PATIENT INTRODUCTION CARD I%yﬂﬁa lay
C/C

Today’s Date: / /

Last Name: First Name: MI:

Street: City: State: Zip

Home Phone #: ( ) Cell/Work #: ( )

Birth Date: / / O Male o0 Female  SS# - -

O Employed / Occupation: O Full-Time Student 0O Part-Time Student
Email: Marital Status: o Single o Married o Other
Number of Children/ Ages: Spouses Name:

Whom may we thank for referring you?

Briefly describe the reason for your visit:

DO YOU HAVE ANY DIFFICULTY WITH ANY OF THE FOLLOWING? IF YES, PLEASE

CHECK.
OHeadaches OPain in Hand or Arms OChest Pains
ONeck Pain ONumbness in Hands or Arms OHeart Attack
OSleeping Problems OPain in Legs or Feet OHigh Blood Pressure
OLow Back Pain ONumbness in Legs or Feet OStroke
ONervousness OFatigue OCancer
OTension ODepression OPainful Urination
DlIrritability OLights Bother Eyes ODiabetes
ODizziness OLoss of Memory ODiarrhea
OPain Between Shoulders OShoulder Pain OConstipation
OStiff Neck OSinus OStomach Upset
OJoint swelling OShortness of Breath OHeartburn/Reflux
OFever OAsthma OWeight Loss
OLoss of Balance OAllergies OLoss of Smell or Taste
ORinging in Ears OCold Hands OMenstrual Cramps
OJaw/TMJ] Problems OCold Feet OMenopause

Have you ever been treated by a chiropractor before o Yes 0 No

If so, whom, and please explain:

Is this condition due to an accident? OYes, Date: oONo What Type: 0O Auto 0 Work 0 Home O Other
To whom, have you made a report of your accident? o0 Auto Insurance 0 Employer o0 Worker Comp O Other

Do you have health insurance? oYes oNo What Company?

In case of Emergency, who should we contact? Name/Number:




NAME ID# DATE

When did the symptoms BEGIN?: [] unknownN [d grabuaL O supbpben O accioent O auto O work

How Long have you had your sympToms?: [1 pasT FEw DAYS [ pasT week oRr so [J PAST MONTH
PAST FEW MONTHS [J PasT YEAR [ PAST FEW YEARS [ PAST YEARS +

Are your SYMPTOMS?: [J No cHANGE [ ceTTing worse [ mucH worse [ some BeTTER [ MUCH BETTER

How bad does it hurt? Please circle one (nopain) 0 1 2 3 4 5 6 7 8 9 10 (worst pain imaginable)

Pain is WORSE: FREQUENCY:
O morning O evening Oarrernoon O THROUGHOUT THE NIGHT I RARELY (1%-10%)

MADE WORSE WHEN: [0 OCCASIONAL (11%-25%)
O exercises OsitrinGg [0 WHILE RUNNING O] INTERMITTENT (26%-50%)

Osenorwisting O stanbing [ workinG L] FREQUENT (51%-75%)
[ weaTHER I LvinG bowN [ wHILE SLEEPING [ PERSISTENT (76%-99%)
Coriving car Owrite waiking — CJAFTER ACTIVITY L1 CONSTANT (100%)

Pain is BEST:

Owmorning O evening OarterRN0ON LI THROUGHOUT THE NIGHT _
MADE BETTER WHEN: " -.

[Jexercises Ositring [J WHILE RUNNING “ | i
Osenorwistng [ sTanDING [J woRrkiNG ' '
O weaTHER [ LvinGg pown [ wHILE sLEEPING
OorivinG cArR OwHite watking O AFTER ACTIVITY

DESCRIPTION of your pain or symptoms:
O tHRrRoBBING O tenper /| 1\ )\
O sHooTinG O1iriNG ' - <N [
O sHare Ooue / | \\ | / |
[ stABBING [J sPrEADING | / [
OrincHING O rriTATING / \ !\ P
OAacHinGg O inTENSE h | | b 1N ’
O sBurNING/HOT O rabiaTinG L. | | L
OstinainG OrigHr R | L L\

O rineLiNG O coov/coLp \ o | -

YOUR CHIEF COMPLAINT IS: ' | ' l

Omicowy O suigHtey O moperatey O severeLy T | G | f
AFFECTED DOING THE FOLLOWING: ‘ |

O sitminG ] BaTHING [J usiNG STAIRS

O sTanDinG Oroier use O LaunDRY §
O crooming O inouT oF BeD [J HousekEEPING / )N Y &
O oressinG O nvout oF cAR [ sHorpiNG PLEASE MARK WHERE YOUR PAIN IS LOCATED AND
Oeatine O meAL PrEP [ usiNG PHONE RADIATES TO

>

PREVIOUS CARE FOR YOUR CURRENT COMPLAINT:

O cHirorracTOR [ MAssace [ mepicaL poctor [ e.R. [ orTHOPEDIST CINEUROLOGIST [J FAMILY DOCTOR
O pHys.tHERAPY O AcuPuNcTURE [ BED RESTMRI O cT-scan [ surcery [ rRx. PAIN kiLLERS [ oTC PAIN MEDS
O covLp packs O HoT packs [ sPINAL sURGERY [ sPiNAL Fusion L iNnJECTIONS LI MUSCLE RELAXANTS

PATIENTS/GUARDIANS SIGNATURE: DATE:




