Patient Condition
Reason for visit _______________________________________________________________
When did your symptoms appear _________________________________________________
Have you had these symptoms in the past?     (   Yes   ( No   If yes, when?_____________
Is this condition getting progressively worse?   (  Yes   (  No

Rate your pain on a scale from 1 (least pain) to 10 (severe pain). ________

Type of pain:    ( Sharp       ( Dull        ( Throbbing   ( Shooting   ( Numb
                          ( Burning   ( Tingling  ( Stiff             ( Other _______________________
How often do you have this pain?_________________________________________________
Is it constant or does it come and go? _____________________________________________
Is it worse with:  ( Sitting  ( Standing   ( Walking  ( Bending  ( Lying down

Have you used any other treatment for this condition? _______________________________
Health History
Date of last:   Physical exam ______________ Spinal x-ray _______________
Please mark “Yes” or “No” to indicate if you have had any of the following:

Aids

  □ yes  □ no
    Diabetes
   □ yes  □ no
    Liver disease            □ yes  □ no  


Allergies
  □ yes  □ no
    Epilepsy
   □ yes  □ no
    Kidney disease         □ yes  □ no
Anemia
  □ yes  □ no
    Fractures       □ yes  □ no
    Multiple Sclerosis    □ yes  □ no Appendicitis
  □ yes  □ no
    Glaucoma
   □ yes  □ no
    Osteoporosis            □ yes  □ no
Arthritis
  □ yes  □ no
    Gonorrhea
   □ yes  □ no
    Parkinson disease   □ yes  □ no 
Asthma
  □ yes  □ no
    Gout
   □ yes  □ no
    Tumors                     □ yes  □ no
Breast lump
  □ yes  □ no
    Heart disease  □ yes  □ no
    Stroke                       □ yes  □ no
Bronchitis
  □ yes  □ no
    Migraines       □ yes  □ no
    R. Arthritis                □ yes  □ no
Cancer

  □ yes  □ no
    Miscarriage    □ yes  □ no
    Other_____________________

Please List with dates:

 
Surgeries ____________________________________________________________

Medications__________________________________________________________

Auto accidents_____________________________________________
Social History

Do you exercise? (if so how often and what activity) __________________    _____________
Do you engage in any of the following:
Smoking  □yes  □no     Packs/Day__________







Alcohol     □yes  □no    Drinks/wk___________







Coffee/soda

  Cups/day___________
Do you have children? (if so, ages)______________________________________________
For Women:
Are you pregnant?  □yes   □no
                        Have you been pregnant?  □yes  □no



         If “yes” did you have any difficulties during previous pregnancies?

                                 Explain_________________________________________________



What type of births did you have?  □ vaginal   □ cesarean



Did you work with:   □ Medical Doctor     □ Midwife    □ both
