Patient History

Have you ever received Chiropractic Care? (JYes [(JNo Ifyes, when/who?

1. *What Would You Like Help With?

(Describe primary complaint/problem)

*Grade Intensity/Severity of problem/complaint -please (X) 1 box for each complaint
-please specify location: (Nocomplaint/pain) 0 1 2 3 4 § 6 7 8 9 10 (Worst possible pain/complaint imaginable)
*1 000000 gogdou
2 000000000 oo
3 oo uoououoo
*How Frequent is complaint present, how long does it last? -please (X) I box for each complaint
-please specify location: Periodic 0 - 25% of day Occasional 25-50% of day Frequent 50-75% of day  Constant 75-100% of day
*1 U U U U
2 U O U U
3 0 0 0 0
*Please (X) the Quality of the complaint/pain: -please (X) as many that apply
()dull (1) aching () sharp (Jshooting (Jburning () throbbing
()deep (1) nagging () other

*Does this complaint/pain travel (shoot) or radiate to any areas of your body? [(JYes [(JNo
If yes, Where?

*Do you have any numbness or tingling in your body? (J Yes [(JNo
If yes, Where?

*When and How did it begin?

*]t started: () Day(s) () Week(s) (] Month(s) (JYear(s)
If persistent, was it aggravated recently? () Day(s) () Week(s) () Month(s)
*Problem/complaint came on: () Gradually (J Suddenly

*How did it occur?
(JUnknown  (JWhile Lifting  (Ja Fall (J Trauma () Degenerative Process

() Overuse ()Car Accident [ ] Sleeping () Recreation/Sport:

() Other:

* Anything make the complaint worse? -please (X) as many that apply
(JSitting () Standing (JSeated to Standing ( JWalking Up/Down Stairs () Lying Down
(JLooking Up (_JOverhead Reach (_JOverhead Reach In Front [ JReach Behind Back (L) Reach Across Body
(JRepetitive Activity{ JHousehold Activities ~ (_JSports/Recreation (JSquatting () Sustained Bending
(JJCough (Deep Breathing ()Sleeping (JStress () Talking
(JChewing (Swallowing (JYawning
(JOther:

* Anything make the complaint better? -please (X) as many that apply
(JNothing (JMedication (_JSitting (JStanding ( JWalking
(JRest ()Cold (JHeat ()Wearing a splint/orthotics
()Lying Down [ JStretching ()Exercise ( JMassage
(JOther:

*Have you seen anyone else for today’s problem/complaint? (JYes (JNo

If yes, when/who? (Previous interventions, treatments, medications, surgery, or care you 've sought for this complaint/problem)




I. Puan Imtensity

0 1 2 i 4|
No Mild  Moderate  Severe Worst
Pain Pain Pain Pain Possible
Pain
2. Sleeping
0 I 3 1 A
Perfect Mild  Moderate Greatly  Totally
Sleep  disturbed disturbed  disturbed disturbed
sleep sleep sleep sleep
3. Personal Care fWashing, Dressing, Coskine, efc.)

i 1 2 i 4
No—pain Mild-pain Moderate Moderate Severe
No No  pain; need pain; need

pain, need

Functional Rating Index
e Week angdior Back problemsicomplainrs Cily)
=Pleare (X0 all tar apply

restrictions restrictions to go slow some assistance 100% assistance

4. Travel r_ﬂrn'mg. i)

0| - o
No Mild  Moderate  Severe Worst
painon painon painon painon  painon
long trips  long trips long trips  short trips  short trips
5. Waork

o_| | 2| 1 4l_
CanDo CanDo CanDo CanDo Cannot
usual work  usual work: 50% of 25% of Work

plus unlimited  no extra  usual work usual work

extra work

Any Other ComplaintsProblems?

. Recreation

0 | 2
CanDo  Can Do  Can Do
all most sone
activities activities activities
7. Frequency of E'uln
0} I 2

k] &
Can Do Cannot
a few do any

activities activifies

3 47

No  Occasional Intermitient Frequent Constant

pain  pain; 25%  pain; 50% pain; 75% pain; 100%
of the day  of theday  of the day ~of the day
8. Lifting
0 1 b 3 4
o Increased Increa,s'fd Ingreases Increased
pain with pain with pain with pain with  pain with
Heavy  Heavy Moderate Light Any
weight weight weight Wczghr weight
'
8. Walking
] | L i ;

No Increased Increased Increases Increased
pain, any pain, after  pain, after  pain, after  pain, with
distance I mile 1/2 mile 1/4 mile  All walking

10, Standing
] | 2| 3 4
No  Increased  Incr reased  Increases Increased
pain after  pain after pain after  pain after  pain with
several several 1 hour 1/2 howr  any standing
hours hours

Within the past year, have you had any of the following symploms?
FeverChills
U nexplaied Weakness

Unable 1o control bowel bladder
_ Dizzinecss Fainting

I Might PainSweats

Other:

Malaise

Past Health History:

JADD

AlDSHIY

_| AllergiesTHayfever
Ankle Sprams

_Ankylosing spondylitis

| Anxiety/Depression

IBleeding Disorder
Hrain Injury
_ICancer Fracture
ICarpal Tunnel
N Cystic Fibrosis
Developmental Dielay

| Arthritis IEpilepsy/Seirures
Asthma Diabetes _|Falls
Back Pam Fibromyalgia

Ploase (X all that apply

Head Injury
IHeadaches
[Hypertension
IHeart Dhsease
IHermia

Lung Dizcase

L yephedema
IMemiena’s Dhsense
|Muscle'Bone Problem

Surgery History: (plense hst & mdhude dates {moSyeur )

Liare Tvpe of Surgery

=IMleaze (X)) all that apply
|Unexplained Fatigus

Meck Injury
Crrihodics
_ Ustecoporosis
0besity
[Peripheral Yascular
Rheumansid Anhrins
z ._'!.';l..'l'iLIIJH "Ilh.:x‘.‘h‘ljur}'
_Rkim Sensitivilies
IStroke

Mumbness of Genitalia
Unexplained change in weight

“IWision Problems —J learng Problems

Meurapathy

Meurcdogical Disonder

| Urinary Problems
[ Vertigo
[Other:

Muedbcatbons:
Medicavion Name

Revson for Taking

Allergics:




