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Thank you for choosing our office for your Chiropractic care.  We look forward to seeing 

you.   

 

Please read through all of the paperwork and fill everything out as completely as possible 

before you arrive for your scheduled visit. 

 

If you plan to file with insurance, ALL conditions on pages 3—5 must be filled out for 

your insurance to consider coverage.  ALL SECTIONS  are important in our evaluation of 

your conditions. 

 

Your first visit will include a tour of the office, a consultation with the doctor,  any neces-

sary exams and x-rays, and any therapy deemed necessary by the doctor.  You should wear 

comfortable clothing with no metal to allow for the most efficient service on this initial 

visit.  This visit will last approximately one hour. 

 

Our office is located on Bardstown Road at the corner of Seatonville/Beulah Church Road in 

the Seaton Plaza.  This is approximately 3 lights north of the Gene Snyder freeway.  

 

If for any reason,  you are going to be late for your scheduled appointment or you do not 

have your paperwork COMPLETELY FILLED OUT, please call our office as soon as possible 

so that we may reschedule you at your earliest convenience.  The office number is 231-8068. 

 

Congratulations on taking this important step towards better health.  

 

See you soon, 

 

The doctors and staff at Fern Creek Chiropractic Center 

6521 Bardstown Rd. 

 

  
 Louisville, KY 

 

  
 40291 

 

  
 502 -231-8068 

 

  
 FAX 502 -231-8069 
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Confidential Patient Health Report Appointment date __/__/20___ 

Personal Information 

Title:  Mr. Mrs. Ms. Dr. Rev. Prof. Other: _____ 

First:   Middle:     

Last:    Suffix:  Jr. Sr. II  III  Other:______ 

Sex:    Male    Female   

Primary Language:  English   Spanish   Other ____________ 

Marital Status:   Single   Married   Widowed   Divorced   Separated    

Spouse’s name: _______________________________ 

Children’s names/ages: 

___________________________________________ 

Birthdate: ___/___/______  Age: ____ 

Height ________   Weight ______ 

Address: 

___________________________________________ 

City: _______________  State: ______   Zip ____________ 

Home phone: (____)_____-____________  

Work phone: (____) _____-___________  Ext. __________ 

Cell phone: (____) _____-_____________  

Email address:___________________________________ 

Emergency Contact Person and Authorization for Records Release 

Full Name: _________________________________________  

Relationship:  Spouse   Child   Other ______________________ 

Home phone: _________________  

Work phone:  ________________________  

Cell phone: _________________________ 

Email address: ________________________________ 

Records Release: 

I authorize my emergency contact person to have access to and to use or disclose the 

protected health information in my file here at Fern Creek Chiropractic Center. 

_____________________________ 

Signature 

Or . . . .  I do NOT authorize this person access. ____ (initial) 

Employment Information 

Status:  Full-time   Part-time   Retired  Homemaker   Student  Other _________ 

Occupation/Job Title: ________________________    

Job Description ______________________________________ 

Employer: _________________________________________   

Phone: (_____) _____-_______________ 

Address: _________________________________________ 

Insurance Information 

Please note:  

F It is your responsibility to know your coverage, eligibility and, if you need a referral, to obtain this prior to your visit.  We will re-verify 

benefits and file your insurance as a courtesy to you.   

F Copayments and deductible payments are due at the time of service.  Any amounts not paid by insurance, that are not subject to our partici-

pating provider discount, are your responsibility. 

 

Who is responsible for your bill?   YOU and … (mark appropriate box(es))  

____ Myself ONLY ____ Spouse ____ Health Insurance ____ Worker’s Comp  ____ Auto Insurance  ____ Medicare 

____ Other ____________________   

**   If this is a Personal Injury / Auto Injury / Workerõs Compensation Injury, see the front desk for additional paperwork. 

 I understand that health and/or accident insurance policies are an arrangement between an insurance carrier and myself.  I understand that, as a 

courtesy,  Fern Creek Chiropractic Center (FCCC) will file my insurance for me.  Also, as a courtesy, FCCC will verify my benefits.  However, I am responsible for 

knowing my benefits and coverage.  I clearly understand and agree that all services rendered me are charged directly to me and that I am personally respon-

sible for payment. I also understand that if I suspend or terminate my care or treatment, any fees for professional services rendered me will be immediately 

due and payable. 

