Confidential Patient Data

PATIENT INFORMATION Today's Date:

Name: Date of Birth:

Address: City: State: Zip:
CellPhone: Alt.Phone: EmailAdress:

Social Security #: Age: U Male Q Female
Marital Status:

O Married USingle UDivorced QOSeparated (1 Other Number of Children

Your Occupation Your Employer:

U Full-Time OPart-Time UURetired QStudent OHomemaker U Disabled OUnemployed

Emergency Contact Name: Relation to you:
Phone:

Referred to this Office by: WFriend/Family Member - Name?
UAdvertisement U Social Media Qlinternet UDirect Marketing/Other

Name of Insurance Co.: Member# Group#

Insured’s Name Insured's Social Security #: Insured’s DOB__

Are you covered by more than one insurance company? UYes UNo If, Yes please list info below.

Name of Insurance Co Member# Group#

The Reason for your visit: Auto/Cycle Accident UWSlip and Fall USports Injury
UHome Injury QPain  WOther (Please describe)
Have you been or are currently being treated by a physician for any health condition(s)?
UYes UWNo Describe Condition

Date of Last Physical Exam
Are there any past conditions or illnesses you have that we should be aware of? dYes UNo

1. Date:

2. Date:

Has anyone in your family been treated for or any serious health conditions or illnesses? QYes WNo
(such as cancer, diabetes, hypertension, etc.?)

1. Relation:

2. Relation:

SURGICAL HISTORY:

1. Date:

2. Date:

Have you ever had a metal implant? WYes No Ever been gunshot? Yes No
Are you currently taking any medications? WYes No Are you pregnant? dYes UNo
Medication List:. Date of last menstrual period:

ARE YOU ALLERGIC TO ANY MEDICATIONS UYes WNo
If so WHAT KIND?




COMPLAINTS/SYMPTOMS

AREA OF COMPLAINT/SYMPTOM:
(Please list each area of complaint separately)

Approximate date of onset:

How did this occur?:

Is the pain...?(Check box that most applies)
O CONSTANT O FREQUENT QO INTERMITTENT JON/OFF ] RANDOM U RECURRING

On a scale from 1-10 Please rate this complaint/symptom: #
(10 being the worst)

Describe your discomfort for the above listed symptom. Choose all that apply:

UAching UDeep UHeavy USharp W Throbbing
QAnnoying UDiffuse Qintolerable LShock like UTightness
QBurning UDull WPulling U Stabbing UTingling

Has your symptom changed since ONSET? Choose all that apply:
QPain has improved QPain has worsened
Pain stayed the same QO Symptoms have disappeared

What improves your condition? Choose all that apply:

UChiropractic adjustments UMassage UPrescription medication
UCold packs UNothing URest

UExercise WOver The Counter medication Stretching

O Heat packs UPhysical Therapy Qwork

What aggravates your condition? Choose all that apply:

LAImost any movement U Coughing/sneezing WHousehold chores ORunning  OwWorking
WBathing U Daily child or pet care ULifting U Sitting UYardwork
UBending WDriving O Looking over shoulder Squatting

U Caring for family UEating ULying down U Standing

WcCarrying UFalling or staying asleep UPulling UStress

U Changing positions U Getting in or out of car WPushing U Stretching

UClimbing stairs U Getting out of bed UReaching UTalking on telephone
U Computer use QGetting up from laying down Reading W Turning

U Concentrating U Getting up from sitting ORepetitive motions W Twisting

U Cooking W Grocery shopping UResting Uwalking

Past episodes for this complaint? Past care for this complaint?

WYes UNo UYes WNo



COMPLAINTS/SYMPTOMS

AREA OF COMPLAINT/SYMPTOM:

(Please list each area of complaint separately)

Approximate date of onset:

How did this occur?:

Is the pain...?(Check box that most applies)
(J CONSTANT U FREQUENT QO INTERMITTENT

On a scale from 1-10 Please rate this complaint/symptom:

UON/OFF

U RANDOM U RECURRING

# ' |
(10 being the worst)

Describe your discomfort for the above listed symptom. Choose all that apply:

QAching UDeep UHeavy
UAnnoying UDiffuse Ulntolerable
UBurning UDull UPulling

USharp
Shock like
U Stabbing

UThrobbing
UTightness
UTingling

Has your symptom changed since ONSET? Choose all that apply:

UPain has improved
UPain stayed the same

What improves your condition? Choose all that apply:

UPain has worsened
U Symptoms have disappeared

U Chiropractic adjustments UMassage UPrescription medication
UCold packs UNothing URest

UExercise QOver The Counter medication UStretching

UHeat packs UPhysical Therapy Uwork

What aggravates your condition? Choose all that apply:
UAImost any movement W Coughing/sneezing

UBathing W Daily child or pet care
UBending W Driving

W Caring for family UEating

UCarrying UFalling or staying asleep

UChanging positions
UClimbing stairs
QComputer use
UConcentrating

U Cooking

U Getting in or out of car

U Getting out of bed
UGetting up from laying down
U Getting up from sitting

U Grocery shopping

Past episodes for this complaint?
Yes ONo

U Household chores URunning  OWorking
ULifting USitting UYardwork
ULooking over shoulder QdSquatting

ULying down U Standing

UPulling UStress

UPushing U Stretching

UReaching UTalking on telephone
UReading QTurning

URepetitive motions W Twisting

UResting Owalking

Past care for this complaint?

WYes UNo







