
                                             
                                                   PATIENT HISTORY                  DATE________________2011 
 
 
 
NAME__________________________________________________________________________DOB_________________________ 
 
ADDRESS__________________________________________CITY________________________STATE_____ZIP________________ 
 
PHONE(H)________________________WORK:____________________________CELL #:____________________________________ 
 
SOC. SEC. #  (if using insurance)___________________________________ 
 
EMPLOYER:___________________________________________JOB DESCRIPTION:_____________________________________ 
 
M / S / W / D        CHILD AGES_______________E-MAIL_____________________________________________________________             
 
Health Ins.Co.______________________2nd Health Ins?   Yes   or   No    Or a Health Savings Account?  (HSA/HRA)       Y      or     N  
 
How’d you hear about us?____________________________ 
 
================================================================================================== 
 
WHAT ARE YOUR PRESENT AND CHRONIC PHYSICAL COMPLAINTS? 
 
BACK:    MID   or    LOW       NECK PAIN     HEADACHES     ARM     SHOULDER     LEG    OTHER_______________________ 
 
Does the pain radiate/travel?      YES    or      NO   if yes,      FROM_______________________TO__________________________ 
 
When did this episode begin:       DATE:                              GRADUALLY?               or           SUDDENLY?                 
 
Have you had this before?          Yes   or    No    List Dates:? ________________________________________________________ 
 
Has this problem:                     IMPROVED           WORSENED         STAYED THE SAME       ON&OFF 
 
WHAT IS YOUR OBJECTIVE:                       HEALING       OR        PAIN RELIEF                         
 
Has anyone diagnosed the CAUSE yet or just treated symptoms? 
________________________________________________________________________________________________________________
________________________________________________________________________________________________________________   
 
WHAT HEALTHCARE PROVIDERS HAVE YOU SEEN RELATED TO THE ABOVE? 
 
CHIROPRACTOR         MEDICAL DOC.        ACUPUNCTURE          PHYSICAL THERAPY     OTHER________________________ 
 
PLEASE LIST YOUR MEDICAL HISTORY: 
 
ACCIDENTS: Car, skiing, sports, falls________________________________________________________________________________ 
 
SURGERY_________________________________________________ HOSPITALIZATIONS__________________________________ 
 
CONDITIONS/DISEASES_________________________________________________________________________________________ 
 
CURRENT MEDICATIONS________________________________________________________________________________________ 
 
DO YOU OR HAVE YOU USED TOBACCO?_____________________________ARE YOU PREGNANT?____________________   
 
NOTES:________________________________________________________________________________________________________ 
 
 





 

Eugene ONeill, DC, LCP 
971 Route 202 

Branchburg, NJ 08876 
www.oneillchiropracticforwellness.com 
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