Patient Print Name:_______________________________________________  

Patient Signature: ________________________________________________  Date: _____/______/__________ 

Guardian or Spouse’s Signature of Authorizing Care: _____________________________  Date: _____/______/__________ 

General Financial Agreement 

How did you hear about our practice?  Ç patient: ___________________  Ç doctor: ________________ Ç attorney: ____________________ 

Ç website:______________ Ç internet search: _________________ Ç previously a patient  Ç insurance provider list  Ç Sign  

Ç met the doctor at:___________________ Ç Other: __________________________    
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Low back and Pelvis:  

Please check the box if this doctor is also treating the condition for which you are seeking our care: 

Ç Family Doctor/Practice: ___________________________________________________________ 

 Conditions treating:___________________________________________________________ 

 Last physical: _______________________ 

Ç Cardiologist/Practice: ____________________________________________________________ 

 Conditions treating:___________________________________________________________ 

Ç Neurologist/Practice: _____________________________________________________________ 

 Conditions treating:___________________________________________________________ 

Ç OB/Gyn/Practice:_______________________________________________________________ 

Ç Other physicians:_______________________________________________________________ 

When did this injury/condition onset? Ç less than 6 weeks ago Ç more than 6 weeks ago Date: ____________  

Is this condition…? Ç Constant  Ç Intermittent <25% Ç Intermittent < 50% Ç Intermittent <75% 

How did this injury/condition onset? Ç Auto accident 

Ç Work injury 

Ç Repetitive Motion 

Ç Overexertion 

Ç Slip or Fall 

Ç Slept Wrong 

Ç Unknown 

Ç ________________ 

When is the pain/discomfort worst? Ç Morning  

Ç Afternoon 

Ç Evening 

Ç Nighttime 

Ç With activity  

Ç With rest 

Ç Warm temperatures  

Ç Cold temperatures 

 

Ç With dampness 

Ç Other: ___________ 

How would you describe the pain? Ç Burning         

Ç Throbbing 

Ç Diffuse 

Ç Localized 

Ç Radiating 

Ç Dull aching 

Ç Sharp          

Ç Tingling 

Ç Shooting 

Ç Stabbing 

Ç ___________ 

How would you rate the severity of your pain/

discomfort:? 

At Rest           No pain = 0   1     2      

When Active   No pain = 0   1     2      

3    4     5     6     7     8 

3    4     5     6     7     8 

9     10 = worst  

9     10 = worst 

 

What makes this better? Ç Rest  

Ç Ice 

Ç Heat 

Ç Stretching  

Ç Exercise  

Ç Pain relievers 

Ç Topical creams 

Ç Other: ____________  

What makes this worse? Ç Sitting  

Ç Standing 

Ç Walking 

Ç Bending  

Ç Lifting  

Ç Work 

Ç Exercise 

Ç Other: _____________ 

What other treatments have you tried? Ç Medication;  __________ Ç Physical Therapy Ç Surgery Ç Other: _____________ 

Do you have any other symptoms associated with 

this condition? 

Ç Pain radiates to: ________ 

Ç Headache (see below) 

Ç Sleep disturbance 

Ç Dizziness 

Ç Difficulty walking 

Ç Ringing ears                  

Ç Cold limb 

Ç Depression 

Ç Anxiety 

Ç Shortness of breath 

Ç Numbness 

Ç Irritable 

Ç Tingling 

Ç Fatigue 

Ç Sweating 

Ç Spasms 

Ç Nausea 

Ç Weakness 

Is this condition…? Ç Getting better Ç Getting worse Ç Staying same  

Please circle the area of discomfort 

and indicate type. 

A = ache 

S = sharp/stabbing 

D = dull 

St = stiff 

R = radiating 

T = tingling 

N = numbness 

B = burning 

SH = shooting 

Th = throbbing 

Tt = tight 

Please describe ALL health conditions  (Current, Recurring, and Chronic all apply) 
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Please describe ALL health conditions  (Current, Recurring, and Chronic all apply) 

Please circle the area of discomfort 

and indicate type. 

