Patient Name: ___________________________________
Date:________________


Confidential Patient Health Record
   

      
      Today’s Date:____/_____/________
Personal Information 
Title:   ( Mr.     ( Ms.    ( Mrs.     ( Dr.
Last:__________________________   First:___________________________ Middle: ____________________________  Suffix:   ( Jr    ( Sr    ( II    ( III    
Birth Date: ____ /____/_______  Age:______  
Sex:  Male /  Female
SSN: ______________________      
Marital Status: (  Single  (  Married  (  Widowed  (  Divorced  (  Separated   
Address: ______________________________________________________________________________Apt # ______


City: _______________________ State: ______  Zip: _________  County: ______________________-
Home Phone:  (_______) _______-_________  ext ______   Work  Phone: (_______) _______-_________  ext ______

Cell Phone:  (_______) _______-_________  ext ______   Email Address: _____________________________
              

Spouses Name: ______________________________________
Emergency Contact
Last:_____________________ First:__________________________Middle:_______________________________

Relationship:  ( Spouse  (  Relative  (  Friend  (  Other ______________________
Phone:  (_______) _______-_________  ext ______             
 
Employment Information 

Business Name: _____________________________  Occupation/Job Title: ________________________________
Phone:  (_______) _________-____________             Job Description ______________________________________
Insurance Information:

Who Is Responsible For Your Bill?
YOU and… (mark appropriate box(es))       ( Myself ONLY  

( Spouse    ( Worker’s Comp  ( Auto Insurance  ( Medicare  ( Medicaid  ( Other (be specific):_______________       

Personal Health Insurance Carrier: __________________
Health ID Card #: ____________________________

Policy Holder’s Name: _____________________________
Group #: ____________________________________

Policy Holder’s Date of Birth: ______-_____-_______
             Primary Care Physician: _______________________

Workers Compensation Injury / Auto / Personal Injury:

Have you filed an injury report with your employer?    (Yes  ( No  
Date:____/____/______Time: _______am/pm

Carrier: _____________________________________________       
Policy # _______________________________

Carriers Phone #:    (_______) ___________-_______________       
Adjuster: ______________________________


Claim Number __________________________________________
Current Health Condition

Symptoms began on:   ____ /____/_______  

Briefly describe your symptoms: ____________________________________________________________________________

How did your symptoms start:  ____________________________________________________________________________   
Please circle ALL of the areas where you are having discomfort/problems:

Neck              Upper Back              Middle Back          Lower Back

Do you SUFFER from ANY OTHER condition that you would like us to check?

______________________________________________________________________________
PLEASE LABEL ON THE DIAGRAM THE AREA OF DISCOMFORT
       

Use the key Below to mark the areas of your body where you are experiencing symptoms.

Key:  A=Ache     B=Burning     N = Numbness     P=Pins & Needles     S=Stabbing/Sharp
          T=Tightness
W=Weakness
[image: image1.png]



How often do you experience your symptoms:   (Please circle below)


Constantly (76%-100% of the time)       Frequently (51%-75%)       

Occasionally (26%-50%)                     Intermittently (0%-25%)

How much have your symptoms interfered with your usually daily activities? 

Please use guide box when circling your numbers below

Guide

0= no pain/restrictions    1-3= can do activity but causes pain      4-7= moderate limitations to activity due to symptoms    8-9= can barely do     10= can not do

Neck (cervical)                               



Head
At rest:                                   0  1  2  3  4  5  6  7  8  9  10

At rest:                           0  1  2  3  4  5  6  7  8  9  10

While being active:  
      0  1  2  3  4  5  6  7  8  9  10

While being active:     0  1  2  3  4  5  6  7  8  9  10

Upper/Mid back (thoracic) 




Low Back (lumbar, sacrum, pelvic)    
At rest:                                   0  1  2  3  4  5  6  7  8  9  10

At rest:                           0  1  2  3  4  5  6  7  8  9  10

While being active:  
      0  1  2  3  4  5  6  7  8  9  10

While being active:     0  1  2  3  4  5  6  7  8  9  10

Has it ever occurred before?   ( Yes  ( No.   When? _____________________________________

Have you seen any other health care providers for this current condition?  ( YES      ( NO  
Timing:     Worse:   (  Morning    (  Afternoon    ( Night    (  with Activity

Context:     Better with:   (  Warm Temp  (  Cold Temp
 Worse with:   (  Warm Temp   (  Cold Temp   (  Damp

Assoc Signs and Symptoms:  

(  Blurred Vision        (  Depression             (  Dizziness                    
 (  Irritability/Mood Swing

(  Pain                          (  Ringing in Ears     (  Sleep Disturbance            (  Stiffness

	(  aches
	(  burning
	 (  cold limb(s)
	 (  difficulty walking
	(  ecchymosis

	(  chronic fatigue
	(  fever 
	 (  heartburn
	 (  joint stiffness
	(  muscle spasm

	(  muscle weakness
	(  nausea
	 (  pale bluish skin
	 (  panic  
	(  rhinorrhea (runny nose)

	(  shortness of breath
	(  sweating 
	 (  swelling         
	 (  vomiting


	


Modifying Factors: 
Symptoms Better With:
    ( nothing helps        ( activity             ( bending             ( applying cold      ( applying heat  

                                           
     ( massage                ( movement        ( OTC meds         ( Rx meds             ( rest

                                                  ( stretching              ( sitting               ( standing             ( twisting  
         ( walking

Symptoms Worse With:   

Daily Activities: Effects of Current Condition on Performance: 
Bending:


(   


Pet Care:


(
Care–Infirm Family:

(       


Reading (Concentraion):

(
Carrying Groceries:

(    


Self Care:


(
Change Posn–Sit-Stand:

(    


Self Care–Bathing:

(
Climb Stairs:


(      


Self Care–Dressing:

(


 Driving:



(      


Self Care–Shaving:

(
Extended Computer Use:

(      


Sexual Activities:


(
Feeding:



(    


Sleep:



(
Household Chores:

(      


Static Sitting:


(
Kneeling:


(    


Static Standing:


(

Lift Children:


(    


Walking:


(
Lifting:



(    


Yard Work:


(
Please list any NEW:

Medications:
 ______________________________________________________________________ 

Surgeries:
 ______________________________________________________________________

Injuries:
 ______________________________________________________________________

Traumas: 
 ______________________________________________________________________ 

If this was an accident, please fill out the information below:

(Example: Fall, Auto, or Work Comp Accident)

Date of Accident: _________  Time of Accident: ________ am /pm

Condition/Pain STARTED on what Date: _____________________

PAST HEALTH HISTORY – Fill out carefully as these problems can affect your overall course of care.

Previous Care for Same Condition:
      ( I have not seen a doctor for this condition OR Fill in the information BELOW
Have you seen other doctors for THIS CONDITION?  ( Yes  ( No.      If yes, Who? (Name) ______________________ 

Type of Treatment: ____________________  Was the treatment beneficial in resolving condition?  ( Yes   ( No

Explain: _______________________________________________________________________________________ 

Previous Chiropractic Care:
( I have not previously seen a Chiropractor OR  Fill in the information BELOW.

Doctor’s Name: ________________________ 
Location: ______________________  Date of Last Visit: ___________

Current Medication (s):    List ANY/ALL medications you are CURRENTLY taking.  Be Specific.
	
Medication
	Dosage
	For What Condition?
	How long have 

you been taking this? 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Childhood Illness (es): Check all childhood health conditions.
	( ADD
	( chicken pox
	( headaches
	( scoliosis

	( atopic dermatitis (eczema)
	( crohn’s/colitis
	( hepatitis
	( seizure disorder

	( allergies/hayfever
	( depression
	( HIV
	( sickle cell anemia

	( anemia 
	( diabetes
	( measles
	( spina bifida

	( asthma
	( ear infections
	( mumps
	( other:

	( bedwetting
	( fetal drug exposure
	( psoriasis
	

	( cerebral palsy
	( food allergies (list below)
	( rash


	

	
	
	
	


Adult Illness(es):  Check all health conditions.  
	( ADD
	( cystic kidney disease
	( hypertension
	( psychiatric problems

	( alzheimers 
	( depression
	( influenzal pneumonia
	( scoliosis

	( anemia 
	( diabetes (insulin dep)
	( liver disease
	( seizures

	( arthritis 
	( diabetes (non insulin)
	( lung disease
	( shingles

	( asthma 
	( eczema
	( lupus erythema (discoid)
	( past history of similar symptoms

	( cancer 
	( emphysema
	( lupus erythema (systemic)
	( STD’s (unspecified)

	( cerebral palsy 
	( eye problems
	( multiple sclerosis
	( suicide attempt(s)

	( chicken pox 
	( fibromyalgia
	( parkinson’s disease 
	( thyroid problems

	( crohn’s/colitis 
	( heart disease
	( unspecified pleural effusion 
	( vertigo

	( CRPS (RSD)
	( hepatitis 
	( pneumonia 
	( other:

	( CVA (stroke)
	( HIV
	( psoriasis


	


Surgery (ies):
Check All Surgical Procedures.  Write the DATE of the Procedure immediately afterward.    
	( angioplasty
	( cosmetic
	( hysterectomy
	( pacemaker insertion

	( appendectomy
	( D & C
	( joint reconstruction
	( rotator cuff

	( caesarian section
	( dental surgery
	( joint replacement
	( spinal fusion

	( cardiac catheterization
	( gall bladder
	( knee repair
	( tonsilectomy

	( carpal tunnel repair
	( hemorrhoidectomy
	( laminectomy
	( other:

	( coronary artery bypass 
	( hernia repair 
	( mastectomy
	


Injury (ies):
Check All Injuries.  Write the DATE of the Injury immediately afterward.
	( back injury
	( head injury (loss of consciousness)
	( motor vehicle accident

	( broken bones 
	( head injury (no loss of consciousness)
	( soft tissue injury (mild)

	( disability (ies) 
	( industrial accident
	( soft tissue injury (moderate)

	( fall (severe)
	( joint injury
	( soft tissue injury (severe)

	( fracture 
	( laceration (severe)
	( other:


Family History:       Mark all that apply below.  List any specific conditions past or present after has/had:  
	general family
	( alive
	( deceased 
	( normally developed
	( no significant disease
	( has/had:______________________

	Father
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	Mother
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	paternal grandfather
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	paternal grandmother
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	maternal grandfather
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	maternal grandmother
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	son (s)
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________

	daughter(s)
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had: _____________________

	brother(s)
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had: _____________________

	sister(s)
	( alive
	( deceased
	( normally developed
	( no significant disease
	( has/had:______________________


Social History
Diet  (please mark all that apply):
(  High Fat    
(  High Fiber     
(  High Protein    
(  High Salt     

( Low Calorie    
(  Low Carb
(  Low Fiber
(   Low Salt
 (   Low Sugar

Education (please mark the highest level completed):   (  Preschool    (  Elementary  (  Middle    (  Junior High    (  Votech    

(  In High School    (  Did Not Finish High School        (  High School Diploma         (  Post High School Classes    (  Assoc/Technical Degree  

(  In College            (  College Degree     (  In Graduate School       (  Graduate Degree         (  Doctorate     (  Other: ____________________

Tobacco:  (  Deny Tobacco Use
(  Do not smoke cigars, cigarettes or pipe
 (  Live with a smoker
 (  Quit smoking

(  Smoke; # ________ per   (  Day    (  Week     (  Month   
(  Chew; #_________cans per   (  Day    (  Week     (  Year
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