Chiropractic Case History/Patient Information

Date: . - Patient # Doctor:

Name: Social Security # . Home Phone:____
Address: . | - City: Staté:___ ap
Email- cell phone: OO O O
Age:  Birth Date: Race: __ Marital: M S W D Occupation:

Employer: OfficePhone.___
Spouse: Occupation: Employer:_________
Name of nearest relative: , phone:___ O OO

How were you referred to our office?___

210 s 11VA Y [=1o [Tor=1 I B 1o ot o] oA ———

When doctors work together it benefits you. May we have your permission to update your medical

- doctor regarding your care at this office?

Previous Chiropractic Care? (J Yes [JNo Reason: Date:
Number of Children and Ages Previous Chiropractic Care?
Name Age O Y.és (I No Reason

Name. Age_ (J Yes u No Reason

Name ' Age "OYes ONo Reason

Please check any and all insurance coverage that may be applicable in this case:

[ Major Medical [J Worker’s Compensation [ Medicare
[J Medical Savings Account & Flex Plans (3 Other

Name of Primary Insurance Company:____ Secondary:

Patient’s Signature: ‘ Date:

Guardian’s Signature Authorizing Care:



Please use the following letter to indicate TYPE and LOCATION of the symptoms you currently are

experiencing.

P

A=Ache
B

=Pins & Needles
=Stabbing
O=0ther

S

Burning

Numbness

)



For Office Use Only
Date:

Acct #:
Patient Height
Patient Weight
Patient BP Resp
Puls

Patient Intake Form

Name:

Preferred Language

Temp.

Please describe the reason you are here today:

List symptoms you are experiencing today: Choose the severity level associated with each symptom

Q(1) Very Mild Q(2) Q(3) Q) Q¢s) Qd6) (7)) Q(8) L3(9) LI(10) Remarkably Severe

Frequency of Pain QOccasional QIntermittent QFrequent (None

Type of Pain QAching QBurning QDull QPulling QdSharp QShooting L Stabbing LStinging QThrobbing (dNone
(1) Very Mild Q(2) Q(3) Q@) Q) Qe6é) Q7)) Q(8) L(9) L1(10) Remarkably Severe

Frequency of Pain QOccasional QIntermittent OFrequent ONone

Type of Pain QAching UBurning QDull QPulling QSharp QShooting LStabbing QStinging D Throbbing ONone
(1) Very Mild Q(2) Q(3) Q(4) Q¢S) Q6) Q(7) Q(8) Q(9) O(10) Remarkably Severe

Frequency of Pain OOccasional QIntermittent JFrequent (None

Type of Pain QAching QBurning UDull QPulling QSharp QShooting QStabbing O Stinging O Throbbing QNone
(1) Very Mild Q(2) Q(3) Q4) Q) Q6) Q(7) Q(8) L(9) Q(10) Remarkably Severe

Frequency of Pain QOccasional QIntermittent UFrequent QNone

Type of Pain QAching UBurning UDull QPulling QSharp UShooting L Stabbing QStinging QThrobbing ONone
(1) Very Mild Q(2) Q(3) Q4) Q(5) Q6) Q(7) Q(8) Q(9) Q(10) Remarkably Severe

Frequency of Pain QOccasional Qintermittent QFrequent (dNone
Type of Pain QAching UBurning QDull UPulling QSharp UShooting U Stabbing QStinging OThrobbing ONone

Do you have any current work restrictions due to this condition?

Off work: UYes ONo UPreviously From: To:
Light duty: LYes (No UPreviously (If yes, what are/were your restrictions?) _____~~~~~~

What type of work do you do?

Do you suffer from any condition other than that for which you are now consulting us? UdYes (No



List any past conditions you may have had:

HABITS
U Current Every Day Smoker dCurrent Some Day Smoker
WFormer Smoker UNever Smoker
UDrinking  Alcohol: (Cups/day): dCoffee Cups/Day:
LSoft Drink  Bottles or Cans/Day: QWater Cups/Day:
EXERCISE FAMILY HISTORY
(UNone Diabetes Cancer Back Pain  Other
(dModerate Mother o 3 l:l u
U Daily Father U O u O

Sibling(s) U o u O

Are you taking any medication (prescription or over-the-counter)? dYes UNo

If Yes, please indicate the following:
Medication:
Route: Oral
Intravenous

Other:
Frequency:
Began Use:
Discontinued Use:

Medication:
Route: Oral
Intravenous
Other:
Frequency:
Began Use:
Discontinued Use:

Medication:

Medication:

Route: Oral
Intravenous
Other:

Frequency:

Began Use:
Discontinued Use:

Route: Oral
Intravenous
Other:

Frequency:

Began Use:

Discontinued Use:

Have you taken any medications in the past? Yes WNo If yes, which ones?:

Do you have allergies to medication? dYes WNo

If Yes, please indicate the following:
Allergy:
Reaction:
Start Date:
End Date:

Allergy:
Reaction:
Start Date:
End Date:

Allergy:
Reaction:
Start Date:
End Date:

Allergy:
Reaction:
Start Date:
End Date:



Have you ever had any surgeries? OYes ONo (If yes, please enter the approximate date of surgery.)

