
Confidential Health History

	Today’s Date ______________

Name  (FIRST)______________________________(MI)________(LAST)_____________________________________ 

I prefer to be called _____________________________ Date of Birth ___________________________________
SSN __________________________________Email ________________________________________________ 
Address ________________________________________________________________________________ 

City  ______________________________________ State ___________________ Zip _________________
Phone  Hm_____________________ Cell ________________________ Work_____________________Ext ____
Your Occupation ______________________________ Employer ______________________________________ 
Marital Status M S D W Spouse’s Name ______________________________________________________

                                  Spouse’s Employer ______________________________________________________

Children Name and Ages ___________________________________________________________________

Family Physician ____________________________________ Phone _____________________________

Do we have your permission to keep your physician informed of your care? ___ Yes         ___ No

Call in case of emergency ____________________________ Phone __________________Relation ___________ 
How did you hear about our office? _______________________________________________________________

Have you ever received chiropractic care before? ____ When ______Who _________________________________

	Insurance Information

	Primary Insurance ______________________  ID# ________________________________ Group# _____________________
Cardholder’s Name _________________________ Relation ________ Date of Birth ____________ SS# _________________
Secondary Insurance _____________________  ID# _______________________________ Group# _____________________
Cardholder’s Name _________________________ Relation ________ Date of Birth ____________ SS# _________________

	· I instruct the chiropractor to deliver chiropractic care that, in his professional judgment, can best help me in the restoration of my health.  

· I may request a copy of the Privacy Policy and I understand that it describes how my personal health information is protected and released on my behalf for seeking reimbursement from any involved third parties. 

· I grant permission to be called, emailed or sent SMS messages (carrier rates apply) to confirm or reschedule appointments and to be sent occasional cards, letters, emails or health information to me as an extension of my care. 

· I acknowledge that any insurance I may have is an agreement between the carrier and me and that I am responsible for the payment of any covered or non-covered services.  

If the patient is a minor child please print their full name ____________________________________________

                                                                     Signature _______________________________________________


	Present Complaints

	What brings you in to the office today? _____________________________________________________________

_____________________________________________________________________________________________
Date it began. ___________________Please describe how it began.  ______________________________________
______________________________________________________________________________________

If Painful please describe ____ sharp    ____ dull    ____ achy    ____ numbness   ____ stiffness   ____ other                                         

Please rate your pain (circle) 
Pain RIGHT NOW AT THIS MOMENT      No Pain = 0  1   2   3   4   5   6   7   8   9   10 = Worst Pain Imaginable  

Pain ON AVERAGE OR TYPICAL PAIN   No Pain = 0  1   2   3   4   5   6   7   8   9   10 = Worst Pain Imaginable  

Pain AT BEST (how close to 0)                     No Pain = 0  1   2   3   4   5   6   7   8   9   10 = Worst Pain Imaginable  

Pain AT WORST (how close to 10)               No Pain = 0  1   2   3   4   5   6   7   8   9   10 = Worst Pain Imaginable  

Is the pain constant? _____  Intermittent? _____ 

If painful does it travel? __________ Describe ________________________________________________________

[image: image1.emf]
Please circle in areas where you currently have pain on 
the diagram to the right.
Place an “X” where you have had pain before in the past  

Is this the result of a worsening long term 

   progressive problem?  _____ Yes   ______ No

Is this the result of an accident? _____ Yes  _____ No

          Injury date ________  

          Work ____    Auto_____   Other ______
What treatment have you sought for this problem?
___ prescription medications     ___ over the counter medication    ___ physical therapy    ___ surgery

___ chiropractic                         ___ massage therapy                       ___ other
Have you had ___ an x-ray   ___ MRI

What activities increase your present complaints? ______________________________________________________

_______________________________________________________________________________________________

What activities decrease your present complaints? ______________________________________________________

_______________________________________________________________________________________________

Is it worse during certain parts of the day? ____ When?____________________________ Is it getting worse? ______
Rate (0 to 4) how your current problem affects your 
Sleeping

0

1

2

3

4

Perfect sleep

Mildly disturbed sleep

Moderately disturbed sleep

Greatly disturbed sleep

Completely disturbed sleep

Personal care (washing, dressing, etc.)

0

1

2

3

4

No pain or restriction

Mild pain but no restriction
Moderate pain and need to go slowly

Moderate pain and need some assistance

Sever pain and need 100% assistance

Traveling, driving etc…

0

1

2

3

4

No pain on long trips

Mild pain on long trips

Moderate pain on long trips
Moderate painon short trips

Severe pain on short trips

Work

0

1

2

3

4

Can do usual work plus unlimited extra work

Can do usual work but no extra work

Can do 50% of usual work
Can do 25% of usual work

Cannot work

Recreation

0

1

2

3

4

Can do all activities

Can do most activities

Can do some activities
Can do a few activities

Cannot do any activities

Frequency of pain

0

1

2

3

4

No pain

Occasional pain (25% of the day)

Intermittent pain (50% of the day)
Frequent pain (75% of the day)

Constant pain (100% of the day)

Lifting

0

1

2

3

4

No pain with heavy lifting

Increased pain with heavy lifting

Increased pain with moderate lifting
Increased pain with light lifting

Increased pain with any lifting

Walking

0

1

2

3

4

No pain any distance

Increased pain with walking a mile

Increased pain with walking a ½ mile
Increased pain with walking ¼ mile

Increased pain with walking any distance

Standing

0

1

2

3

4

No pain after several hours

Increased pain after several hours

Increased pain after one hour
Increased pain after ½ hour

Increased pain with any standing

Concentrating

0

1

2

3

4

Pain causes no trouble in concentrating

Pain causes occasional problems with concentration

Pain causes moderate difficulty in concentration

Pain causes frequent difficulty n concentration

Pain allows no concentration at all



	Your History

	Please tell us any major illnesses you have had in the past
_____________________________________________________________________________________________

Previous surgeries  _____________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________________________
Previous broken bones __________________________________________________________________________
_____________________________________________________________________________________________
Any other injuries in the past?_____________________________________________________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________

Continued…

What other health concerns do you have? ___________________________________________________________
_____________________________________________________________________________________________
Any known allergies to medicines or other___________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________

Please list any and all medications and vitamin supplements _____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________
_____________________________________________________________________________________________

How much sleep do you get at night? ____________  
      Do you sleep on your back, side or stomach?_____________

Are you pregnant?  ________  If so how many weeks:__________________________
How often do you 
                Smoke cigarettes? ___________________________   
                Use smokeless tobacco? ______________________

                Drink alcohol? ______________________________
                Drink coffee or sodas? ________________________

                Exercise? __________________________________

	Family History

	Diabetes

High

Blood Pressure

Heart Disease

Cancer

Overall Health

You

Father’s Family

Mother’s Family



	_______________________________________________________________________________________
_______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________
_______________________________________________________________________________________

_______________________________________________________________________________________

_______________________________________________________________________________________
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