Case #: _______________

Patient Case History
Date: __________________
PERSONAL INFORMATION

Patient Name:  __________________________________________________  Social Security #:  _______-______-_______
Address:  ________________________________________  City:  _______________________  State: _____  Zip:  _______

Home Phone:  (_____) ___________  Cell Phone:  (_____) ___________  Email: __________________________________
Date of Birth:  ____________  Age:  _____  Marital Status:  □Single  □Married  □Widowed  □Separated  □Divorced

Spouse Name:  _____________________  Children Names & Ages: ____________________________________________
Any previous Chiropractic care? □Y  □N  Chiropractor’s Name: _____________________________________________

How you heard about us:  _______________________________________________________________________________
OCCUPATIONAL INFORMATION

Occupation:  ___________________  Shift □1  □2  □3  □Swing  Job Duties:  ___________________________________

Work Week: □Full Time  □Part Time  □Retired  □Unemployed  □Other: _________________  Years:  ____________

Employer:  _________________________________________________  Work Phone:  (_____) ___________  ext. _______  
Work Address:  ______________________________________  City:  ____________________  State: _____  Zip:  _______

INSURANCE INFORMATION

*PLEASE NOTE: All insurance claims will be billed on an individual basis. Your fees may be covered fully, or partially, or not at all by your insurance company. Your particular policy determines what, if any, percentage of your bill will be covered by insurance. If your insurance company pays only a portion of your bill, then the balance becomes your responsibility. Fees are due and payable when services are rendered. 

(If different from above) Name of Insured:  __________________________________  Insured DOB:  ______________

Address:  ________________________________________  City:  _______________________  State: _____  Zip:  _______

Home Phone:  (_____) ___________  Cell Phone:  (_____) ___________  Email: __________________________________

Insurance Company Name:  _____________________________________________  Ins. Phone:  (_____) _____________
Member ID / Claim #:  ____________________________________  Group #: ____________________________________
ACCIDENT INFORMATION (If not an accident injury, please skip to the next section)
Present problems due to an accident or injury? □Y  □N  Date of Injury: ______________________________________

Injury occurred:  □On the job  □Auto  □Personal Injury  □Other:____________________________________________
Was there an accident report?  □Y  □N  Type:  □Employer  □Worker’s Comp  □Auto Ins.  □Other:  _____________

Have you retained an attorney? □Y  □N  Name & Phone #:  ________________________________________________

CHIEF COMPLAINT
What is your primary reason for seeking Chiropractic care? _________________________________________________

Have you been treated for this complaint before?  □Y  □N  If yes, doctor’s name:  _____________________________

What type of treatment did you receive for this complaint: __________________________________________________

Do you have other complaints for which you are seeking Chiropractic care? __________________________________
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Please indicate the location of the complaints you mentioned above on the diagram below: 

PERSONAL HABITS

Smoking:  □Y  □N  ______  Packs/day    Alcohol: □Y  □N  ______  Cups per  □day  □week  □month  □year  
Coffee:  □Y  □N  ______  Cups/day    Soda Pop: □Y  □N  ______  Cups/day    Tea:  □Y  □N  ______  Cups/day

Exercise:  □none  □occasionally  □weekly  □daily  □other:  ____________    Exercise type:  _____________________

Recreational Drugs:  □Y  □N  Type:  _________________  □occasionally  □weekly  □daily  □other:  _____________
FAMILY HISTORY
Mother’s Side:  □Diabetes  □Heart Disease  □High Blood Pressure  □Cancer  □Progressive Neurological Disorder
Family member:  __________________________  Living:  □Y  □N    Cause of Death:  ____________________________

Father’s Side:   □Diabetes  □Heart Disease  □High Blood Pressure  □Cancer  □Progressive Neurological Disorder

Family member:  __________________________  Living:  □Y  □N    Cause of Death:  ____________________________

SYSTEMS REVIEW
Please check either Y or N for each of the following signs and symptoms if you currently have them, or n/a if it is not applicable to you. A complete history and understanding of your health will facilitate your care. 
	GENERAL SYMPTOMS
	□Y  □N  □n/a  Nausea
	□Y  □N  □n/a  Ear Discharges
	□Y  □N  □n/a  Bed Wetting

	□Y  □N  □n/a  Headache
	□Y  □N  □n/a  Vomiting
	□Y  □N  □n/a  Nasal Obstruction
	□Y  □N  □n/a  Inability to Control 
                                Urine

	□Y  □N  □n/a  Fever
	□Y  □N  □n/a  Vomiting Blood
	□Y  □N  □n/a  Nose Bleeds
	□Y  □N  □n/a  Prostate Trouble