A = ache 

S = sharp/stabbing 

D = dull 

St = stiff 

R = radiating 

T = tingling 

N = numbness 

B = burning 

SH = shooting 

Th = throbbing 

Tt = tight 

When did this injury/condition onset? Ç less than 6 weeks ago Ç more than 6 weeks ago Date: ____________  

Is this condition…? Ç Constant  Ç Intermittent <25% Ç Intermittent < 50% Ç Intermittent <75% 

How did this injury/condition onset? Ç Auto accident 

Ç Work injury 

Ç Repetitive Motion 

Ç Overexertion 

Ç Slip or Fall 

Ç Slept Wrong 

Ç Unknown 

Ç ________________ 

When is the pain/discomfort worst? Ç Morning  

Ç Afternoon 

Ç Evening 

Ç Nighttime 

Ç With activity  

Ç With rest 

Ç Warm temperatures  

Ç Cold temperatures 

 

Ç With dampness 

Ç Other: ___________ 

How would you describe the pain? Ç Burning         

Ç Throbbing 

Ç Diffuse 

Ç Localized 

Ç Radiating 

Ç Dull aching 

Ç Sharp          

Ç Tingling 

Ç Shooting 

Ç Stabbing 

Ç ___________ 

How would you rate the severity of your pain/

discomfort:? 

At Rest           No pain = 0   1     2      

When Active   No pain = 0   1     2      

3    4     5     6     7     8 

3    4     5     6     7     8 

9     10 = worst  

9     10 = worst 

 

What makes this better? Ç Rest  

Ç Ice 

Ç Heat 

Ç Stretching  

Ç Exercise  

Ç Pain relievers 

Ç Topical creams 

Ç Other: ____________  

What makes this worse? Ç Sitting  

Ç Standing 

Ç Walking 

Ç Bending  

Ç Lifting  

Ç Work 

Ç Exercise 

Ç Other: _____________ 

What other treatments have you tried? Ç Medication;  __________ Ç Physical Therapy Ç Surgery Ç Other: _____________ 

Do you have any other symptoms associated with 

this condition? 

Ç Pain radiates to: ________ 

Ç Headache (see below) 

Ç Sleep disturbance 

Ç Dizziness 

Ç Difficulty walking 

Ç Ringing ears                  

Ç Cold limb 

Ç Depression 

Ç Anxiety 

Ç Shortness of breath 

Ç Numbness 

Ç Irritable 

Ç Tingling 

Ç Fatigue 

Ç Sweating 

Ç Spasms 

Ç Nausea 

Ç Weakness 

Is this condition…? Ç Getting better Ç Getting worse Ç Staying same  

Neck and Midback:  

Headaches:  

Location:    (Mark pictures to the right) >>>  

Frequency:   _________  per   day   week   month   year 

Quality:     Ç Dull     Ç Sharp     Ç Throbbing     Ç  Stabbing     Ç Aura    Ç  No aura 

Types:    Ç Hatband    Ç Sinus    Ç Cluster    Ç Migraine   Ç Tension    Ç Unknown 

Associated Symptoms:   Ç Burning    Ç  Dizziness    Ç  Nausea     Ç  Numbness     

   Ç Fatigue      Ç Tingling  Ç Runny nose     Ç Sweating   

   Ç  Swelling     Ç Vomiting 
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Please describe ALL health conditions  (Current, Recurring, and Chronic all apply) 

Upper Extremity:  

Lower Extremity:  

Please circle the area of discomfort and indicate type using same key provided on previous page (i.e. A = ache) 

When did this injury/condition onset? Ç less than 6 weeks ago Ç more than 6 weeks ago Date: ____________  

Is this condition…? Ç Constant  Ç Intermittent <25% Ç Intermittent < 50% Ç Intermittent <75% 

How did this injury/condition onset? Ç Auto accident 

Ç Work injury 

Ç Repetitive Motion 

Ç Overexertion 

Ç Slip or Fall 

Ç Slept Wrong 

Ç Unknown 

Ç ________________ 

When is the pain/discomfort worst? Ç Morning  

Ç Afternoon 

Ç Evening 

Ç Nighttime 

Ç With activity  

Ç With rest 

Ç Warm temperatures  

Ç Cold temperatures 

 

