PERSONAL INFORMATION
Date______________



         



         Case#___________

Name (Last)                                                                         (First)_____________________________ Street Address__________________________________________________Apt # ______________   City_________________________

State______________

Zip__________________

Email_________________________________ Phone (Home/Cell)___________________________ 

Sex:  M   F  Date of Birth______/________/_______ Social Security #_______-______-_______ 

Status:   Married   Single   Widowed   Divorced     Spouses Name____________# of children______ Employed:    Full Time    Part Time    Retired    Not Employed    Student Occupation__________________________Employer’sName_______________________________ Address__________________________________________________________________________

City_____________________________State____________ Zip____________Phone____________ 

How did you hear about our office?________________ Referred by__________________________ 

Emergency Contact:____________________ Phone:_________________ Relationship__________

HISTORY OF COMPLAINT

What is the primary reason for contacting our office? _____________________________________

When did this condition begin? _______________________________________________________

Have you ever had this condition before?   YES    NO
When:___________________________

Describe the onset of your condition:   SUDDEN    GRADUAL

Is your condition the result of ANY type of accident?    YES   NO    Type_____________________

Since it began, has this condition gotten:   BETTER
   WORSE     SAME

What is your current pain level?  0  1  2  3  4  5  6  7  8  9  10

What is your pain level at its worst?  0  1  2  3  4  5  6  7  8  9  10

What is your pain level at its best?  0  1  2  3  4  5  6  7  8  9  10

How often do you experience this pain?   CONSTANT     INTERMITTENT     OCCASSIONAL

When does the pain bother you most?  MORNING    DAY    NIGHT

Describe the type of pain:  ACHING   BURNING   DULL   NUMB   SHARP   SHOCK-LIKE   SORE   THROBBING   TINGLING   OTHER: __________________________________________

Is your pain LOCAL or RADIATING?  Where: __________________________________________

What aggravates your condition? ______________________________________________________

What relieves your condition? ________________________________________________________

What activities has this condition interfered with:  WORK   HOME   PERSONAL   OTHER

Please describe____________________________________________________________________

Is there anything else you would like us to know?_________________________________________

What other healthcare providers have you seen for this condition?____________________________

Are you taking any medication for this condition?_________________________________________

Have you been under Chiropractic care before?  YES    NO    

Doctor’s Name:__________________________
When was your last visit? _________________   

Did you follow the Doctors recommendations?  YES    NO   If No, why?______________________

Why did you not return to that office?__________________________________________________

What type of care do you desire?  

□ RELIEF - Symptomatic relief of pain or discomfort.
               □ CORRECTION - Correcting and relieving the cause of the problem as well as the problem         

□ WELLNESS – Achieving and maintaining optimal nerve system function

How committed are you to obtaining such results?  10   9   8   7   6   5   4   3   2   1   0

