPRIATE SYMBOLS FROM THE LEFT.   
 
X  X  X BURNING PAIN 
(  (  (  ( ACHING PAIN 
0  0  0 PINS & NEEDLES                                    
-  -   -  -  NUMBNESS 
:   :   :   : SHARP PAIN 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

              RATE YOUR DISCOMFORT/SYMPTOM(S): 

ENTER THE NUMBER BELOW THAT CORRESPONDS WITH YOUR DEGREE OF DISCOMFORT. “0” IS NO PAIN/SYMPTOM(S), “100” IS INTOLERABLE PAIN/SYMPTOMS. 

PLEASE COMPLETE: 
____  CONSTANT      

____  COME & GO    
_____________________ 

____  GETTING BETTER   
____  GETTING WORSE  

____  STAYING SAME      
_____________________ 

BETTER:              WORSE: 
 ____       AM      _____ 
 ____  MID-DAY  _____   
 ____       PM        _____
  

HOW DID IT OCCUR?     □□ WORK – RELATED INJURY       □□  AUTO ACCIDENT        □□ OTHER: ________________________________________________ 

WHEN DID THEY BEGIN?        HAVE YOU MISSED WORK?   □□YES   □□NO      HOW MUCH? _______________ 

 

INDICATE YOUR ABILITY TO PERFORM THE FOLLOWING ACTIVITIES. PLEASE USE THE FOLLOWING CODES:  

U – UNABLE        L – LIMITED         P – PAINFUL         D – DIFFICULT        N – NORMAL        H – HAVEN’T TRIED 

1. ____ LYING ON BACK          5. ____ SEXUAL ACTIVITY   9. ____ BENDING FORWARD/LIFTING 16. ____ DRESSING SELF 

2. ____ LYING ON SIDES           6. ____ GETTING IN / OUT OF CAR 10. ____ PROLONGED STANDING  17. ____ WALKING 
3. ____ LYING ON STOMACH           7. ____ PUSHING / PULLING 11. ____ USING A COMPUTER 18. ____ COUGH / SNEEZE/ GRUNT 
4. ____ TURNING OVER IN BED      8. ____ UP/DOWN STAIRS 12. ____ SITTING/DRIVING/RIDING 19. _______________________ 
 

 

    

LOW BACK  (0= NO PAIN): 
BEST:               /100 

     WORST:                /100 
NOW:               /100 
USUAL:                /100 

 
  

MID BACK  (0= NO PAIN): 
BEST:               /100 

    WORST:                /100 
NOW:               /100 
USUAL:                /100 

  

NECK  (0= NO PAIN): 
BEST:               /100 

   WORST:                /100 
NOW:               /100 
USUAL:                /100 

 
  

________________: 
BEST:               /100 

   WORST:                /100 
NOW:               /100 
USUAL:                /100 

 
  

________________: 
BEST:               /100 

   WORST:                /100 
NOW:               /100 
USUAL:                /100 

 
  



 

 

 

 

 

 

 

 

 

 

 

 

 

 

NECK & HEADACHE QUESTIONS 

YES    NO 

 □□   □□  DIFFICULTY TURNING HEAD?      □□ LEFT       □□RIGHT 

 □□   □□  DO YOU HEAR GRATING / CRACKLING SOUNDS? 

 □□   □□  DO YOU TRY TO “CRACK” YOUR OWN NECK? 

 □□   □□  DO YOU GET PAIN OR CRACKING IN JAW? 

 □□   □□  DO YOU HAVE NAUSEA, VOMITING, VISUAL DISTURBANCES, 

 ALTERED HEARING, RINGING IN EARS, OR LOSS OF BALANCE? 

 □□   □□  DO YOU GET PAIN OR PRESSURE BEHIND THE EYE(S)?  R  OR  L 

 □□   □□  DO YOU HAVE ABNORMAL BLOOD PRESSURE?  
LOCATION OF HEADACHES:       

FREQUENCY OF HEADACHES:     PER    

DATE OF LAST EYE EXAM:    .  ANY RX CHANGES?   Y  OR  N 

 

 

 

LOW BACK PAIN QUESTIONS 

YES    NO 

 □□   □□  DOES PAIN RADIATE TO THE ABDOMEN AND/OR GROIN? 

