THOMPSON CHIROPRACTIC HEALTH CENTER

Phillip A. Thompson, DC, DABCO, CCSP, CCEP

914 D St. NE  Suite 101,  Auburn, WA., 98002      (253) 939-0906

Date: ___________________________ E-mail address: ________________________________________________ 

Name: (first)____________________________ (MI)____  (last)__________________________________________ 

Phone:  Wk(___)_______________(ext)_____  Home(___)___________________ Cell (     )__________________

Address___________________________________ Apt._____ City________________  State______Zip_________

Date of Birth_____/___/___     Height____'​​____"           Weight_____lbs.       SS#______-_____-_______ Employer_______________________________    Job Title_________________    How long __________
Marital Status    S      M     D     W    Sep.                         Number of dependents/children at home_______
Spouse's  Name_________________________ DOB:___________    Employer_____________________________
Nearest Relative _______________________________________________________________________________

(not living with you)     full name                  address                                              phone 

Military Service?  ( No  ( Yes     What branch _______________________ When______________________ 
What is your highest level of education _________________________________________________________

Condition caused by:     ( Work related injury      ( Car accident      ( Injury      ( Illness        ( Unknown
Who may we thank for referring you to this clinic? ___________________________________________________
	PAIN RATING INSTRUCTIONS: Please choose the number which best describes your pain :  If you have multiple problems, please mark each and label ie.: “headache”, “low back, “ leg”

	What is your pain RIGHT NOW?
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	What is your TYPICAL or AVERAGE pain?
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	What is your pain AT ITS WORST?
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	What is your pain AT ITS BEST?
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Patient Name:______________________________   Date:________________     Claim No: ____________

Pain Drawing
Please mark the areas on the drawings where you feel the described sensations.  Please be thorough.  Use the following symbols:
Numbness:  ////   Deep ache:  XXX   Burning:  ###    Stabbing:  >>> 
Pins & Needles:  000       Throbbing : TTT
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