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Chiropractic

Natural Health and Yweliness

Today’s Date:

PATIENT BASIC INFORMATION

Name: First MI Last

Date of Injury/Onset: Dominant Hand: Left / Right / Both

1. Description of Accident/Injury/Onset
Enter a full description of the accident, injury, or onset in the space below.

2.  Your condition during and immediately after injury/onset
Enter the details of your condition during and immediately after your injury/onset.
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Today’s Date:

Patient Name:

Description of Symptoms: (Describe symptoms below, in the order of severity if possible)

First Current Symptom (Describe only ONE symptom per section)

1. Check on location below 2. Types of Pain:
OHeadaches  OL OR OB oDull oSharp  OAching  OCutting
Part of head: OThrobbing OBurning oONumbing OTingling ©Cramping
OFront OTop O Back OSpasm oStinging OShooting OPounding OConstricting

OJaw oL oOR OB | Other:
OEye oL OR OB | 3. Pain Frequency 6. Actions affecting this pain
oNeck oL oR oB | 0% ofawake time 0% to % time Brings On/Aggravates/Relieves
OUpperBack oOL ©R OB | 0% to % time OMost all the time | OIn the A M. = = =
oMid Back oL OR OB | 4. Pain Intensity: How does it Oln the P.M. = = =
oLow Back oL OR OB | affect your daily activities? OBend forward O = =
OChest oL oR OB | ODoesn’t Affect DSomewhat Affects | DBend back 0 0 0
oAbdomen oL  OR OB | OSeriously Affects OPrevents Activity | —Bend left = = =
ORibs oL oOR OB | 5.Does this pain radiate into OBendright o = =
OButtocks oL  oR OB | other body parts? DTwist left = = =
OShoulder ~ OL  OR OB | Head oL ©oR oB |OTwistright o o O
oUpperArm oL oR 0B | Neck oL o©R OB OCoughing O O O
OForearm oL oR 0B | Shoulder oL ©oR OB DSneezing 0 0 0
OHand oL ©OR OB |Arm oL ©R pB |DStraining 0O o O
OHip oL ©R OB |Hand oL o©R opB |OStanding oo O
OLeg oL o©oR OB |Hip oL ©OR OB OSitting 0 0 .
OFoot oL  oOR OB |Leg oL oR oB | CLifting o o o
OOther Locations: Foot oL ©OR OB Other:

Other:
Second Current Symptom (Describe only ONE symptom per section)
1. Check on location below 2. Types of Pain:
OHeadaches 0OL OR OB oDull oSharp  OAching  OCutting

Part of head: OThrobbing OBurning oONumbing OTingling ©Cramping
OFront OTop O Back OSpasm oStinging OShooting OPounding OConstricting

OJaw oL oOR oB | Other:
OEye oL OR oB | 3. Pain Frequency 6. Actions affecting this pain
oNeck oL oR oB | 0% ofawake time 0% to % time Brings On/Aggravates/Relieves
OUpperBack oL ©R OB | 0% to 3% time OMostall the time | OIn the AM = = =
oMid Back oL OR OB | 4. Pain Intensity: How does it Oln the PM . 0 0
oOLow Back oL  oOR OB | affect your daily activities? DBend forward O = =
OChest oL OR OB | ODoesn'tAffect CSomewhat Affects | DBend back O = =
OAbdomen oL oR OB | OSeriously Affects OPrevents Activity OBend 1?& 0 0 0
ORibs oL oR OB | 5. Does this pain radiate into DBeqd right O O =
OButtocks oL oOR OB | other body parts? OTwist left O O m
oShoulder oL ©OR OB | Head oL ©oR OB OTwistright O O O
OUpperArm oL oR OB | Neck oL ©oR OB DCoughing O O O
OForearm oL OR OB | Shoulder oL oOR OB OSneezing | o o
OHand oL oOR OB |Arm oL ©OR OB OStraining O O O
oHip oL o©oR OB | Hand oL oR OB DStanding - H -
OLeg oL  ©R OB | Hip oL o©R gB | DSiting oo o
oFoot oL oOR OB |Leg oL oR OB OLifting = - H
OOther Locations: Foot oL OR OB Other:

Other:
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Name: Date:
Last, First MM/DD/YYYY

Please be sure to fill this out extremely accurately. Mark the area on your body where you feel the
described sensation(s). Use the appropriate symbol(s), mark areas of radiating pain, and include all
affected areas. You may draw in the face as well.

Numbness --------- Pins & Needles 00000 Burning Pain xxxxx Stabbing Pain ///////// Aching Pain (((((((((

Visual Analogue Scale

Please mark on the line the pain level that most accurately represents your pain:

No Pain: 0o 1 2 3 4 5 6 7 8 9 10 Unbearable Pain
Right Now: o 1 2 3 4 5 6 7 8 9 10
Average Pain: o 1 2 3 4 5 6 7 8 9 10
At Best o 1 2 3 4 5 6 7 8 9 10
At Worst: o 1 2 3 4 5 6 7 8 9 10
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Name: Date:

Last, First MM/DD/YYYY

Since your last visit to our office have you:

Had any surgeries? If so explain below:

Experienced any major trauma? If so explain below:

Experienced any sickness or ililness? If so explain below:

Started or stopped any new medications? If so explain below:




