Confidential Patient Health Record
Name__________________________________________________         Date __________________________

Address____________________________________________________________________________________

City___________________________________        State___________         Zip Code_____________________

SS#________-________-_________      DOB__________________       Age_________         Male / Female

Home #________________________    Cell #________________________  Work #_______________________

Email Address_______________________________________________________________________________

Occupation____________________________________     Employer___________________________________

Employer’s Address__________________________________________________________________________

City___________________________________        State___________         Zip Code_____________________
Marital Status_________________________       Spouse’s Name______________________________________

Spouse’s Occupation____________________________________   Spouse’s DOB________________________

How Many Children Do You Have?______________      Children’s Ages_________________________________

Emergency Contact Name____________________________________     Phone #________________________

Do You Drink Alcoholic Beverages?  □Yes   □No    How Often?/How Much?_____________________________

Do You Smoke?  □Yes    □No    How Often?/How Much?____________________________________________

Do You Exercise?  □Yes    □No    How Often?/How Much?___________________________________________

Do You Have Any Allergies? (Specify)____________________________________________________________

Are You Pregnant?   □Yes    □No     □Not Sure       Date of Last Period?________________________________

Have You Ever Received Chiropractic Care? □Yes    □No     Last Visit Date?____________________________

Did They Take X-Rays? □Yes    □No       Referred To This Office By___________________________________

What Medications Are You Currently Taking? ______________________________________________________

 __________________________________________________________________________________________

What Surgeries Have You Had?_________________________________________________________________

 __________________________________________________________________________________________

List Any Recent Accidents or Falls_______________________________________________________________

CHIEF COMPLAINT
What Is Your Primary Complaint? _______________________________________________________________

How Long Have You Been Experiencing This Problem?______________________________________________

On A Scale of 1 to 10, How Severe Is It at It’s Worst?      1       2       3       4       5        6       7      8       9       10 

What Percent of Time Do You Experience This?     0      10     20     30     40     50     60     70     80     90     100%

What Makes it Feel Better?_____________________________    Feel Worse?___________________________

When Do You Notice It Most? (Circle)        Morning           Afternoon            Evening             While Sleeping

I Have   □Been Hospitalized     □Been Seen By Another Doctor    □Never Received Treatment For This Problem 
SECONDARY COMPLAINT
What Is Your Secondary Complaint? _____________________________________________________________

How Long Have You Been Experiencing This Problem?______________________________________________

On A Scale of 1 to 10, How Severe Is It At It’s Worst?      1       2       3       4       5        6       7      8       9       10 

What Percent of Time Do You Experience This?     0      10     20     30     40     50     60     70     80     90     100%

What Makes it Feel Better?_____________________________    Feel Worse?___________________________

When Do You Notice It Most? (Circle)        Morning           Afternoon            Evening             While Sleeping

I Have   □Been Hospitalized     □Been Seen By Another Doctor    □Never Received Treatment For This Problem 
On the diagram below, label ALL areas you are experiencing symptoms 

using the appropriate letter from the box below.
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                                       Mark with an “X” Current Symptoms and “O” Past Symptoms

____ Arthritis

____Diabetes

____Swollen/Painful Joints

____Cancer

____Depressed

____Allergies/Sinus

____Trouble Sleeping

____Headaches

____Trouble Concentrating

____Learning Disablility

____Mood Changes

____Dizziness

____Neck Pain

____Numbness / Tingling 


in Hands / Legs / Feet

____Shoulders Feel Tired

____TMJ Pain

____Asthma

____Loss of Balance

____Upper / Mid Back Pain

____Shoulder Pain

____Ear Infections

____Low Back Pain

____Pain with Cough/Sneeze

____Chest Pain

____Hip Pain

____Gall Bladder

____Stroke

____Ulcers

____High / Low Blood Pressure

____Heartburn

____Heart Problems

____Kidney Problems

____Bed Wetting

____Diarrhea / Constipation

____Tremors

____Colon Trouble

____Prostate Problems

____Menstrual Problems

____PMS
____Menopausal Problems

____Foot Trouble

____Fainting

____Coughing Blood

____Pacemaker

____HIV Positive

____Tumors

____Eating Disorder

____Epilepsy

____Congenital Disease

____Alcoholism

____Drug Addiction

____Excessive Bleeding

____Heart Attack

____Migraines

____Pneumonia

____Anemia

____Mental Disorders

____Other

​​​​​​​​​​_____________________

_____________________
____________________________________________________________________________________________________

I understand and agree that health and accident insurance policies are an arrangement between insurance carrier and myself. Furthermore, I understand that the Doctor’s Office will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to the Doctor’s Office will be credit to my account on receipt.  However, I clearly understand and agree that all services rendered to me are charged directly to me and that I am personally responsible for payment.  I also understand that if I suspend or terminate, any fees for professional services rendered to me will be immediately due and payable. 

I hereby authorize the Doctor to treat my condition as he deems appropriate.  It is understood and agreed the amount paid to the Doctor, for x-rays is for examination only and the X-ray negative will remain the property of this office, being on file where they may be seen at any time while a patient of this office.  The patient also agrees that he/she is responsible for all bills incurred at this office. 

Patient’s Signature___________________________________________________________________          Date______________________

Consent to Treat a Minor______________________________________________________________           Date______________________

Guardian or Spouse’s Signature Authorizing Care___________________________________________          Date______________________

FAMILY


HISTORY


The following family members have a same or similar problem as I do:





       ___ Mother


       ___ Father


       ___ Brother


       ___ Sister


       ___ Spouse


       ___ Child


       ___ Other


       ___________


       ___________





A = Aching         C  = Cramping      R = Throbbing Pain       N = Numbness     O = Other





B = Burning        D = Dull        S = Stiffness       T = Tingling








ADDITIONAL COMPLAINTS