DATE DATE DATE

Back Operation Hernia Gall Bladder
Female Organs Thyroid Stomach

Other

Have you ever had X-rays taken? Yes UNo When? By Whom?

For what ailments were these X-rays taken? U ——
OPERATIONS AND PROCEDURES |

Please check the box for each current or past symptom listed.

GENERAL SYMPTOMS

(] Allergy(What)

(] Bronchitis
 Chills (Constant)
(J Convulsions

L] Dizziness

(] Fainting

(1 Fatigue

(] Headache

(] Loss of Sleep

[J Loss of Weight
(J Nervousness

(] Night Sweats

(J Numbness or Pain

in arms/legs/hands

(J Wheezing
MUSCLES & JOINTS

(1 Backache

(J Foot Trouble

(J Hernia

(] Pain Between
Shoulders

(1 Painful Tail Bone

L) Stiff Neck

(] Spinal Curvature
J Swollen Joints

GASTRO-INTESTINAL

[ Belching or Gas

[ Colon Trouble

J Constipation

(] Diarrhea

(J Gall Bladder Trouble

L Hemorrhoids (piles)
(1 Jaundice

[ Liver Trouble

(] Nausea

J Stomach Pain

J Vomiting

J Vomiting Blood

(J Heart Burn

[ Bloody Stools

(] Acid Reflux

L Irritable Bowel
CARDIO-VASCULAR

J High Blood Pressure
[ Low Blood Pressure
1 Chest Pain

(1 Heart Trouble

[ Poor Circulation

(] Rapid Heart

[ Slow Heart
 Strokes

1 Swelling Ankles

EYE/EAR
NOSE/THROAT

(] Asthma

[ Deafness

[ Earache

[J Ear Discharge

[ Ear Noises

1 Thyroid Problems
[ Frequent Colds
(J Hay Fever

(] Nasal Obstruction
(] Nose Bleeds

[ Pain in Eyes

(J Poor Vision

[ Blurred Vision

[ Sinusitis

[ Sore Throats

I Tonsillitis
SKIN OR ALLERGIES

L] Bruising Easily
U Dryness

(] Eczema

[ Hives or Allergy
[ Itching
 Sensitive Skin
[ Skin Eruptions

RESPIRATORY

(] Chest Pain

(J Chronic Cough

Q) Difficulty Breathing
L Spitting Blood

[ Spitting Phlegm

GENITO-URINARY

L] Bed Wetting

(1 Blood in Urine

(1 Frequent Urination

U] Inability to Control
Urine

 Kidney Infection

U Kidney Stones

U Painful Urination

(J Prostate Trouble
FOR FEMALES ONLY

M Cramps

L Hot Flashes

W Irregular Cycle

[ Painful Periods

[ Vaginal Discharge

[ Pregnant Now?

Last Pap Date

Last Menstrual Cycle



DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING DISEASES?

QAppendicitis ~ (JAnemia (JHeart Disease U Arthritis (JPneumonia UMeasles
QGoiter QEpilepsy QORheumatic Fever ~ Mumps (JInfluenza Mental Disorder
Polio OcChicken Pox  WPleurisy JLumbago UTuberculosis  Diabetes

L Alcoholism Eczema L Whooping Cough  UCancer (dVenereal Disease LJHIV Positive

I hereby authorize the doctor to examine and treat my condition as he/she deems appropriate through the use of chir(?practif: hcalth. care, and I give aut!zority
for these procedures to be performed. It is understood and agreed the imaging is for examination only and the negatives will remain the property of this

office, being on file where they may be viewed.

Patient’s/Guardian’s Signature: . Date:




Neck Inde_x

Patient Name

This questionnaire will give your provider information about how your neckK condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

@ | have no pain at the moment.

@ The pain is very mild at the moment.

@ The pain comes and goes and is moderate.
@ The pain is fairly severe at the moment.

@ The pain is very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping

@ | have no trouble sleeping.

@ My sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

® My sleep is moderately disturbed (2-3 hours sleepless).

@ My sleep is greatly disturbed (3-5 hours sleepless).
® My sleep is completely disturbed (5-7 hours sleepless).

Reading

@ |can read as much as | want with no neck pain.

@ | can read as much as | want with slight neck pain.
@ | can read as much as | want with moderate neck pain.

® |cannol read as much as | want because of moderate neck pain.

@ |can hardly read at all because of severe neck pain.
® | cannot read at all because of neck pain.

Concentration

@© | can concentrate fully when | want with no difficulty.

@ | can concentrate fully when | want with slight difficulty.

@ | have a fair degree of difficulty concentrating when | want.
@ | have a lot of difficulty concentrating when | want.

@ | have a great deal of difficulty concentrating when | want.
® 1 cannot concentrate at all.

Work .

@ |[can do as much work as | want.

@ | can only do my usual work but no more.

@ | can only do most of my usual work but no more.
@ |cannof do my usual work.

