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PATIENT HEALTH QUESTIONNAIRE

Pleose complete the following questionnaire. Your answers will help us to determine if Chiroproctic csre can help you. lf we do not sincerely

believe your condition will respond sotisfoctorily we will not accept your cose. Thank you
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REASON FOR THIS VISIT: describe major symptoms & complaints-

IS THE REAI'ON FOR YOUR VISIT TO:
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Correctthecauseofyoursymptoms I

WHEN DID YOU FIRST NOTICE THESE SYMPTOMS:

WHOM HAVEYOU CONSULTED FORTHIS PROBLEM:
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WHAT TREATMENT HAVE YOU RECEIVED?
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HAVE YOU HAD CHIROPRAfiC CARE BEFORE:

Where? When?
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HAVE YOU HAD A}IY OTHER PERSONAL INJURY OR ACCIDENT?
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