	□Y  □N  □n/a  Chills
	□Y  □N  □n/a  Pain over Stomach
	□Y  □N  □n/a  Sore Throats
	

	□Y  □N  □n/a  Night Sweats
	□Y  □N  □n/a  Constipation
	□Y  □N  □n/a  Hoarseness
	WOMEN ONLY

	□Y  □N  □n/a  Fainting
	□Y  □N  □n/a  Diarrhea
	□Y  □N  □n/a  Hay Fever
	□Y  □N  □n/a  Painful Periods

	□Y  □N  □n/a  Dizziness
	□Y  □N  □n/a  Colon Trouble
	□Y  □N  □n/a  Asthma
	□Y  □N  □n/a  Excessive Flow

	□Y  □N  □n/a  Convulsions
	□Y  □N  □n/a  Hemorrhoids 
                                (Piles)
	□Y  □N  □n/a  Frequent Colds
	□Y  □N  □n/a  Irregular Cycle

	□Y  □N  □n/a  Loss of Sleep
	□Y  □N  □n/a  Fluid Retention
	□Y  □N  □n/a  Enlarged Thyroid
	□Y  □N  □n/a  Hot Flashes

	□Y  □N  □n/a  Fatigue
	□Y  □N  □n/a  Liver Trouble
	□Y  □N  □n/a  Tonsillitis
	□Y  □N  □n/a  Cramps or 
                                Backaches

	□Y  □N  □n/a  Nervousness
	□Y  □N  □n/a  Gout
	□Y  □N  □n/a  Sinus Trouble
	□Y  □N  □n/a  Vaginal Discharge

	□Y  □N  □n/a  Loss of Weight
	□Y  □N  □n/a  Jaundice
	
	□Y  □N  □n/a  Current Pregnancy

	□Y  □N  □n/a  Numbness or pain 
                              in arms/legs/hands
	□Y  □N  □n/a  Gall Bladder 
                                Trouble
	SKIN OR ALLERGIES
	

	□Y  □N  □n/a  Allergy, Type: ________________________________
	
	□Y  □N  □n/a  Skin Eruptions
	DISEASES

	□Y  □N  □n/a  Wheezing
	CARDIO-VASCULAR
	□Y  □N  □n/a  Itching
	□Y  □N  □n/a  Alcoholism

	□Y  □N  □n/a  Nerve pain
	□Y  □N  □n/a  Rapid Heart Beat
	□Y  □N  □n/a  Bruising Easily
	□Y  □N  □n/a  Anemia

	
	□Y  □N  □n/a  Slow Heart Beat
	□Y  □N  □n/a  Dryness
	□Y  □N  □n/a  Appendicitis

	MUSCLES & JOINTS
	□Y  □N  □n/a  High Blood 
                                Pressure
	□Y  □N  □n/a  Boils
	□Y  □N  □n/a  Arthritis

	□Y  □N  □n/a  Weakness
	□Y  □N  □n/a  Low Blood 
                                Pressure
	□Y  □N  □n/a  Sensitive Skin
	□Y  □N  □n/a  Cancer, Type: ________________________________

	□Y  □N  □n/a  Twitching
	□Y  □N  □n/a  Pain over Heart
	□Y  □N  □n/a  Hives or Allergy
	□Y  □N  □n/a  Chicken Pox

	□Y  □N  □n/a  Stiff Neck
	□Y  □N  □n/a  Heart Trouble
	□Y  □N  □n/a  Eczema
	□Y  □N  □n/a  Diabetes

	□Y  □N  □n/a  Backache
	□Y  □N  □n/a  Swelling Ankles
	
	□Y  □N  □n/a  Epilepsy

	□Y  □N  □n/a  Swollen Joints
	□Y  □N  □n/a  Poor Circulation
	RESPIRATORY
	□Y  □N  □n/a  Goiter

	□Y  □N  □n/a  Tremors
	□Y  □N  □n/a  Varicose Veins
	□Y  □N  □n/a  Chronic Cough
	□Y  □N  □n/a  Heart Disease

	□Y  □N  □n/a  Foot Trouble
	□Y  □N  □n/a  Stroke
	□Y  □N  □n/a  Spitting Blood
	□Y  □N  □n/a  HIV Positive

	□Y  □N  □n/a  Painful Tail Bone
	□Y  □N  □n/a  Palpitations
	□Y  □N  □n/a  Spitting Phlegm
	□Y  □N  □n/a  Influenza