@ | can hardly do any work at all.

® |cannot do any work at all.

Personal Care

@ | can look after myéelf normally without causing extra pain.
@ | can look after myself normally but it causes extra pain.

@ It is painful to look after myself and | am slow and careful.
@ | need some help but | manage most of my personal care.
@ | need help every day in most aspects of self care.

® | do not get dressed, | wash with difficulty and stay in bed.

Lifting
© | can lift heavy weights without extra pain.

@ | can lift heavy weights but it causes extra pain.

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

® Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

@ | can only lift very light weights.
® | cannot lift or carry anything at all.

Driving
© | can drive my car without any neck pain.

@ | can drive my car as long as | want with slight neck pain.

@ | can drive my care as long as | want with moderate neck pain.
@ | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive at all because of severe neck pain.

® | cannot drive my car at all because of neck pain.

Recreation

© |am able to engage in all my recreation activities without neck pain.

@ | am able to engage in all my usual recreation activities with some neck pain.
@ | am able to engage in most but not all my usual recreation activities because of neck pain.
@ | amonly able to engage in a few of my usual recreation activities because of neck pain.
@ | can hardly do any recreation activities because of neck pain.

® | cannot do any recreation activities at all,

Headaches

© | have no headaches at all.

@ | have slight headaches which come infrequently.

@ | have moderate headaches which come infrequently.
@ | have moderate headaches which come frequently.
@ | have severe headaches which come frequently.

® | have headaches almost all the time.
Neck

Index

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 Score




Back IndeXx |

Patient Name . .. o oo s DALE =

This questionnaire will give your provider information about how your back condition affects your everyda y life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity Personal Care

@ The pain comes and goes and is very mild. © | do not have to change my way of washing or dressing in order to avoid pan.

@ The pain is mild and does not vary much. @ 1 do not normally change my way of washing or dressing even though it causes SOme pain.
@ The pain comes and goes and is moderate. @ Washing and dressing increases the pain but | manage not to change my way of doing t.
@ The pain is moderale and does not vary much. @ Washing and dressing increases the pain and | find it necessary to change my way of doing it.
(@ The pain comes and goes and Is very severe. @ Because of the pain | am unable to do some washing and dressing without help.

® The pain is very severe and does not vary much. ® Because of the pain | am unable to do any washing and dressing without help.
Sleeping Lifting

© | get no pain in bed. © | can lift heavy weights without extra pain.

@ | get pain in bed but it does not prevent me from sleeping well. @ | can lift heavy weights but it causes extra pain.

@ Because of pain my normal sleep is reduced by less than 25%. @ Pain prevents me from lifting heavy weights off the floor.

@ Because of pain my normal sleep is reduced by less than 50%. ® Pain prevents me from lifting heavy weights off the floor, but | can manage

@ Because of pain my normal sleep is reduced by less than 75%. if they are conveniently positioned (e.g., on a table).

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® | can only lift very light weights.

® Pain prevents me from sleeping at all.

Sitting Traveling

© 1 can sit in any chair as long as | like. © | get no pain while traveling.

@ | can only sit in my favorite chair as long as | like. @ | get some pain while traveling but none of my usual forms of travel make it worse.
@ Pain prevents me from sitting more than 1 hour. @ | get extra pain while traveling but it does not cause me to seek alternate forms of travel.
® Pain prevents me from sitting more than 1/2 hour. ® | get extra pain while traveling which causes me to seek alternate forms of travel.
@ Pain prevents me from sitting more than 10 minutes. @ Pain restricts all forms of travel except that done while lying down.

® | avoid sitting because it increases pain immediately. ® Pain restricts all forms of travel.

Standing Social Life
@© | can stand as long as | want without pain. @ My social life is normal and gives me no extra pain.
@ | have some pain while standing but it does not increase with time. @ My social life is normal but increases the degree of pain.
@ | cannot stand for longer than 1 hour without increasing pain. @ Pain has no significant affect on my social life apart from limiting my more
@ | cannot stand for longer than 1/2 hour without increasing pain. energetic interests (e.g., dancing, efc).
@ | cannot stand for longer than 10 minutes without increasing pain. @ Pain has restricted my social life and | do not go out very often.
® | avoid standing because it increases pain immediately. @ Pain has restricted my social life to my home.

® | have hardly any social life because of the pain.

Walking Changing degree of pain
@ | have no pain while walking. ‘ © My pain is rapidly getting better.
@ | have some pain while walking but it doesn't increase with distance. @ My pain fluctuates but overall is definitely getting better.
@ | cannot walk more than 1 mile without increasing pain. @ My pain seems to be getting better but improvement is slow.
3 | cannot walk more than 1/2 mile without increasing pain. @ My pain is neither getting better or worse.
@ | cannot walk more than 1/4 mile without increasing pain. @ My pain is gradually worsening.
® | cannot walk at all without increasing pain. ® My pain is rapidly worsening. ————————
| - Back |
Index |
Index Score = [Sum of all statements selected / (# of sections with a statement selected x 9)] X 100 Score |_____ |