Ç With dampness 

Ç Other: ___________ 

How would you describe the pain? Ç Burning         

Ç Throbbing 

Ç Diffuse 

Ç Localized 

Ç Radiating 

Ç Dull aching 

Ç Sharp          

Ç Tingling 

Ç Shooting 

Ç Stabbing 

Ç ___________ 

How would you rate the severity of your pain/discomfort:? At Rest           No pain = 0   1     2      

When Active   No pain = 0   1     2      

3    4     5     6     7     8 

3    4     5     6     7     8 

9     10 = worst  

9     10 = worst 

 

What makes this better? Ç Rest  

Ç Ice 

Ç Heat 

Ç Stretching  

Ç Exercise  

Ç Pain relievers 

Ç Topical creams 

Ç Other: ____________  

What makes this worse? Ç Lifting  Ç Work Ç Exercise Ç Other: _____________ 

What other treatments have you tried? Ç Medication;  __________ Ç Physical Therapy Ç Surgery Ç Other: _____________ 

Do you have any other symptoms associated with this 

condition? 

Ç Pain radiates to: ________ 

Ç Sleep disturbance 

Ç Weakness 

Ç Cold limb 

Ç Depression 

Ç Anxiety 

Ç Numbness 

Ç Irritable 

Ç Tingling 

Ç Sweating 

Ç Spasms 

 

Is this condition…? Ç Getting better Ç Getting worse Ç Staying same  

When did this injury/condition onset? Ç less than 6 weeks ago Ç more than 6 weeks ago Date: ____________  

Is this condition…? Ç Constant  Ç Intermittent <25% Ç Intermittent < 50% Ç Intermittent <75% 

How did this injury/condition onset? Ç Auto accident 

Ç Work injury 

Ç Repetitive Motion 

Ç Overexertion 

Ç Slip or Fall 

Ç Slept Wrong 

Ç Unknown 

Ç ________________ 

When is the pain/discomfort worst? Ç Morning  

Ç Afternoon 

Ç Evening 

Ç Nighttime 

Ç With activity  

Ç With rest 

Ç Warm temperatures  

Ç Cold temperatures 

 

Ç With dampness 

Ç Other: ___________ 

How would you describe the pain? Ç Burning         

Ç Throbbing 

Ç Diffuse 

Ç Localized 

Ç Radiating 

Ç Dull aching 

Ç Sharp          

Ç Tingling 

Ç Shooting 

Ç Stabbing 

Ç ___________ 

How would you rate the severity of your pain/discomfort:? At Rest           No pain = 0   1     2      

When Active   No pain = 0   1     2      

3    4     5     6     7     8 

3    4     5     6     7     8 

9     10 = worst  

9     10 = worst 

 

What makes this better? Ç Rest  

Ç Ice 

Ç Heat 

Ç Stretching  

Ç Exercise  

Ç Pain relievers 

Ç Topical creams 

Ç Other: ____________  

What makes this worse? Ç Sitting  

Ç Standing 

Ç Walking 

Ç Bending  

Ç Lifting  

Ç Work 

Ç Exercise 

Ç Other: _____________ 

What other treatments have you tried? Ç Medication;  __________ Ç Physical Therapy Ç Surgery Ç Other: _____________ 

Do you have any other symptoms associated with this 

condition? 

Ç Pain radiates to: ________ 

Ç Sleep disturbance 

Ç Difficulty walking 

Ç Cold limb 

Ç Depression 

Ç Anxiety 

Ç Numbness 

Ç Tingling 

Ç Fatigue 

Ç Sweating 

Ç Spasms 

Ç Weakness 

Is this condition…? Ç Getting better Ç Getting worse Ç Staying same  

Upper Extremity:       Lower Extremity: 
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Occupation/Job Title: _______________________________________________    Work: _____  hrs  /  day or  week 

Description of Work: ______________________________________________________________________________________ 

Job Classification: Ç  Sedentary (<5lbs)   Ç  Light (5-20lbs)         Ç Moderate (20-50lbs) Ç  Heavy (>50 lbs) 

Lifting Frequency:  Ç  Constant (67-100%/day)      Ç Frequent  (33-66%/day) Ç Occasional (0-32%/day) 

Lifting Postures:   Ç with Arms  Ç High Near  Ç  from Knee        Ç  Off Posture        Ç from Torso      

Work Activity Postures:  (hrs/day) 

Ç  bending:____h/d    Ç  climbing: ____h/d  Ç kneeling: ____h/d  Ç  pulling: ____h/d Ç  pushing:____h/d    

Ç  reaching: ____h/d  Ç sitting: ____h/d  Ç  standing: ____h/d Ç  twisting: ____h/d Ç  walking:____h/d    

 

Repetitive Activities:  (hrs/day) 

Ç  assembly/fine manipulation:____h/d    Ç  computer use/typing: ____h/d  Ç grasping: ____h/d    

Ç  hand tool use: ____h/d    Ç operation of machinery controls: ____h/d Ç  phone use: ____h/d   
 

Conditionõs Effect On Job Performance:    Ç No Effect Ç Mild  Painful (Can do)  Ç Mod  Painful (limited ability) Ç Mod/Sev Limited Duty  

    Ç Sev No Limited Duty     Ç Sev (can’t do limited duty)    

Employment 

Daily Activities:  Effects of Current Condition on Performance 

 ** Your insurance company may use this to determine the medical necessity of your care. 

Recreational Activity: Effects of Current Condition on Performance 

 ** Please include any hobbies and/or sports/exercise. 

Bending:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Care ïInfirm Family:    No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Carrying Groceries:    No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Change PosnïSit-Stand:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Climb Stairs:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform   

Driving:      No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Extended Computer Use:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Feeding:       No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Household Chores:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Kneeling:      No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform 

Lift Children:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Lifting:       No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Pet Care:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Reading (Concentration):     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Self CareïBathing:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform        

Self CareïDressing:    No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Self CareïShaving:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Sexual Activities:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform       

Sleep:      No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform       

Static Sitting:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform       

Static Standing:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Walking:     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

Yard Work:      No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform     

___________________     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

___________________     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

___________________     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

___________________     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform      

___________________     No Effect      Mild  Painful (Can do)    Mod  Painful (Limited)     Sev  Unable to Perform     

Ç Full-time  Ç Part-time  Ç Student Ç Homemaker  Ç Retired Ç Other:__________________ 
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Review of Systems 

* Below is a list of symptoms that may seem unrelated to the purpose of your appointment.  However, these questions must be answered care-

fully as the problems can affect your overall course of care. Please check all that apply. If none apply, please check ònoneó. 

Constitutional  

Ç None 

Ç Chills 

Ç Daytime drowsiness 

Ç Fatigue 

Ç Fever 

Ç Night sweats 

Ç Weight gain _____ 

Ç Weight loss _____ 

Eyes/vision  

Ç None 

Ç Blindness 

Ç Blurred vision 

Ç Cataracts 

Ç Change in vision 

Ç Double vision 

Ç Eye pain 

Ç Field cuts 

Ç Glaucoma 

Ç Itching  

Ç Photophobia 

Ç Tearing 

Ç Wears glasses/contacts 

Ears, nose & throat  

Ç None 

Ç Bleeding 

Ç Dentures 

Ç Difficulty swallowing 

Ç Discharge 

Ç Dizziness 

Ç Ear drainage 

Ç Ear pain 

Ç Fainting 

Ç Frequent sore throats 

Ç Headaches 

Ç Hearing loss 

Ç History of head injury 

Ç Hoarseness 

Ç Loss of sense of smell 

Ç Nasal congestion 

Ç Nosebleeds 

Ç Postnasal drip 

Ç Rhinorrhea (runny nose) 

Ç Sinus infections 

Ç Snoring 

Ç Sore throat 

Ç Tinnitus (ringing in ears) 

Ç TMJ problems 

Respiration  

Ç None 

Ç Asthma 

Ç Cough 

Ç Coughing up blood 

Ç Shortness of breath 

Ç Sputum production 

Ç Wheezing 

Ç COPD  

cardiovascular  

Ç None 

Ç Angina (chest pain) 

Ç Claudication (leg pain/ache) 

Ç Heart murmur 

Ç Heart problems _____________ 

Ç High blood pressure 

Ç On meds 

Ç Low blood pressure 

Ç Orthopnea (difficulty breathing 
while lying down) 

Ç Palpitations 

Ç Paroxysmal nocturnal dyspnea 
(waking at night w/shortness of 
breath) 

Ç Shortness of breath with exer-
tion or exercise 

Ç Swelling of legs 

Ç Ulcers 

Ç Varicose veins 

Ç Stroke or TIA 

Ç Heart attack: ______________ 

Ç High cholesterol 

Ç On meds 

Ç Using diet/exercise 

gastrointestinal  

Ç None 

Ç Abdominal pain 

Ç Belching 

Ç Black-tarry stools 

Ç Constipation 

Ç Diarrhea 

Ç Difficulty swallowing 

Ç Heartburn 

Ç Hemorrhoids 

Ç Indigestion 

Ç Jaundice 

Ç Nausea 

Ç Rectal bleeding 

Ç Abnormal stool caliber 

Ç Abnormal stool color 

Ç Abnormal stool consistency 

Ç Vomiting 

Ç Vomiting blood 

female  

Ç None or not applicable  

Ç Birth control  

Ç Breast lumps/pain 

Ç Burning urination 

Ç Cramps 

Ç Frequent urination 

Ç Hormone therapy 

Ç Irregular menstruation 

Ç Pregnancy 

Ç Urine retention 

Ç Vaginal bleeding 

Ç Vaginal discharge 

 

Male  

Ç None or not applicable  
Ç Burning urination 

Ç Erectile dysfunction 

Ç Frequent urination 

Ç Hesitancy/dribbling 

Ç Prostate problems 

Ç Urine retention 

Endocrine  

Ç None 

Ç Cold intolerance 

Ç Excessive appetite 

Ç Excessive hunger 

Ç Excessive thirst 

Ç Abnormal frequency of urination 

Ç Goiter 

Ç Hair loss 

Ç Heat intolerance 

Ç Unusual hair growth 

Ç Voice changes 

Ç Diabetes: 

Ç Type I (insulin dep) 

Ç Type II (insulin dep) 

Ç Type II (no insulin) 

skin  

Ç None 

Ç Changes in nail texture 

Ç Changes in skin color 

Ç Hair growth 

Ç Hair loss 

Ç Hives 

Ç History of skin disorders 

Ç Itching  

Ç Paresthesias 

Ç Rash 

Ç Skin lesions/ulcers 

Ç Varicosities  
 

Nervous System  

Ç None 

Ç Dizziness 

Ç Facial weakness 

Ç Headache 

Ç Limb weakness 

Ç Loss of consciousness 

Ç Loss of memory 

Ç Numbness 

Ç Seizures 

Ç Sleep disturbance 

Ç Slurred speech 

Ç Stress 

Ç Strokes 

Ç Tremor 

Ç Unsteadiness of gait/loss of bal-
ance 

 

psychologic  

Ç None 

Ç Anhedonia 

Ç Behavioral change 

Ç Convulsions 

Ç Memory loss 

Ç Anxiety  

Ç Loss or change of appetite 

Ç Bi-polar disorder 

Ç Confusion 

Ç Depression 

Ç Insomnia 

Ç Mood change 

Ç ADD or ADHD  

Ç Autism 

Ç Asbergerõs Syndrome 

Ç Other behavioral disorder: 

allergy  

Ç None 

Ç Anaphalaxis 
__________________ 

Ç Food allergy 
__________________ 

Ç Food intolerance 
_______________ 

Ç Itching  

Ç Acute nasal congestion 

Ç Chronic  nasal congestion 

Ç Rash 

Ç Sneezing 

 

hematologic  

Ç None 

Ç Anemia 

Ç Bleeding 

Ç Blood clotting 

Ç Blood transfusion 

Ç Bruise easily 

Ç Fatigue 

Ç Lymph node swelling 
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Current medication(s):     (Use back of page if additional room is needed) 

Medication Dosage For  what condition? How long have you been taking this? Prescribing doctor 

     

     

     

     

     

Current vitamins/herbs/supplements:     (Use back of page if additional room is needed) 
Type Dosage For what condition, if any? How long have you been taking this? If prescribed, by whom? 

     

     

     

     

     

Childhood illnesses:   (Check all health conditions that you have had. Circle all conditions you currently have) 

Ç   ADD/ADHD Ç   chicken pox Ç   Headaches Ç   scoliosis 

Ç   eczema Ç   crohnôs/colitis Ç   hepatitis Ç   seizure disorder 

Ç   allergies/hayfever  Ç   depression Ç   HIV Ç   sickle cell anemia 

Ç   anemia Ç   diabetes Ç   measles Ç   spina bifida 

Ç   asthma Ç   ear infections Ç   mumps Ç   other: 

Ç   bedwetting Ç   fetal drug exposure Ç   psoriasis Ç    

Ç   cerebral palsy Ç   food allergies (list below) Ç   rash Ç    

Past Health History: Fill out carefully as these problems can affect your overall course of care. 

Previous Care for the Same Condition 

Previous Chiropractic Care 

Have you seen other doctors for THIS CONDITION? Ç yes Ç no If yes, who? __________________________________________ 

What type of treatment did you receive? _______________________________ 

Did this treatment resolve your condition? Ç yes Ç no Explain ___________________________________________________ 

Have you ever received Chiropractic care before: Ç yes Ç no If yes, was it for THIS CONDITION? Ç yes Ç no 

Doctorôs name: ___________________________ Location: ____________ Date of last visit: ________ Why stopped? ______________________ 

Doctorôs name: ___________________________ Location: ____________ Date of last visit: ________ Why stopped? ______________________ 

Doctorôs name: ___________________________ Location: ____________ Date of last visit: ________ Why stopped? ______________________ 

Ç   ADD/ADHD Ç   cystic kidney disease Ç   hypertensions Ç   psychiatric problems 

Ç   alzheimers Ç   depression Ç   influenzal pneumonia Ç   scoliosis 

Ç   anemia  Ç   diabetes (insulin dep) Ç   liver disease Ç   seizures 

Ç   arthritis Ç   diabetes (non-insulin) Ç   lung disease Ç   shingles 

Ç   asthma Ç   eczema Ç   lupus erythema (discoid) Ç   STDôs: _______________ 

Ç   cancer Ç   emphysema Ç   lupus erythema (systemic) Ç   suicide attempt(s) 

Ç   cerebral palsy Ç   eye problems Ç   multiple sclerosis Ç   thyroid problems 

Ç   chicken pox Ç   fibromyalgia Ç   Parkinsonôs disease Ç   vertigo 

Ç   crohnôs/colitis Ç   heart disease Ç   unspecified pleural effusion Ç   other: 

Ç   CRPS (RSD) Ç   hepatitis Ç   pneumonia Ç   past history of similar 

Ç   CVA (stroke) Ç   HIV Ç   psoriasis        Symptoms: 

Adult illnesses:   (Check all health conditions you have had.  Circle all conditions you currently have. Star the condition if you think it is contributing to your current condition.) 
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Immunization History: 

Ç   vaccinated per applicable schedule Ç   modified vaccination schedule Ç   mercury-free vaccinations only 

Ç   no vaccinations ever Ç   recent vaccines for travel: Ç   recent vaccines from military: 

Ç   other:   

Surgeries: 

Heart 

Ç Angioplasty 

Ç Catheterization 

Ç Artery bypass 

Ç Pacemaker insertion 

Ç Other: 

Back/Joint: 

Ç Spinal fusion: ______ 

Ç Laminectomy: ______ 

Ç Disc surgery: ______ 

Ç Joint reconstruction: 

Ç Joint replacement: 

Ç Rotator cuff: 

Ç Knee repair: 

Ç Carpal Tunnel: 

Ç Other: 

Female: 

Ç C-sections: _____ 

Ç Hysterectomyðtotal 

Ç Hysterectomyðpartial 

Ç Mastectomy 

Ç Lumpectomy 

Ç D & C 

Other: 

Ç Gall bladder 

Ç Appedectomy 

Ç Hernia repair 

Ç Hemorrhoidectomy 

Ç Tonsillectomy 

Ç Cosmetic 

Drug allergies:  (please list type and reaction) 

__________________________________________________________________________________________________________

__________________________________________________________________________________________________________

Females only: 

Menstrual History 

Date of 1st menses: __________ 

1st date of last cycle: _________ 

Regular cycle: _____ days 

Ç cycle is irregular 

Ç cycles are painful 

Pregnancy History, if applicable: 

