Patient Information

Name:_____________________________________________________________________________
Date:___________________________________

Address:_____________________________________________________________
City/State/Zip:_____________________________________________

Home Phone:_____________________________
Work Phone:_____________________________
Cell Phone:______________________________
Email Address:__________________________________________________________      Would  you like to receive our monthly newsletter?   (  ) Yes    (  ) No

What is the best way to reach you for scheduling?     (  ) Phone 
   (  ) Email   
Sex:
(  ) Female

(  ) Male

Date of Birth:_____________________________
Age:____________________________________

Occupation:______________________________________________________________
Employer:_________________________________________________

Marital Status:
(  ) S
(  ) M
(  ) D
(  ) W

Spouse’s or parent’s name:____________________________________________

Names and ages of children:___________________________________________________________________________________________________________

Person to contact in case of emergency:_____________________________________________________________
Phone:_________________________

Whom may we thank for referring you to us?_____________________________________________________________________________________________

· Y / N
Are you here as a result of an accident?___________________

Claim is currently:
        (  ) Open             (  ) Closed

Present State of Health

[image: image1.png]


Identify the CURRENT symptomatic areas in your body by drawing the symbols of the figures below.


Circle areas of PAIN


“X” over areas of JOINT & MUSCLE STIFFNESS

Draw squiggly lines along the areas of NUMBNESS or TINGLING
  Intensity Level (1=low, 10=high)               Sharp / Dull           Constant / Frequent / Intermittent                                           


      

Headaches: ______________               S  /  D

         C  /  F  /  I

Neck:
    _____________                S  /  D

         C  /  F  /  I

Mid back:      _____________                S  /  D

         C  /  F  /  I

Lower back:______________                S  / D                             C  /  F  /  I

Hips:
     ____________                S  /  D

         C  /  F  /  I

Other:
     ____________                S  /  D

         C  /  F  /  I

· Briefly describe your major complaint:_____________________________________________________________________________________
_____________________________________________________________________________________________________________________

· When did the symptoms begin?___________________________________________________________________________________________

· What activities aggravate your condition / pain?_____________________________________________________________________________

· What activities lessen your condition / pain?________________________________________________________________________________

· Is this condition interfering with:
(  ) Work

(  ) Sleep

(  ) Daily Routine
(  ) Other?__________________

· Other Doctors and Health Practitioners seen for any of the above conditions: _____________________________________________________________________________________________________________________
· Y / N    Was anything unique or unusual about your birth?  ___________________________________________

· Y / N    Have you ever injured your tailbone?  ______________________________________________________

· Please list significant falls or accidents since childhood: ______________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________

· Please list major illnesses or surgery since childhood:  _______________________________________________

___________________________________________________________________________________________

______________________________________________________________________________________________________________________________________________________________________________________

· Please list all medications (including amounts) you are currently taking:

______________________________________________________________________________________________________________________________________________________________________________________

Do you have or have you had any of the following conditions:

              O TMJ                                                     O Pins & Needles in Legs                                 O Fainting

              O Weakness                                          O Pins & Needles in Arms                               O Loss of Smell

              O Nervousness                                     O Numbness in Fingers                                    O Loss of Taste

              O Irritability                                           O Numbness in Toes                                        O Cold Sweats

              O Chest Pains                                        O Shortness of Breath                                     O Feet Cold

              O Dizziness                                            O Fatigue                                                           O Hands Cold

              O Eye Problems                                    O Depression                                                    O Loss of Memory

              O Ringing/Buzzing in Ears                   O Constipation                                                 O Loss of Balance

              O Digestive Problems                          O Diarrhea                                                         O ______________

              O Reproductive Problems                   O Stroke                                                            O _______________

· Y / N Do you eat healthy foods? _______________________________________________________________

· Y / N Do you take nutritional supplements? (please list)_____________________________________________
· Y / N Do you get sick often? __________________________________________________________________

· Y / N Do you exercise regularly? ____ What type(s)? ________________________________________________

· Y / N Any hobby/sport related injuries? __________________________________________________________

· Y / N Do you experience occupational/physical/ or mental stress?      O Low              O Moderate                  O High

· Y / N Do you sleep soundly? ______ On average, how much do you sleep? _____________________________

What is your typical sleep posture?       O Side            O Stomach                  O Back                    O Toss and Turn

· Anything else you would like to add? _____________________________________________________________
I certify that I have read and understand the above information to the best of my knowledge. The above questions have been accurately answered. I understand that providing incorrect information can be dangerous to my health. I authorize Complete Health Chiropractic to release any information, including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such chiropractic care to third party payers and/or health practitioners.

Patient or parent signature: _____________________________________________ Date: _________________
�








