
PERSONIAL HISTORY
NAME HOME PHONE

WORK PHONE CEI-L PHONE EMAIL

ADDRESS- ITY- STATE 

-- 

ZIP SS #

AGE- M-_- F-- MARITAL STATUS AGES OF YOUB OHILDREN 

-OCCUPATION YEARS
Do you have Health and Accident Insuranee?-- lt yes, with what oompany?

Are you a member of an H.M.o.? 

- 

Additional Insurance self/spouse porrcy

Policy No

No

lf retired, state company name that you are retired from, which your Group Flealth Insurance ls with

SPOUSE'S.NAME EMPLOYER'S NAME & ADDRESS

WORK PHONE

Polioy No.

! other
Person to call in an emergency Phone # Relationship 

-Have you ever been a patient here before?_When? For What Problem/s

PRESENT COMPLAINT lS DUE TO: CHECK (1)OR N4ORE OF THE FOLLOWTNG

tr ON THE JOB INJURY (Use WC Form)
! HOME INJURY (Use Form)
! ATHLETIC INJURY
n SCHOOL SUPERVISI=D SPORT

D AUTO ACCIDENT (Use AUTO Form)
!,ACCIDENT NOT IN HOME
N SOMEONE ELSE'S NEGLIGENCE
tr POOR PHYSICAL CONDITION

N ILLNESS
! DIf}EASE
! OLD INJURY
! oTHER (EXPLA|N)

WORK RELATED INJURY: WORKMAN'S COMPENSATION) ADDITIONAL FORMS REQUIRED



PAST AN,D.,PRESENT'GENERAL HNSTORY
GENERAL SYMPTOMS

tlo* HsHs Hd

Alcoholism (303 9)

Anemia (285 9)

Arthritis (7169)

Convulsions (780.3)

- - 
Epilepsy (345 9)

Canc€r (199.1)

Cold Soft,s (054,9)

Depr€sslon (311)

Heridacho (784,0)

- -: 
Fainting (78o2)

Diab€tes (250,0)

Faligus {ohronic) (780,7)

Gout (274.9)

Sleep Problems (780 52)

Loss ol Weight (783 2)

- - 
Nervousns (799,2)

Tr€mors (781 0)

C€rebral Palsy (343,9)

Multiple Sclerosis (340)

Obesity (278 0)

H€rnia (550 9)

DISEASES
:- 

- 
Bheumalic Fever (390)

Tub€rculosis (010 9)

MalBria (084 6)

Me€sles (055.9)

- - 
Mumps (072,9)

Small Pox (050 9)

MUSCLE, JOINT & BONE
Now H.rILF llrd

---- 
- 

Allered Gait (781.2)

Painlul/Stitl Neck (7'19 5)

Backache (724,5)

Muscle Spasms (728.85)

Muscle Cramps (728.85)

Bursilis (727 3)

T€ndonitis (727 9)

Joint Paints (719 4)

Swollen Joints (7190)

Arthrilis (716,9)

Scarlet Fever (034 1) Heart Diseas (414.9)

Diphtheria (032) Slroke (463)

TyDhoid Fever (002 0) _ _ HardeninE ot Arteries (440 9)
Whmping Cough (033) High Blood pre$ure (401.9)

GASTRO.INTESTINAL PROBI.EMS GENITO.URINARY SYMPTOMS
llof lts No{ Hs
Hs H.it H.F lld

Blood in Stool (578,1)

B€lching oI Gos (787,3)

Colitis (558 9)

Colon Trouble (564,9)

ConstiPation (564,0)

Diarh€a (558,9)

Difi icult Digestion (537,9)

Dist€nsion ol AMomen (787 3)

Heartburn (787.1)

Hemorrhoids (455,6)

Intostinal Worms (1 27.9)

Jaundice (782,4)

Liver Troubls (573,9)

Nausea f87.0)
Pain Ov€r Stomach (536,8)

Poor Appetile (783,0)

Uloers (593 9)

Vomiling (787.0)

Vomiting ol Bl@d (578 0)

EYES, EARS, NOSE & TI.IROAT
Frequent Colds/Flu (460)

D€afne$ (389,9)

Enlarged Glands (785.6)

Enlarged Thyroid (240,9)

Eye Pain (379,91)

Hoarseness (784,49)

Nos€bleeds (784.7)

Sinus Intrclions (473,9)

Sore Throat (462)

Tonsilitis (474 9)

Earache (388,70)

Ear Noiss (388,31)

Slffip (hours)

CoFfee

T€a

Alcohol

Diet Drinks

Soft Drinks

Sugar

Sall

Diet

Tobacco

Exercise

Hobbies

Pain B€twtrn Shoulder (719 4)

Hand/Wrlst Pain (719 4)

Hip Pain (719.4)

Leg Pain (71 9 4)

Kne Pain (719,4)

Ankl€/Foot Pain (719,4)

Paintul Tailbone (719 4)

P@r Posture (781 9)

Abnormal Spine (756,10)

Spinal Curuature (737.9)

Spinal Fraclure (805 8)

Scoliosis (737 30)

Osteoporosis (733,0)

CARDIO-VASCTJLAR SIGNS
Angina (4199)

Pacemak€r (V45,0)

Heart Attack (410 9)

Bed-Wetting f/88 3)

Blood in Urine (599 7)

Frequent Urination (788.4)

Inability to Control Kidneys O88 3)

- -- 
Kidney Infections or Slones (5919)

Painlul Urinaiion (788 l)
Prost€te Trouble (60 1,9)

Pus in Urine (599,0)

OPERATIONS
Pbs 9h. dBF. ol op.r.ddE
!d hrF hd

Appendectomy

Gall Aadder

F€male Organs

Hgart

lnt6tin6
Rtrlum

LUNgS

Spine or Bones

B€ck

Stomach

Kidneys

Prostate

Hernia

Spinal l'ap

Spinal Injstion

Other

Other

Joinl Beplacemenl

Pacemaker

Metal lmplant

Shoulder Pdih (719.4)

coiler (24O 9)

Influenza (4€7 1)

- 
-- Gonorrhea (098 0)

Low Blood Pressure (458 9)

Chest Pain (786,5O)

Poor Circulalion (459,9)

. 
HABITS

Phe glv. ia.@nb !..d itCay gl lhc lo!*owlngrSyphilis (0929) Rapid Heart B€al (795 O)

Venereal Di*ase (099 9) _ _ Slow Hearl E€al (427,89)

- - 
Polio (M5,9)

RESPIRATORY PROBLEMIi

- - 
Chest Pain (786 50)

- - 
Chronic Cough (7862)

- - 
Aslhma (493,9)

- 
-- Emphysoma (492,8)

- - 
Allergy (9953)

- - 
Dillicull llreathrng (78609)

-- -- 
Spitling tJp Blood (786 3)

- - 
Pleurisy (51 1 9)

- 
-- Spitling Up Phlegm (7864)

- - 
Pneumonia(4860)

Wlrrezing (78609)

P L EAS E C H EC K CON Dl T I O N,.YO u' N OW S U FF ER, F.R O M :

Head U Pain
Neck tl Pain
Stioulder If Pain
Elbow U Pain
Wrist Il Pain
Hand Il Pain
Fingers tl Pain

Swelling ol Ankls (459 9)

FOR WOMEN ONLY
Lumps in Breasl (61 1 72)

Congested Breasts (61 1 79)

Cramps or Backache (625,3)

Excessive Menslrual Flow (626.2)

hot Flashes (627.2)

Miscariage (634,9)

Inegular Cycle (626 4)

Menopausal Symptoms (627 2)

Painlul Menslrualion (625 3)

Vaginal Discharg€ (623 5)

SKIN PROBLEMS
Eczema (692 9)

Boils (580.9)

Bruise Easlly (782 7)

Drynoss (782,9)

Hives or Allergy (708,9)

Itching (698,9)

- - 
Skin Eruptions (rash) (782 1)

Varicose Veins (454,9)

Mid Back
Low Back
Hip
Thigh
Knee
Calf
Ankle
Foot
Toes

Il Pain
Il Pain
Il Pain
ll Pain
ll Pain
ll Pain
ll Pain
ll Pain
n Pain

l:NumbneEs
tr Numbness: E,Numbness
E.Numbness
E'Numbness
! Numbness
! Numbness
! Numbness
n Numbness
! Nunibness
fl.Numbness
E Numbnessj! Numbness
E Numbness
E Numbness
C Numbness

D Right Side
n Right
n Right
! Right
tr Right
n Right
n Right
! Right
! Right
n Right
! Right
tr Right
! Right
! Right
! Right
n Right

! Left Side
D Left
fl Left
tr Left
n Left
n Left
n Left
n Lefl
n Left
! Left
n Left
I Left
tr Left
n Left
I Left
I Lett

Pain or Numbness



CURR.ENT PROBLEM

What is the main health problem you want to talk to the doctor about?

How long'haVe you had this condition? When was the last time?

What activities aggravate your conrlition?

ls this conclition getting worse? fl Yes

Csnditlon interfering with your tr work

tr No fl Comes and goes

! sleep tr daily routinr:

tr Constant Numberof episodesperday- perweek perino. 

-tr other

Drugs you now take: tr Nerue pills tr Pain killers

MEDICATION DOSAGE

tr Muscle reiaxers tr "Pep" pills E Tranquilizr:rs tr Birth control pills tr None tr Other

DOCTOF

HAVE YOU EVER;

Been knocked unconscious?

Used a carre, cruteh, or other support?

Been treated for a spine or nerve disorder?

Had any fractures or dislocations?

Had any ac;cidents or lalls?

Been hospitalized {or other than surgery?

Have you ever been in an artto accident?

tr

tr

tr

tr

tr

tr

tr

NO

tr

tr

tr

tr

!

tr

tr

DESCRIBE BRIEFLY:

Does any member of your family.have: (please circle)

adhritis heart disease cancer diabetes epilepsy lung disease emotional problems intestin6l disorders scoliosis spinal arthritis neck or back pains

abnormal spinal development other health problems? Yes / No Whom? Father Mother Sister Brother Aunt Uncle

PREVIOUS MEDICAL CARE FOR PRIMARY COMPLAINT
Name and Location of Dootor Date attended
Hospital Examinations and X-rays made
Condition <lr Diagnosis

Duration of Tieatment
Typd of-Treatment

Results of Treatment Good; Fair, Poor

PREVIOUS CHIROPRACTIC CARE
Name and Lobatiirn oJ Doctor Date of last Spine & N.S. exam
What waS'problem What did X-rav show
CauSe of trouble explained by Dr.

Type of treiltment How often Veated
How much time spent on each,Visip What was the total time patient was under care?
Results ol Treatment GoOd, Fair, Poor What other chiropractic care has patient had?

PLEASE SELEOT THE TYPE OF CARE DESIRED so.we can:provide you with the best treatment and management of your condition.
tr RELIEF CARE t] CORRECTIVE CARE ! COMPREHENSIVE CARE
t] I WOULO LIKE TO KNOW \N/HAT THE DOCTOR THINKS IS BEST FOR ME.

I CERTIFY THAT ALL INFORIVIATION GIVEN /S TRUE AND COFRECT. l hereby authorize lhe release of any inlormation required by rhis
oftice. I also authorize my ben'efit payments to be made directly to this clinic. lf my current poli<>y prohibits direct payment to doctor, then I
hereby a/so inslruct and direct my insuranae company to make out the check to me and mail it to tttis office, I understand that t am finan-
cially responsible for a// servloes rendered. I agree that if my treatment here is suspended or terminated, lees become immediately due
and payable. All X-rays are the:t propedy of this ChiroTactic Center.

SIGNATURE OF PATIENT OR GUARDIAN



FoR oF-FlcE usE,ON'LY Do Nor wRtr,E l;N,THtsspAcE
PRIMARY COMPLAINT

Exact descriplion ol problem

Gharacterof,pain;(ci;cleappropriate): Hurl Ache
Prickling . Numbness Stitfness Loss of ROM
Worse in: Morning Evening Night
B€tter with: Exercise Rest Cold

Throbbing Stabbing
Constant lntermittent

Worse with:
Heat Pain.Pills

Pulling Cramp Spasm Burning Orawling
Radiqlingto.- Seveiity 1 2 3 4 S 6 7
Exercise Inactivity Movemeht Cold Heat

Other

Soreness
8910

Other

Related area of'oain
Onset (how & when)
ReoccurrenCe Date Sdme Better Wdrse than before

Date

DateRelated to lall or accident (describe)
Did tall or acciiient occirr at Flome Work Other
Was Pt in Auto Accident
Otherr ci rcumstances asioc:. with problem (complicatioris)

Date

SECONDARY COMPL.AINT

Exact descriptioh of problem

Character of pain (circle appropriate): Hurt Ache
Prickling Numbness Stiffness Loss of ROM
Worse in: Morning Evening Night
Better with: Exercise Rest Cold

Throbbing Stabbing
Constant Intermittent

Worse with:
Fleat Pain Pills

Pulling Oramp- Spasm Burning
Radiatingto- Severity 1 2 3
Exercise Inactivity Movement

Crawling Soreness
4 5 6 7 B 9 10

Cold Heat Other
Other

Related'area of oain
Onset (how & when)
Reoccurrence Date Sanie Bdtter 'Worsethan before

Date 

-.--.-Qate
Related,to tall oi aocident,(descri.be)
Did fall.or accident occur at Home Work Other
Was Pt in Auto Accident
Other circumstances assoc. with problern (complications)

Date

THIRD COMPLA!NT

Exact description ot problem

Oharacter of pain (cirele appropriate): Hurl Ache
Prickling Numbness Stiffness Loss of ROM
Worse in: Morning Evening Night
BeHer with: Exercise Rest Cold

Throbbing Stabbing
Constant Intermittent

worse with:
Heat Pain Pills

Radiatingto- Severity 1 2 3

Exercise Inactivity Movement

Pulling Cramp Spasm Burning Crawling Soreness
4 5 6 7 B I 10

Cold Heat Other
Other

Related area of oain
Onset (how & when)
Fleoccurrence Date Same Better Worse than before
Related to fall'or accident (describe)
Did fall or.accident occur at Home Work Other
Was Ptrin Auto Accident
Other circumstances assoc, with problem (complications)
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Date

Date

Date


