
Patient Name:_______________________  Date:________________
ANSWER #1-#15 ONLY AS THEY PERTAIN TO YOUR CURRENT PROBLEM
1.   Describe your present complaint:___________________________

__________________________________________________________________________________________________________________

2.   When did this episode of your current problem begin? (specific date if possible) ___________________________________________

3.   Did your problem begin:  ( Immediately after a specific incident    ( Multiple incidents       ( Gradually developed over time                    ( No specific reason   

4.   Describe what caused  your current problem / How it began: ______________________​​​​​​​​​​​​​​​____________________________________

____________________________________________________________________________________________________________________

5.  Has the location or nature of your pain/problem changed since it began?   ( No   ( Yes   In what way? _______________________

6.  How often is your pain/problem present?  ( Constant (76-100%)    ( Frequent (51-75%)     ( Occasional (26-50%)                               ( Intermittent (25% or less)

7.   Since it began is your pain/problem getting:  ( Better     ( Worse 

      ( Not changing                                      

8.   When is it worse:     ( Night        ( Morning       ( Afternoon

      ( Evening     ( Unrelated to time of day                          

9.   Is your pain/problem worse:  (After use   ( After rest     ( Neither

10. Does your pain/problem:  ( Prevent sleep    ( Awaken you            

      ( Neither

11. What makes your problem better?  ( Nothing   ( Rest  ( Activity  ( Lying down  ( Heat   ( Ice     ( Walking    ( Standing     ( Sitting     ( Moving/Stretching     ( Medication     (Other _________________ _________________________________________________________

12. What makes your problem worse?   ( Nothing    ( Bending             ( Lifting  ( Sitting   ( Reading  ( Standing   ( Walking   ( Moving       ( Lying down  ( Cough  ( Sneeze   ( Bowel movement    ( Heat    Other____________________________________________________

13. Have you had to miss  ( Work  ( School  due to your problem:       ( No  ( Yes.    How much? _________________________________

14. Has your problem  ( Prevented     ( Changed other routine activities?    (Neither   If so, What/How? _______________________

15.  Have you had any prior treatment for this CURRENT EPISODE?  ( No ( Yes   Kind of treatment? ______________________________

 By whom?_________________   Results:  ( Good  ( Poor ________

16.  Have you had recent  ( x-rays   ( MRI   ( CAT scan  ( None

Claim No: ____________

DOCTOR'S NOTES: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Patient Name:_______________________ Date:________________
17. Have you had the same problem before      ( No           ( Yes         ( Once    ( Multiple episodes   How many/often _________________

18. Treatment for prior episodes?  ( No   ( Yes      If yes, what kind ____________   By whom_____________   Results:  ( Good  ( Poor  

19.  Describe other conditions that are bothering you ____________________________________________________________________________________________________________________                       ____________________________________________________________________________________________________________________

 20. Previous chiropractor?    ( No    ( Yes   Dr. __________________ Where ________________________Ph# ________________________  21.  Who is your primary care physician?________________________   Where ________________________Ph #:________________________

22. Are you currently on medication? ( No  ( Yes  What/What for? ____________________________________________________________________________________________________________________

23. Have you had any  ( Recent  ( Current illness or fever      ( No    ( Yes     What?_____________________________________________

24. Have you had any unexplained weight changes  ( No     ( Yes       (  Loss    (  Gain  Lbs?:________________ 

25. Have you had any loss of control of    ( bowel      ( bladder function?   ( No   ( Yes

26.  Have you ever been hospitalized or had surgery?   ( No      ( Yes

What for? _________________________________ When _________

What for? _________________________________ When _________

What for? _________________________________ When _________

What for? _________________________________ When _________

25.  Have you ever had:  ( Cancer      ( Heart attack       ( Stroke        ( High blood pressure     ( Diabetes      ( Corticosteroids use              ( osteoporosis/weak bones    ( None of the above
26.  List prior injuries, fractures, or sprains including car accidents resulting in injury.