 □□   □□  ANY IMPAIRMENT OF BOWEL OR BLADDER FUNCTION?  

   EXPLAIN?       

 □□   □□  DO YOU TRY TO “CRACK” YOUR OWN BACK? 

 

 PPAASSTT  MMEEDDIICCAALL  HHIISSTTOORRYY  

HOW MANY TIMES HAVE YOU HAD THE CONDITION THAT YOU ARE SEEING US FOR TODAY?      

     □□ NEVER        □□ 1-3 TIMES        □□ 4 OR MORE TIMES 

PLEASE LIST ANY OTHER HEALTH CONDITIONS YOU HAVE:  (CHECK ALL THAT APPLY) 

   □□ DIABETES □□ HIGH BLOOD PRESSURE □□ HIGH CHOLESTEROL □□ ASTHMA □□ IBS/COLITIS □□ CANCER 

   □□ THYROID □□ INFERTILITY ISSUES □□ OTHERS: __________________________________________________________________ 

HAVE YOU EVER SEEN A CHIROPRACTOR BEFORE?    □□YES   □□NO 

 WHEN WAS THE LAST TIME YOU WERE SEEN?       WHICH DR./FACILITY? _________________________________ 

 FOR WHAT PROBLEM(S)? ___________________________________   WERE YOU HELPED? __________________________________ 

 HOW OFTEN WERE YOU BEING SEEN?        WHY DID YOU LEAVE? _________________________________ 

 LIST ANY OTHER CHIROPRACTORS YOU’VE SEEN IN THE PAST:  (USE MORE PAPER AS NEEDED.) 

|      DATE        |   DR. NAME |               CONDITION(S)  | WHY DID YOU LEAVE?  ____ 

|        |   |     |     ____ 

|        |   |     |     ____ 

LIST ANY MD'S, PHYSICAL THERAPISTS, OR OTHER HEALTH PROFESSIONALS YOU'VE SEEN FOR THIS CONDITION BEFORE:  (USE MORE PAPER AS NEEDED.) 

|      DATE        |            NAME        |              FACILITY     |      CONDITION(S)  | TREATMENT TYPE(S) ____________ 

|        |        |   |    |     ____ 

|        |        |   |    |     ____ 

|        |        |   |    |     ____ 

LIST ANY OTHER SELF CARE REMEDIES YOU'VE ATTEMPTED TO ALLEVIATE YOUR CONDITION? (E.G. MASSAGE, VIBRATION GUN, TOPICAL OINTMENTS OR 

HOME MEDICAL EQUIPMENT SUCH AS BRACES/SUPPORTS, CERVICAL PILLOW, LOW BACK SUPPORT BELT, STRETCHING, EXERCISING, ETC.)   
______________________________________________________________________________________________________________________ 

DESCRIBE ANY MAJOR ILLNESSES, INJURIES, FALLS, HOSPITALIZATIONS, AUTO ACCIDENTS, AND/OR SURGERIES:   (USE MORE PAPER AS NEEDED.) 

|       DATE          |   DR. NAME | CONDITION(S)   |       RESULTS    ____ 

|          |   |     |      □□ COMPLETE RECOVERY          □□ COMPLICATIONS____ 

|          |   |     |      □□ COMPLETE RECOVERY          □□ COMPLICATIONS ____ 

|          |   |     |      □□ COMPLETE RECOVERY          □□ COMPLICATIONS ____ 

|          |   |     |      □□ COMPLETE RECOVERY          □□ COMPLICATIONS ____ 

|          |   |     |      □□ COMPLETE RECOVERY          □□ COMPLICATIONS ____ 

|          |   |     |      □□ COMPLETE RECOVERY          □□ COMPLICATIONS ____ 

|          |   |     |      □□ COMPLETE RECOVERY          □□ COMPLICATIONS ____ 

 

YES   NO 

  □□   □□  DOES THE DISCOMFORT INTERFERE WITH YOUR SLEEP? 

