
Chiropractic Case History

Name_______________________________________________ Sex   M    F   Date____________________________
Address_____________________________________________
Suburb _________________Postcode ___________

Date of Birth__________________ Age___________
H. Phone (___)______________W. Phone____________________ Mobile (___)______________________________
Spouse ______________________________________________ No Children, Ages___________________________
Email_________________________________________________G.P.______________________________________
How did you hear about us?________________________________________________

Occupation_____________________________________ Employer________________________________________
Have you ever received Chiropractic Care?

Yes
No         If yes, when?_______________________________________
Where?______________________________________
1. Primary reasons for seeking chiropractic care:
Primary reason: ______________________________________________________________________________________________

Secondary reason: ______________________________________________________________________________________________
Other factors contributing to the primary and secondary reasons: ______________________________________________________________________________________________
2.   Chief Complaint: ______________________________________________________________________________________________
Location of Complaint:____________________________________________________________________________
Complaint Began when and how? ___________________________________________________________________

Please circle the Quality of the complaint/pain:   dull   aching   sharp   shooting   burning   throbbing   deep   nagging    other __________________________________________________________________________________________ 

Does this complaint/pain radiate or travel (shoot) to any areas of your body? Where?___________________________
Do you have any numbness or tingling in your body? Where? _____________________________________________
Grade Intensity/Severity (No complaint/pain)    0    1    2    3    4    5    6    7    8    9    10   (Worst possible pain/complaint imaginable)

How frequent is complaint present, how long does it last? _________________________________________________

Does anything aggravate the complaint? ______________________________________________________________

Does anything make the complaint better? _____________________________________________________________
3. Previous interventions, treatments, medications, surgery, or care you’ve sought for your complaint: 
____________________________________________________________________________________________
____________________________________________________________________________________________
4. Past Health History:
A. Previous illnesses you’ve had in your life: __________________________________________________________________________________________________________________________________________________________________________________________

B. Previous injury or trauma:
__________________________________________________________________________________________________________________________________________________________________________________________

Have you ever broken any bones? Which? _____________________________________________________________________________________________
C. Allergies _____________________________________________________________________________________________
D. Medications:
Medication_____________________________________ Reason for taking_________________________________
Medication_____________________________________ Reason for taking_________________________________
Medication_____________________________________ Reason for taking_________________________________
E. Surgeries:
Date                

    


              Type of Surgery

___________________________________________      __________________________________________________

___________________________________________      __________________________________________________

___________________________________________
 __________________________________________________

F. Females/ Pregnancies and outcomes:

Pregnancies/Date of Delivery



Outcome

___________________________________________     __________________________________________________
___________________________________________
__________________________________________________
___________________________________________
__________________________________________________
What was the date of the beginning of your last menstrual period? ______________________________________________________

5. Family Health History:

Associated health problems of relatives: ________________________________________________________________________________________________
________________________________________________________________________________________________
Deaths in immediate family:

Cause of parents or siblings death




Age at death

__________________________________________________
      
____________________________

__________________________________________________

____________________________

__________________________________________________

____________________________

6. Social and Occupational History:
A. Job Descriptions: (e.g. Heavy Lifting)__________________________________________________________ 

B. Work Schedule:____________________________________________________________________________
C. Recreational activities:______________________________________________________________________

D. Lifestyle (hobbies, level of exercise, alcohol, tobacco and drug use, diet): ___________________________

__________________________________________________________________________________________
Please mark any of the following that you have now or have experienced:

Other Symptoms: 


O Headaches


O Pain in Hands or Arms

O Chest Pains


O Neck Pain


O Numbness in Hands or Arms

O Heart Attack


O Sleeping Problems

O Pain in Legs or Feet


O High Blood Pressure


O Low Back Pain

O Numbness in Legs or Feet

O Stroke


O Nervousness


O Fatigue



O Cancer


O Tension


O Depression



O Painful Urination


O Irritability


O Lights Bother Eyes


O Diabetes


O Dizziness


O Loss of Memory


O Diarrhea


O Pain Between Shoulders
O Shoulder Pain


O Constipation


O Neck Stiff

 
O Sinus




O Stomach Upset


O Joint Swelling


O Shortness of Breath


O Menstrual Cramps


O Fever


O Asthma



O Weight Loss


O Loss of Balance

O Allergies



O Loss of Smell or Taste

About Your Care
There are three phases of care that Chiropractic patients often go through.  The first is Initial Intensive Care which corrects the most recent layer of Spinal and Neurological damage (VSC Vertebral Subluxation Complex).  This care often reduces or eliminates the symptoms.  Then begins Rehabilitative Care which corrects the years of damage that occurred when there were few symptoms.  And finally, Chiropractic offers a genuine approach to Wellness Care.  All of these options will be explained at your report of findings.  Then you’ll be able to begin a course of care that fits your goals.  

Your appointments at our Centre are important to you and others.  If you’re unable to keep your appointment, the courtesy of 24 hours notice will enable us to schedule someone else in your place.  Therefore, in fairness to all our valued clients, a standard adjustment fee may be imposed on missed appointments.
Your Signature _______________________________________   Date ________________________