	□Y  □N  □n/a  Pain Between 
                                Shoulders
	
	□Y  □N  □n/a  Chest Pain
	□Y  □N  □n/a  Measles

	□Y  □N  □n/a  Spinal Curvature
	EYE/EAR/NOSE/THROAT
	□Y  □N  □n/a  Difficulty Breathing
	□Y  □N  □n/a  Mental Disorder

	
	□Y  □N  □n/a  Poor Vision
	
	□Y  □N  □n/a  Mumps

	GASTRO-INTESTINAL
	□Y  □N  □n/a  Crossed Eyes
	GENITO-URINARY
	□Y  □N  □n/a  Pleurisy

	□Y  □N  □n/a  Poor Appetite
	□Y  □N  □n/a  Pain in Eyes
	□Y  □N  □n/a  Frequent Urination
	□Y  □N  □n/a  Pneumonia

	□Y  □N  □n/a  Poor Digestion
	□Y  □N  □n/a  Deafness
	□Y  □N  □n/a  Painful Urination
	□Y  □N  □n/a  Polio

	□Y  □N  □n/a  Starvation
	□Y  □N  □n/a  Earache
	□Y  □N  □n/a  Blood in Urine
	□Y  □N  □n/a  Rheumatic Fever

	□Y  □N  □n/a  Belching or Gas
	□Y  □N  □n/a  Ear Noises
	□Y  □N  □n/a  Kidney Infection
	□Y  □N  □n/a  Scoliosis


MEDICAL INFORMATION
Have you ever had an accident or fall with any of the following: 
□Y  □N    Sports:   1)________________________  Injury location:  ________________________  Date:  ______________



         2)________________________  Injury location:  ________________________  Date:  ______________

□Y  □N   Vehicle:  1)________________________  Injury location:  ________________________  Date:  ______________



         2)________________________  Injury location:  ________________________  Date:  ______________

□Y  □N     Other:   1)________________________  Injury location:  ________________________  Date:  ______________



         2)________________________  Injury location:  ________________________  Date:  ______________

Have you ever broken or dislocated a bone? □Y  □N  If yes, which one? _____________________________________ 
____________________________________________________________ Date(s): ___________________________________

Do you have any complaints related to that break(s) or dislocation(s) since it healed? □Y  □N  Please describe: 
_______________________________________________________________________________________________________
Have you ever had to use crutches or a cane? □Y  □N  If yes, why:  __________________________________________

____________________________________________________________  Date(s): ___________________________________
Have you ever been knocked unconscious?  □Y  □N  If yes, please describe:  _________________________________

____________________________________________________________  Date(s): ___________________________________
Have you had x-rays taken within the last year?  □Y  □N  If yes, why:  _______________________________________

Where were they taken?  _______________________________________  Date: ___________________________________

Have you had any of the following procedures or surgeries:

	□Y  □N    Appendectomy

Date: ________________________
	□Y  □N    Hernia Repair

Date: ________________________
	□Y  □N    Stomach Surgery

Date: ________________________
	□Y  □N    Tonsillectomy

Date: ________________________

	□Y  □N    Back Operation

Date: ________________________
	□Y  □N    Female Organs

Date: ________________________
	□Y  □N    Rectal Surgery

Date: ________________________
	□Y  □N    Tubes in Ears

Date: ________________________

	□Y  □N    Gall Bladder Removal

Date: ________________________
	□Y  □N    Sinus Surgery

Date: ________________________
	□Y  □N    Thyroid Surgery

Date: ________________________
	□Y  □N    Other

Type: _______________________

Date: ________________________


Are you taking any prescription medications?  □Y  □N  If yes, please list them with the reason and dosage for each medication or you may attach a prepared list:  ________________________________________________________
_______________________________________________________________________________________________________
Are you taking any over the counter medications, vitamins, or supplements?  □Y  □N  If yes, please list them with the reason and dosage for each or you may attach a prepared list:  ______________________________________
_______________________________________________________________________________________________________
I hereby authorize the doctor to examine and treat my condition as he/she deems appropriate through the use of Chiropractic care. It is understood and agreed the amount paid to the office for x-rays is for examination only and the x-ray negatives will remain the property of this office, being on file where they may be seen at any time while I am an active patient in this office. I also agree that I am responsible for all bills incurred at this office. The doctor will not be held responsible for any pre-existing medically diagnosed conditions nor for any medical diagnosis. I understand that I may obtain copies of my records and x-rays upon request and that copying fees may apply. Furthermore, I attest that the information given on this form is true and complete to the best of my knowledge. 
Patient/Guardian Printed Name: _________________________________________________________

Patient/Guardian Signature: _____________________________________________________________  Date: ____________________
