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First Name________________ MI____ Last________________________ Birth Date____/____/____ Age_____ Today’s date____/____/____

Address________________________________________________ City___________________________ State________ Zip_____________   

____ Male  ____ Female     # of Children ______
 Single     Married     Significant Other     Widowed     Separated     Divorced   Soc. Sec. #_________-________-_________ E-mail Address_________________________________________________________________  

Home # (           )________________________ Work # (           )___________________Ext _____ Cell # (          )_______________________  

Your employer___________________________________________________ Your occupation_____________________________________ 
Name of Spouse (Parent if patient is under 18)_______________________ Birth Date of Spouse (Parent if patient is under 18)____/____/____
Who may we thank for referring you to our office?__________________________________________________________________________

mark “X” for PRESENT CONDITIONS,    mark “PA” for PAST CONDITIONS (3 months or longer),    (please ‘Circle’ if necessary to be more specific)

___Numbness/Tingling/Pain  in (Arms / hands/ fingers ) R / L  Both                ___Numbness, Tingling or Pain in (Buttocks/Thighs/Legs/Feet/Toes) R / L  Both        ___Headaches/Migraines  

 ___Hip Pain    R   /  L 

___Neck Stiffness/ Pain 

___Back Stiffness/Pain           ___Fractured Bones

___Arthritis


___Frequent Colds / Flu 

___Diabetes

___Swollen Painful Joints

___Convulsions/Epilepsy

___Skin Problems


___Cancer

___Anemia


___Tremors


___Blurred Vision  R /  L

___Double Vision  R  /  L

___Pain w/ Cough  /  Sneeze

___Chest Pain


___Lung Problems


___Loss of Taste      

___Heart Problems


___Stroke


___Gall Bladder Problems

___Digestive Problems

___Prostate Problems

___Kidney Trouble


___Loss of Smell               

___Loss of Balance

___Dizziness/Vertigo      
 
___Buzzing/Ringing in ears  

___Sinus Problems 

___Nervousness/Anxiety

___Fatigue                            

___Depression                    

___ Allergies


___Tension/Stress

___Colon Trouble 


___Sleeping Problems          

___ Irritability/Mood Swings

___Stomach Upset

___Cold feet


___Bed Wetting


___ Cold Hands


___Diarrhea/Constip./Gas


___Foot Problems               

___Shortness of Breath     
    
___ Recurring Infection

___Jaw/TMJ Problems         

___Cold Sweats                

___Light Bothers Eyes       

___ Hot Flashes        

___Heartburn/Reflux

___High Blood pressure      

___PMS     


___ Problems Urinating

___Ulcers

___Other  ________________
___ Cancer (Type)__________              ___ Menopause

 Additional Explanation: 

Have you ever been to a chiropractor before?  Y   /   N     If YES, your last adjustment? _________ Techniques successful for you?__________

What spinal maintenance program were you given to follow to maximize the future stability of your spine?_____________________________ 

 Current Health Condition


Please be sure to fill this section extremely accurately. On the diagram to the right, mark the area

on your body where you feel the described sensation(s).  Use the appropriate abbreviation(s), 

mark areas of radiating pain. Use the abbreviation(s) repetitively if needed and include all areas.

              
Dull Pain = D                          Numbness = N                           Stiffness = SF

                     Ache = A 
                       Tingling = T           Burning/Throbbing = B 

            Sharp Pain = S                           Weakness = W            Stabbing/Gripping = G    
On the scale below, indicate the area (i.e. neck, low back) that most accurately represents 

your pain or discomfort.  0 is no pain/discomfort and 10 is worst possible pain/discomfort.  

Please circle if the pain/discomfort is constant or intermittent.

Area:__________________  Please Rate (circle): 1  2  3  4  5  6  7  8  9  10    Constant  or  Intermittent

Area:__________________  Please Rate (circle): 1  2  3  4  5  6  7  8  9  10    Constant  or  Intermittent
Area:__________________  Please Rate (circle): 1  2  3  4  5  6  7  8  9  10    Constant  or  Intermittent
Patient Name:_________________________________







Date:______________

ActivitieS THAT AGGRAVATE:

Activities/Items THAT RELIEVE

Bending




Bending


Coughing




Heat




Driving




Ice




Getting up/down



Lifting 




Increased activity in general


Lying Down





Lifting





Medication 



Lying Down




Reaching



Reaching




Resting



Sitting





Sitting



Standing Straight



Standing



Straining at Stool



Stretching



Turning Head




Turning Head




Twisting Injured Area



Walking



Walking




Nothing




NONE





Other



Please List any effects that this may have on any Recreational Activities:_____________________________________

________________________________________________________________________________________________________

Are there any other complaints/conditions that the doctor should address?  If so, list and describe:_________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Medications:  What medications are you currently taking and for what conditions?_____________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________

Are you Pregnant?  ______________    
                  Date of Last Menstrual Period:  _______________________

What is your objective with coming to our office?   □ Family Wellness Care
□ Spinal maintenance
□ Symptom relief
What solutions have you attempted to solve this problem?_________________________________________________
On a scale of 1-10 (ten being the highest), rate your commitment to correcting the problem?________________________

I hereby certify that the statements and answers given on this form are accurate to the best of my recollection and knowledge.  I agree to allow this office to examine me for further evaluation.

______________________________________________________________                      



_____/_____/_____

                                                    Signature                                                                                           



            Date                              
�





Reason for seeking chiropractic care _______________________________________________________________________________


When did you first notice this problem?__________________  Have you had this problem before?    ______No     _____Yes


What treatment have you already received for your condition?  ___Medication     ___Surgery     ___Physical Therapy  (Other________)


     


List Surgeries/Accidents/Falls (since birth)___________________________________________________________________________





Your Health Profile





Welcome To Adairsville Family Chiropractic – 770.773.9997






























