____# uncomplicated pregnancies 

____# complicated pregnancies 

____# vaginal deliveries 

____# C-sections 

____# terminated pregnancies 

Social History: 

Alcohol Ç none Ç social only Ç regular _______ day / week / month 

Tobacco Ç none Ç smoke: ____/day Ç chew: ____/day  

Drugs Ç none Ç use: __________ Ç stopped use: ____  

Highest level education 

completed: 

Ç elementary 

Ç middle 

 

 

Ç high school 

Ç college 

Ç graduate 

Ç doctorate 

Ç specialty school 

Ç other: 

 

 

Family history: 

General family Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                 . Ç stroke/TIA Ç heart disease Ç diabetes 

father Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . Ç stroke/TIA Ç heart disease Ç diabetes 

mother Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . Ç stroke/TIA Ç heart disease Ç diabetes 

Paternal grandfather Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . Ç stroke/TIA Ç heart disease Ç diabetes 

Paternal grandmother Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . 
Ç stroke/TIA Ç heart disease Ç diabetes 

Maternal grandfather Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . Ç stroke/TIA Ç heart disease Ç diabetes 

Maternal grandmother Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . Ç stroke/TIA Ç heart disease Ç diabetes 

Son(s) Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . Ç stroke/TIA Ç heart disease Ç diabetes 

Daughter(s) Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . Ç stroke/TIA Ç heart disease Ç diabetes 

Brother(s) Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . Ç stroke/TIA Ç heart disease Ç diabetes 

Sister(s) Ç alive Ç deceased Ç cancer Ç no significant disease Ç has/had:                                                  . Ç stroke/TIA Ç heart disease Ç diabetes 
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Injury History: (Please CHECK injuries you have suffered in the past and NUMBER to detail below) 

Ç Back injury Ç Head injury (loss of consciousness) Ç Laceration (severe) 

Ç Broken bones Ç Head injury (no loss of consciousness) Ç Soft tissue injury (mild) 

Ç Disabilities Ç Industrial accident Ç Soft tissue injury (moderate) 

Ç Fall (severe) Ç Joint injury Ç Soft tissue injury (severe) 

Ç Motor vehicle accident(s) (detail below) Ç Other:  

Date: Driver?  

Y / N 

Seatbelt?  

Y / N 

Speed 

of 

Impact 

Injuries? Treatment? Describe the accident 

       

       

       

       

       

Injuries 

Date Details Treatment? 

   

   

   

   

   

Motor Vehicle Accidents (List most recent first) 

 When a patient seeks chiropractic care and we accept a patient for such care, it is essential that we both work towards the same objective.  It is important that each patient 

understand both the objective and the method that will be used to attain it.  This will prevent any confusion or disappointment.  You have the right, as a patient, to be informed about the 

condition of your health and the recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after being advised of the 

known benefits, risks and alternatives. 

 Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the nervous system) as that relation-

ship may effect the restoration and preservation of health.  Health is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity. 

 One disturbance to the nervous system is called a vertebral subluxation.  This occurs when one or more of the 24 vertebra in the spinal column become misaligned and / or do 

not move properly.  This causes alteration of nerve function and interference to the nervous system.  This may result in pain and dysfunction or may be entirely asymptomatic. 

 Subluxations are corrected and / or reduced by an adjustment.  An adjustment is the specific application of forces to correct and / or reduce vertebral subluxation.  Our chiro-

practic method of correction is by specific adjustment of the spine.  Adjustments can be done by hand but are usually done with the ProAdjuster, a computer-aided adjusting tool.  In addi-

tion, ancillary procedures such as physiotherapy and / or rehabilitative procedures may be included. 

 If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another health 

care provider. 

 All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction.  The benefits, risks and alternatives of chiro-

practic care have been explained to me to my satisfaction.  I have read and fully understand the above statements and therefore accept chiropractic care on this basis. 

 

Patient Print Name:____________________________Patient Signature: _____________________________________Date: ____/____/_______ 

Informed Consent for Chiropractic Care 

 This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his / her associates and staff 

have my permission to perform an x-ray evaluation.  I have been advised that x-ray can be hazardous to an unborn child. 

 

Patient signature: _______________________________Date: ____/____/_______ 

Pregnancy Release 


