Patient Name________________________ Birth date________________   Sex  M    F

Address_____________________________ City____________________ Sate________ 

Zip________
Telephone___________________ Employer________________________
Work Phone______________________  Address________________________________

Spouse Name ________Spouse’s Birthday__________ E-mail _____________________ 
Insurance Information Primary Subscriber Name ______________________
Subscriber’s Birth date ___________________ Subscriber ID ________________

Group Number _______________
Primary M.D._______________ 
Level of Education
Currently Student
12     13 14 15 16     
Post Graduate  

Is there another Health Insurance Policy with your spouse that covers you?   Y   N 

Current Symptoms please circle those that apply

Low Back Pain      
With Radiation 

Knee

Headaches
Neck pain     

With Radiation

Wrist / Hand
Sleep disorders
Mid back pain

Shoulder / Arm

Ankle / Foot
Low Energy
Chronic Pain / fatigue
      Digestion/ Irregularity/ Gas        Chest pain

Abdominal Pain / pressure
      Allergy/Asthma       

                   

    






Pain Scale 
How you feel today
0
1
2
3
4
5
6
7
8
9
10

 Rate the Overall Functional Severity of your Condition   ( ( )
Minimal 
(0-1)
Will not require treatment to resolve.
Self-Limited or Minor (2-3)
Condition has a good expected outcome with chiropractic management & or compliance with current treatment plan

Low Severity (4-5)
Full recovery is expected without functional impairment with management & or compliance with current treatment plan.
Moderate Severity (6) Risk of prolonged functional impairment without treatment or continued treatment.  (Problems with everyday things such as movement lifting or sitting, sleeping, standing, bending or walking etc.)
High Severity (7-10)   Risk of continued condition without treatment is high.  Or high probability of severe, prolonged functional impairment without treatment. (severe problems with activities of everyday living.)
How often are your symptoms present?

0-25%

26-50%

51-75%

76-100% constant









PLEASE EXPLAIN
History 
please circle (Yes) only those that apply to you

Is your pain unrelieved by position or rest?


Y

Any radiation of pain or tingling?




Y________________________

______________________________________________________________________________ 

Numbness in Face, hands or arms, groin or buttocks,?

Y________________________
______________________________________________________________________________

Scoliosis






Y

Congenital abnormalities





Y________________________

______________________________________________________________________________

Disc Herniations, Bulges, degeneration, Spinal Conditions

Y________________________
Any Sudden onset of Headache/Neck/Face pain that is different
Than you have ever had before?




Y________________________
Migraine History





Y ________________________
Dizziness, Unsteadiness, vertigo, giddiness with neck position or movement
  Y_________________ ______________________________________________________________________________
Any recent history of passing out 



Y ________________________ 

Confusion 






Y ________________________
Sudden numbness or weakness of face / arm / leg


Y ________________________
Difficulty with your speech




Y ________________________
(dysrthria)

Difficulty swallowing





Y ________________________
(dysphagia)

Difficulty walking





Y ________________________
(ataxia gait)

Vomiting or queasiness





Y ________________________
(nausea)

Loss of sensation on one side of your body


Y ________________________
Involuntary rapid eye movements




Y ________________________
(nystagmus)

Have you have Major illnesses and injuries


Y ________________________
______________________________________________________________________________
Are you currently under any other physician’s care
 (Diagnosis being treated for) Y______________
______________________________________________________________________________
Any prior surgical operations or cosmetic procedures Y________________________________
Including Spinal operations and or Fusion, etc.
______________________________________________________________________________
Prior Hospitalizations
Y _________________________________________________________
Current medications
Y  ________________________________________________________
____________________________________________________________________________
Joint Replacements Y     ________________________________________________________

Allergies / Asthma





Y  _____________________
History of Physical Trauma?  Broken Ribs, Any Broken Bones; Ect., Y ___________________
____________________________________________________________________________
Social History

Marital status

Married  Y

Single
Y 
Occupational history (any work related injuries)
Y ___________________________________ 

Use of Drugs, Alcohol, and tobacco

Y ___________________________________
Do you have any concerns regarding HIV-Aids exposure Y_______________________________

Constitutional Symptoms 
Please circle (Yes) only those that apply to you
Recent fever





Y
Any unexpected weight 
gain or loss


Y 

Eyes




Symptomatic___________________________________ 
Visual disturbances

Y ______________________
Double vision


Y 
Ears, Nose Mouth, Throat

Symptoms_____________________________________
______________________________________________________________________________
Cardiovascular Problems or History of treatment


Y ______________________
High Blood Pressure

Y

Stroke



Y

Heart attack, Problems

Y

Pulmonary Problems 

Y 

Any Respiratory treatment history or problems


Y ______________________
(emphysema, recent upper respiratory Infection)


Y ______________________
Smoker



Y Pack per day_____________
Any Gastrointestinal Treatment history or problems

Y ______________________
____________________________________________________________________________
Genitourinary treatment history or problems


Y ______________________
Urinary infections

Y     (frequent, chronic etc.)
Bowel problems


Y    (Difficulty with starting or stopping bladder or bowel)
Prostate problems

Y
Currently Pregnant

Y  
weeks  _______ Trimester_______________
Menstrual problems

Y
Taking Birth Control Medication  Y    
Integumentary (skin and or breast) Problems
(easy brusing, prolonged bleeding / wound healing)

Y ______________________
Psychiatric problems or treatment history


Y 

Endocrine






Y 
Epilepsy or Seizures

Y 
Diabetes


Y  
Cancer
/ Tumor

Y  __________________________________
_____________________________________________________________________
Hematologic / Lymphatic




Y ______________________

Osteoporosis

  



Y ______________________
Corticosteriod Use (cortisone, prednisone, ect)
Y





Allergic / Immunologic 




Y ______________________
Other heath problems (any not asked)
  Y __________________________________________
CT
MRI
ULTRASOUND Studies Y___________________________________________
Family History  Circle only those that apply
Cancer
Diabetes


High Blood Pressure

Heart problems

Stroke

Rheumatoid Arthritis

Dated______________,  Bakersfield, CA.       Signature___________________________
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