PATIENT INFORMATION
-Please print




File #:____________


Last Name:________________________ First:______________________ Middle:_____________

Gender: M_____F_____Birthdate:________________Age:_______SS#______________________

Address:______________________________ City:_______________________ State:_____ Zip:____________
Phone (H)______________________(W)___________________________ (C)_______________________

Employer:__________________________________Occupation:____________________________

Email:______________________________ Who referred you to our office?_______________________________
SPOUSE OR GUARDIAN:

Last Name:________________First:_____________________Middle:_______________

Employer:______________________________Work #:__________________________

Relationship to patient:_____________________________________________________
Names & ages of children:_______________________________________________________________________

SUBLUXATION – a bone out of place that puts pressure on a nerve cause pain, numbness, tingling, or muscle spasms.  The nerves affected go to all your muscles, joints and organs.  If a subluxation occurs it will put dis-ease or disharmony into your nervous system.

	WHAT BRINGS YOU TO OUR OFFICE?  Please provide as much detail as possible.

PRIMARY COMPLAINT:_______________________________________________________________________

Date when symptom first appeared___________________ Did it begin: SuddenGradualProgressive over time
What makes symptoms increase?_______________________ What relieves the symptoms?________________________

Type of pain: SharpDullAche BurnThrobDoes pain Radiate int your: ArmLegDoes not radiate

Any Numbness or Tingling: YesNoHow often do you experience symptoms: 0-25%25-50%50-75% 75-100%

Please rate the intensity of your symptoms on a scale of 0-10 (0 being no symptoms, 10 being extreme)_______________

Please list all previous treatments for this condition (Give doctors name and treatment received)_____________________

__________________________________________________________________________________________________

Do you have any family members who suffer from the same complaint? If so who?_______________________________




	SECONDARY COMPLAINT:_______________________________________________________________________

Date when symptom first appeared___________________ Did it begin: SuddenGradualProgressive over time
What makes symptoms increase?_______________________ What relieves the symptoms?________________________

Type of pain: SharpDullAche BurnThrobDoes pain Radiate int your: ArmLegDoes not radiate

Any Numbness or Tingling: YesNoHow often do you experience symptoms: 0-25%25-50%50-75% 75-100%

Please rate the intensity of your symptoms on a scale of 0-10 (0 being no symptoms, 10 being extreme)_______________

Please list all previous treatments for this condition (Give doctors name and treatment received)_____________________

__________________________________________________________________________________________________

Do you have any family members who suffer from the same complaint? If so who?_______________________________



	Mark on the drawing where you have the following symptoms.
USE:
P = Pain

N = Numbness

T = Tingling
	[image: image1.jpg]





Please list all injuries, accidents, falls, etc that you have had in your lifetime.  Please provide year:___________

_____________________________________________

_____________________________________________

_____________________________________________

_____________________________________________

What surgeries have you had and year? (Do you have any plates or pins?)_____________________________
_____________________________________________

_________________________________________________

_________________________________________________

List all drugs you now take (prescription and non prescription).___________________________________________________

______________________________________________________________________________________________________            Do you have any known allergies?__________________________________________________________________________

Please mark if you have had any of these symptoms in the last 12 months: 

	Fractured bones

Auto Accidents

Other accidents, falls

Arthritis

Diabetes

Convulsions, epilepsy
Asthma
Skin problems

Cancer

Frequent colds, flu

Depressed

Anemia

Allergy, sinus

Eating disorders

Trouble sleeping

Trouble concentrating

Learning disability

Mood Changes
Bed wetting

Ear Infections

 AIDS, HIV
Hepatitis
	Neck pain or stiffness




R    L

Numbness/tingling, pain in

        arms, hands, fingers  R  L

Jaw pain or clicks (TMJD)




R    L

Difficulty in excessive

        standing, sitting, riding,

       bending, lifting, twisting

Shoulder pain    
R    L

Dizziness

Ringing in ears 
R    L

Hearing loss
R    L

Blurred or doubled vision

Upper back pain, stiffness

Mid back pain, stiffness

Lower back pain, stiffness

Pain with cough, sneeze

Hip pain

R    L

Headaches/Migraines
Numbness, tingling, pain

        in buttocks, legs, feet, toes




R    L
	Foot trouble
R   L

Chest pain, asthma

Heart problems
PACEMAKER
Stroke

High/low blood pressure

Varicose veins

Liver trouble

Gall bladder trouble

Digestive problems

Ulcers

Hemorrhoids

Prostate problems

Impotence

Kidney trouble

Menstrual problems (PMS)

Pregnant  (NOW)

Miscarriage  
Infertility  
Other__________________________

________________________________



Is there a family History of:

Heart Disease
Arthritis 
Cancer 

Diabetes
 Other__________________

Father’s side
O 

O 

O 

O 

 O

Mother’s side 
O 

O 

O 

O 

 O

Do you use:  Tobacco YesNo      If yes, how many packs or cans per week?______________________
                      Alcohol YesNo       If yes, how many drinks per week?____________________________
Do you excercise?YesNo     If yes, how many times per week and what type?_________________________________

Do you have a high stress level? YesNo    If yes, please list reasons:_________________________________________

______________________________________________________________________________________________________
	IMPROVING AND MAINTAINING YOUR HEALTH IS A TEAM EFFORT.  PLEASE HELP ME UNDERSTAND WHAT YOUR EXPECTATIONS ARE IN OUR OFFICE.

What results are you hoping to achieve in our office? Correct the problem so it doesn’t come back Just get me out of pain

Regarding your choice above, how many visits do you think it’s going to take to get these results?_________________




Patient Signature__________________________________             Date:____________________