   HOW MANY TIMES DOES IT WAKE YOU UP?    

  □□   □□   DO YOU SLEEP WITH A PILLOW?  HOW MANY? _____________ 

   WHERE?       

  WHAT POSITIONS DO YOU SLEEP IN?    

  HOW OLD IS YOUR MATTRESS?     

  HOW MUCH SLEEP DO YOU AVERAGE/NIGHT?    

  □□   □□   DOES USING A HEATING PAD HELP/HURT?  HOW?    

  □□   □□  DOES USING AN ICE PACK HELP/HURT?  HOW?    

  □□   □□  DO YOU WEAR A HEEL LIFT?  WHICH SIDE?  (LEFT   OR   RIGHT) 

  □□   □□  DO YOU WEAR FOOT ORTHOTICS?   

FEMALES:    ARE YOU PREGNANT?     □□  YES    □□  NO   

DUE DATE:       DOCTOR: _______________ 

 DATE OF LAST GYNECOLOGICAL & BREAST EXAM:           

MALES:    DATE OF LAST PROSTATE & TESTICULAR  EXAM:    

WHAT MAKES THE CONDITION BETTER?  (ICE, ADJUSTMENTS, IBUPROFEN, STRETCHING, ETC.) 

HEAD / NECK           SHOULDER, ARM, HAND _________________________________________ 

MID BACK            HIP, LEG, FOOT _______________________________________________ 

LOW BACK           OTHER ______________________________________________________ 



SSOOCCIIAALL  HHEEAALLTTHH  HHIISSTTOORRYY  

STUDENT:   □□N/A     □□PART-TIME     □□FULL-TIME     □□SCHOOL:        _____________ 

EMPLOYMENT STATUS:    □□UNEMPLOYED      □□ON DISABILITY        □□RETIRED         □□PART-TIME        □□FULL-TIME       □□OTHER: _____________________          

OCCUPATION:       HRS PER WEEK: _________  YRS ON JOB: __________  YRS WITH EMPLOYER: ________ 

RECREATIONAL ACTIVITIES / HOBBIES: _________________________________________________________________________________________ 

YES    NO    

 □□   □□   DO YOU EXERCISE?   HOW OFTEN?       IN WHAT WAY? ________________________________________________ 

 HOW MUCH WATER DO YOU DRINK? __________________________________________________________________________________ 

 □□   □□   DO YOU CONSUME CAFFEINE?   HOW MUCH & HOW OFTEN? ________________________________________________________________ 

 □□   □□   DO YOU CONSUME ALCOHOL?   HOW MUCH & HOW OFTEN? ________________________________________________________________ 

 □□   □□   DO YOU HAVE HIGH STRESS LEVELS AT HOME?  IF SO, WHY? _______________________________________________________________ 

 □□   □□   DO YOU HAVE HIGH STRESS LEVELS AT WORK/SCHOOL?  IF SO, WHY? ________________________________________________________ 

 

FFAAMMIILLYY  HHEEAALLTTHH  HHIISSTTOORRYY  

MOTHER:        ALIVE?    □□YES   □□NO HEALTH CONDITIONS: _____________________________________________________________________ 

FATHER:         ALIVE?    □□YES   □□NO      HEALTH CONDITIONS: _____________________________________________________________________ 

BROTHERS/SISTERS:        HOW MANY OF EACH? _________________   HEALTH CONDITIONS: ______________________________________________ 

CHILDREN:   HOW MANY? _________________   HEALTH CONDITIONS: _______________________________________________________________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

LIST ANY VITAMINS OR SUPPLEMENTS YOU TAKE FOR SPECIFIC CONDITIONS OR FOR GENERAL WELLNESS: 

|     NAME OF VITAMIN/SUPPLEMENT     |  DOSAGE?    |    FOR WHAT CONDITION(S)  | WHERE DO YOU BUY IT?  ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 

