
Date  _______________________________ 
SS # _____________________________ 

Name: _____________________________________________
   Last Name    First Name      M.I. 

Address: ___________________________________________

___________________________________________________
 City        State  Zip 

Birth Date: _______________  Age_____  Sex: � M  � F
Marital Status: � Single   �Married  

Occupation: ________________________________________

Employer: __________________________________________
Name of Spouse: ___________________________________
Spouse Employer: __________________________________
Name and Ages of Children: __________________________

CONTACT INFORMATION 
Home Phone: _________________________________

Cell Phone: ___________________________________

Work Phone: __________________________________

Best time and place to reach you__________________

Email: _______________________________________
Providing an email address, you consent to communication via email,
keep you informed about your condition, newsletters, etc.  

Who may we thank for referring you to us? ____________

_________________________________________________
Name of local primary Physician: __________________

May we contact them? : � Yes  � No    

IN CASE OF EMERGENCY, CONTACT 

Name______________________Relationship________

Home Ph: ______________ Work Ph: ______________

SYMPTOMS 

WELCOME

Main Complaint: ________________________________ 

On what date & How did it originally occur? ___/___/______  

 ______________________________________________ 

Has this condition occurred before?  � Yes  � No 

Is Condition: � Job Related  � Auto Accident   

� Home Injury  � Fall  � Other: ____________ 

Have you made a report of your accident to your employer:  

 � Yes  � No 

Drugs you NOW take: �Pain Killers �Muscle Relaxants  

�Birth Control �Nerve Pills �Insulin  �Synthroid   

�Other _____________________________________________ 

What makes the problem better? �Standing  �Sitting  �Lying  �Bending  �Lifting  �Twisting  �Other _________

What makes the problem worse? �Standing  �Sitting  �Lying  �Bending  �Lifting  �Twisting  �Other _________

Describe the pain:  �Sharp  �Dull  �Numbness  �Tingling  �Aching  �Burning  �Stabbing  �Other_________

AT ITS BEST(No complaint/pain)  0  1  2  3  4  5  6  7  8  9  10  (Worst pain imaginable) 

ON AVERAGE    (No complaint/pain)  0  1  2  3  4  5  6  7  8  9  10  (Worst pain imaginable)  

AT ITS WORST   (No complaint/pain)  0  1  2  3  4  5  6  7  8  9  10  (Worst pain imaginable) 

Does this complaint/pain radiate or travel (shoot) to any areas of your body?   �Yes   �No    

 If yes, where? __________________________________________________________ 

Do you have any numbness or tingling in your body? �Yes   �No    

 If yes, where? ___________________________________________________________ 

Has the severity of the condition changed?    �Same    �Better    �Gradually worse 

How frequent is the condition?    �Constant   �Daily   �Intermittent   �Night only     

How long does it last?    �All day   �Few hours   �Minutes  

Do You Suffer From Any Condition Other Than That Which You Are now Consulting Us? __________________________

________________________________________________________________________________________________ 

PATIENT INFORMATION 

Draw in your symptoms/pain 
Numbness: - - -   Pins & Needles: o o o    Burning: x x x
Stabbing: / / /     Aching: > > >       Dull: ~~~ 
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PATIENT HISTORY 
Please check ☑ Symptoms you currently have: 
� Dizziness/Vertigo � Nausea/Vomiting � Cancer � Chest pain  � Night sweats  
� Pain wakes you from sleep  � Lose weight without trying  � Coughing up blood/blood in stool/urine  
� Loss of bladder or bowel control � Headaches for hours or days  � History of stroke in your family  
� Pain in neck, jaw or face  � Sore that does not heal  � Unusual bleeding or discharge 
� Change in any wart or mole � Nagging cough or hoarseness � Drooping eyelid or change in your pupils 
� Ringing in your ears  � Thickening in your breasts or elsewhere 
�Drop attacks/faint, pass out easily/loss of consciousness � Double vision/ lost sight in one eye Diplopia  
� Difficult or slurred speech/Dysarthria    � Difficulty arranging words properly/Dysphagia  
� Difficulty walking/coordination/ falling to one side Ataxia � Numbness on one side of face or body 
� Nystagmus/visual disturbances or rapid eye movement � Headache/head pain unlike ever experience  

� Parkinson’s Disease 
� Pinched nerve 
� Pneumonia 
� Polio 
� Prosthesis 
� Psychiatric Care 
� Rheumatoid Arthritis 
� Rheumatic Fever 
� Scarlet Fever 
� Stroke 
� Thyroid Problems 

Please check ☑ conditions or symptoms you currently have or have had in the past: 
 � AIDS/HIV  
 � Anemia 
 � Anorexia 
 � Appendicitis 
 � Arthritis 
 � Asthma 
 � Blood Clots 
 � Breast Lump
 � Bronchitis 
 � Bulimia 
 � Cancer 

� Cataracts 
� Chemical Dependency 
� Diabetes 
� Emphysema 
� Epilepsy 
� Glaucoma 
� Goiter 
� Gout 
� Heart Disease 
� Hepatitis 
� Hernia 

� Herniated Disk 
� Herpes 
� High Blood Pressure
� High Cholesterol 
� Jaw Pain/TMJ 
� Kidney Disease 
� Liver Disease 
� Mononucleosis 
� Multiple Sclerosis 
� Osteoporosis 
� Pacemaker 

� Tuberculosis
� Tumors, Growths 
� Ulcers 
� Varicose Veins 
� Whiplash 
� Other__________ 
_________________ 
_________________ 
_________________ 

EXERCISE 

� None      

� Daily 
� Moderate   

� Heavily 

WORK ACTIVITY  

� Sitting      

� Standing   

� Light Labor 
� Heavy Labor 

LIFE STYLE 

� Smoking Packs/Day ______________________________________ 

� Coffee/Caffeine Cups/Day _________________________________

� Alcohol Drinks/Week _____________________________________ 

� High Stress Level Reason _________________________________

FEMALE ONLY:  When was your last period? ______________ Are you pregnant?  � Yes  � No  � Not Sure 

Injuries/Surgeries you have had:    Description     Date 

Accidents/Falls ________________________________________________________________ ___________

Head Injuries __________________________________________________________________ ___________

Broken Bones _________________________________________________________________ ___________

Dislocations ___________________________________________________________________ ___________

Surgeries _____________________________________________________________________ ___________

MEDICATIONS  Reason 

____________________________________

____________________________________

____________________________________

ALLERGIES 

__________________

__________________

__________________

VITAMINS/HERBS/MINERALS 

__________________________________

__________________________________

__________________________________

*All above questions have been answered accurately, and I understand that giving incorrect information can be dangerous.
I authorize this office to release any information pertaining to my treatment to third party payers or other health care
providers. I further understand that payment may be less than the actual cost of services and will be responsible for any
outstanding amount owed this office. 
 

Patient’s Signature: _____________________________________________________ Date: ________________
 

Consent to Treat a Minor: ________________________________________________ Date: ________________
 

Guardian or Spouse’s Signature of Authorizing care: ___________________________ Date: ________________
 

If this is an accident related injury, please fill out the Accident Form. THANK YOU! 
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