Type of injury_____________________________ When __________

Type of injury_____________________________ When __________

Type of injury_____________________________ When __________

Type of injury_____________________________ When __________

Type of injury_____________________________ When __________

27.  How would you grade your general stress level?  ( None  ( Mild   ( Moderate  ( Great

28.  Physical activity at work:  ( Sedentary    ( Light    ( Moderate     (  Heavy    ( very heavy ____________________________________
29.  How long has it been since you have really felt good?________​___

Claim No: ____________
DOCTOR'S NOTES: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Patient Name:_______________________  Date:________________ Claim No: ____________
LIFESTYLE HABITS: Exercise habits:  ( No regular exercise    ( Light  ( Mod.  ( Strenuous   What type ________________________________________________________________________ Times/week________

Is your diet:  ( Very good    ( Satisfactory    ( Needs improvement       

Fat content  of your diet:   ( High    ( Mod      ( Low                Sweets:    ( High    ( Mod    ( Low

Do you take nutritional supplements      ( No       ( Yes     What? ___________________________ _________________________________________________________________________________  

Your bed:   ( Waterbed     ( Futon      ( Mattress     ( soft     ( med   ( firm  How old __________ 

Pillow:  ( None    ( Feather    ( Fiber fill    ( Crushed foam    ( Orthopedic     ( Other__________
Your common sleep position(s):  ( Back (knees:  ( flat, ( propped up)    ( Stomach     ( Side (with knees: ( together, ( top leg forward)   Head on arm?  ( Yes   ( No   ( Other _____________
Do you have sleep problems:       Getting to sleep ( Yes  ( No.   Staying asleep  ( Yes  ( No

Do you drink: Coffee  ( Yes  ( No  Cups/day? ____.   Alcohol  ( Yes  ( No  Drinks/week?______

Smoking:  ( Never  ( Quit  When?______  ( Current   packs/cigarettes per day______

FAMILY HISTORY    ( Adopted/Unknown

Father:    ( Living, Age____   health_________________________________ ( Deceased , At age_________                                                                     Mother:  ( Living, Age____   health _________________________________ ( Deceased , At age_________

F=Father  M=Mother  B=Brother (1, 2, etc)  S=Sister (1, 2, etc)

Deceased_______    Cancer_______    Heart Disease_______    Stroke______ Diabetes______   Thyroid Disease_______    Multiple Sclerosis (MS)_______  Arthritis_______ Disc Herniation_______

SYSTEMS REVIEW

Indicate any that you now or have ever had problems with.

Circle N for never, P for past and C for current to indicate your experience with each of the following conditions.  Please mark each one.

General:
N P C Wt. change
N P C  Fever
N P C  Chills

N P C  Fatigue

N P C  Weakness

Ears:

N P C  Ringing
N P C  Pain

N P C  Discharge

N P C  Hearing

Drs Notes:
__________________________________________________________________________________________

__________________________________________________________________________________________

Nose:

N P C  Pain

N P C  Bleeding

N P C  Taste

Mouth/Throat:

N P C  Sores 

N P C Bleeding

N P C  Taste

Drs Notes:
______________________________________________________

________________________________________________________________________

Patient Name:_______________________  Date:________________ Claim No: ____________

Skin:
N P C  Rash

N P C  Itching

N P C  Hair changes

N P C  Nail changes

Neurologic:

N P C  Headaches

N P C  Dizzyness

N P C  Fainting

N P C  Seizures

N P C  Concussion

N P C  Stroke

G-I:

N P C  Appetite

N P C  Abdominal 
Pain

N P C  Vomiting

N P C  Diarrhea

N P C  Constipation

N P C  Liver/ Gallbladder problems

G-U:

N P C  Frequent 
urination

N P C  Painful 
urination

N P C  Incontinence

N P C  Impotence

N P C Sterility

Cardiovascular:

N P C  Murmur

N P C Chest Pain

N P C  Palpitations

N P C  Difficulty 
breathing

N P C  Excessive 
cough

N P C  Wheezing

N P C  Blue 
extremities

N P C  Swollen 
extremities

Drs Notes: ________________________________________________________________________

______________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Breasts:

N P C  Mass

N P C  Pain

N P C  Discharge

N P C  Self-exam

Psychologic:

N P C  Anxiety

N P C  Depression

N P C Moods
N P C  Memory

Musculoskeletal:

Pain/Numb/Tingling

N P C  Neck

N P C  upper 
extremities

N P C  Upper back

N P C  Mid-back

N P C  Low back

N P C  Lower 
extremities

Drs Notes:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Drs Notes:
________________________________________________________________________

__________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
CONFIDENTIAL:   This information will not be released without your specific, written consent.


 Do you have AIDS or Aids Related Complex   ( Yes    ( No


 Drug/narcotics use:  ( Never    ( Past     When? _______     ( Current   What?_______________