CURRENT PRESCRIPTION MEDICATIONS: 

|     NAME OF MEDICATION      |   DOSAGE?    |    FOR WHAT CONDITION(S)  |     FREQUENCY (# PER DAY/WEEK)  ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 

|           |   |    |    ____ 
|           |   |    |    ____ 

|           |   |    |    ____ 

LIST ANY DRUG ALLERGIES: 

          □□NONE   □□LIST: ____________________________________________________________________________________________________ 

SMOKING STATUS: 

          □□HEAVY SMOKER (1/2 PK/DAY OR MORE)       □□LIGHT SMOKER (LESS THAN ½ PK/DAY)       □□SMOKING STATUS UNKNOWN 

          □□FORMER SMOKER ( _____ PKS/DAY OR _____ CIGS/DAY;   SMOKED FROM AGE: _______ TO AGE: ______ ) 

          □□NEVER SMOKED          

 

 

 

 

 

 

*DRUG ALLERGIES:   □NONE     -OR-      □ LIST: _____________________________________________________________________________ 

*SMOKING STATUS (FOR INDIVIDUALS AGE 13 YEARS AND OLDER): 

 □□HEAVY SMOKER (1/2-PACK PER DAY OR MORE)  □□LIGHT SMOKER (LESS THAN 1/2-PACK PER DAY)  
□□FORMER SMOKER  ( _____PACKS/DAY  OR  _____CIGS/DAY.   SMOKED FROM AGE: _____ TO AGE: _____ ) 

 □□NEVER SMOKED 

 □□SMOKING STATUS UNKNOWN 

*CURRENT PRESCRIPTION MEDICATIONS                       DOSE                          FORM                FREQUENCY 

NAME OF PRESCRIPTION (BRAND OR GENERIC)                (MG, ML, ETC.                (TAB, CAPS, INJ., ETC.)                 (# PER DAY/WEEK/MO.)     
 
________________________________________          _______________          __________________              _______  X  PER  ________           
 
________________________________________          _______________          __________________              _______  X  PER  ________           
 
________________________________________          _______________          __________________              _______  X  PER  ________           
 
________________________________________          _______________          __________________              _______  X  PER  ________           
 
________________________________________          _______________          __________________              _______  X  PER  ________           
 
________________________________________          _______________          __________________              _______  X  PER  ________           

*IF YOU NEED MORE SPACE, PLEASE ATTACH ADDITIONAL SHEET OF PAPER WITH NAME OF RX, DOSAGE, FORM, & FREQUENCY OF USAGE. 
 

YYOOUURR  QQUUAALLIITTYY  OOFF  LLIIFFEE  

WHAT IS/ARE THE MAJOR STRESSES IN YOUR LIFE CURRENTLY:  (CHECK ALL THAT APPLY) 

□□ YOUR HEALTH     □□ RELATIONSHIP(S)  □□ WORK/SCHOOL    □□ YOUR FINANCES □□ OTHER: _____________________________________________ 

 

WHAT WOULD BE THE MOST SIGNIFICANT THING(S) YOU COULD DO TO IMPROVE YOUR HEALTH:  (CHECK ALL THAT APPLY) 

□□ BEING HERE!       □□ DIET/EXERCISE  □□ BETTER SLEEP □□ I DON’T KNOW □□ OTHER: _____________________________________________ 

 

  



 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

SSYYSSTTEEMM  RREEVVIIEEWW  QQUUEESSTTIIOONNSS  

HAVE YOU HAD ANY PROBLEMS WITH THE FOLLOWING AREAS NOW OR IN THE PAST?  (PLEASE MARK Y FOR YES OR N FOR NO IN EACH OF THE FOLLOWING:) 

1. ____ EYES (GLASSES, CONTACTS, CATARACTS, GLAUCOMA, ETC.) 9. _____ GASTRO-INTESTINAL (ACID REFLUX, ULCERS, GALL BLADDER, I.B.S., ETC.)     

2. ____ EARS, MOUTH, NOSE, THROAT (HEARING LOSS, SINUS, ETC.)         10. ____ GENITO-URINARY (MALE/FEMALE REPRODUCTION, KIDNEYS, BLADDER, ETC.)     

3. ____ CARDIOVASCULAR (HEART, HIGH B.P., HIGH CHOLESTEROL, STROKE)  11. ____ MUSCULOSKELETAL (BREAKS, ARTHRITIS, OSTEOPOROSIS, DISCS, ETC.)     

4. ____ RESPIRATORY (LUNGS, BREATHING, ASTHMA, C.O.P.D., ETC.)          12. ____ SKIN (RASHES, SKIN CANCER, DRYNESS, PSORIASIS, ECZEMA, HAIR, ETC.)     

5. ____ NEUROLOGICAL (NERVE ISSUES, M.S., WEAKNESS, NUMBNESS, ETC.)  13. ____ PSYCHIATRIC (ANXIETY, DEPRESSION, BIPOLAR, ADD/ADHD, ETC.)  

6. ____ ENDOCRINE (THYROID, HORMONAL IMBALANCES, LIVER, ETC.)         14. ____ INTERNAL ORGANS (DIABETES, APPENDIX, SPLEEN, LIVER, ETC.) 

7. ____CONSTITUTIONAL (FEVER, CHILLS, NAUSEA, DIZZINESS, ETC.)          15. ____ ADDICTIONS (PAST OR PRESENT: ALCOHOL, DRUGS, MEDS, ETC.) 

8. ____HEMATOLOGICAL (ANEMIA, THIN BLOOD, SICKLE CELL, ETC.)            16. ____ OTHERS: _______________________________________________ 

PLEASE DESCRIBE IN MORE DETAIL: __________________________________________________________________________________________ 

______________________________________________________________________________________________________________________ 

 

 

    

MY SIGNATURE IS AN ACKNOWLEDGEMENT THAT ALL OF THE ABOVE STATEMENTS ARE TRUE.  I HEREBY AUTHORIZE THE DOCTOR TO EXAMINE AND TREAT MY 

CONDITION AS HE/SHE DEEMS APPROPRIATE THROUGH THE USE OF CHIROPRACTIC CARE, AND I GIVE AUTHORITY FOR THESE PROCEDURES TO BE PERFORMED. 

PATIENT SIGNATURE:          DATE:     ____ 

GUARDIAN SIGNATURE:          DATE:     ____ 

D.C. SIGNATURE:           DATE:     ____ 

    

 
PATIENT NOTES:      
   
 

   

  

 
DOCTOR NOTES:       
  
C-SP: 
   *F    *FC 
   *E    *LT.SD 
   *LR    *RT.SD 
   *RR    *MFC 
   *LLF    *LT.C 
   *RLF    *RT.C 
 
L-SP: 
   *F    *LT.SLR 
   *E    *RT.SLR 
   *LR    *BT.SLR 
   *RR    *SSU 
   *LLF    *LT.Y 
   *RLF    *RT.Y 

HT:                               WT:                                 BP:  

OTHER: 

 
 
 

   

  

PATIENT-CHOICE TREATMENT OPTIONS 

CHECK ALL THE BOXES BELOW THAT CORRESPONDS HOW YOU WOULD LIKE THE DOCTORS TO APPROACH YOUR ISSUE(S): 

  I SIMPLY WISH TO JUST HAVE A FEW ADJUSTMENTS FOR SYMPTOM CONTROL, THEN CALL AS NEEDED. 

  I WOULD LIKE THE DOCTORS TO PUT ME ON A TREATMENT PLAN TO HELP ME FULLY RECOVER. 

  I AM INTERESTED IN BEING SHOWN ANY NECESSARY STRETCHES +/- EXERCISES TO HELP ME HEAL FASTER. 

  I WOULD BE OPEN TO VITAMIN/SUPPLEMENT OR OTHER PRODUCT RECOMMENDATIONS TO HELP MY BODY THROUGH THE HEALING PHASES. 

  ONCE I COMPLETE MY INITIAL TREATMENT PLAN, I’M INTERESTED IN A MAINTENANCE ADJUSTMENT SCHEDULE TO SUPPORT MY GAINS. 

 

    


