Patient Record

- Case_ No. Date
Patient’s Name: Social Security No:
Home Address:
City: State: Zip: Phone:
Occupation: Employer ' How Long?
Business Address:
City: State: Zip: Phone:
Age: Date of Birth: Birthplace: Sex: SO WO MO SEPO DO
Spouse: Occupation:
Referred by: Email:

AUTOHRIZATION AND RELEASE:

[ authorize payment of insurance benefits directly to the chiropractor or chiropractic office. I authorize the Dr.
to release all information necessary to secure the payment of benefits. I understand that I am responsible for all
costs of chiropractic care, regardless of insurance coverage.

Authorizing Care Patient’s Signature Date
or Guardian’s Signature _ Date
Major Complaint:
Activity Restriction:
Time Missed from Work:
Describe pain: sharp dull numbness tingling aching burning stabbing
What makes problem worse: standing sitting lymng bending

When did you first notice this:

Has this happened before?

[s 1t worsemeﬁer in AM/PM?

Any radiation of pain into an extremity (where)?

Is there any position that relieves the pain? (If so, what position)

Frequency (Pain):

What has been done for this condition? Did 1t help?
Anyone recommend surgery?

Medication taken for this condition:

On any regular medication?

Have you consulted a doctor for this condition before?




General Problems with the following:

. Y/N HEADACHE 17. Y/N CONSTIPATION

2. Y/N SINUSES 118. Y/N LOW BACK

3. Y/N NECK PAIN/STIFF 19. Y/N HIP

4. Y/N SHOULDER PROBLEMS 20. Y/N LEG PAIN / CRAMPS
5. Y/N UPPERBACK 21. Y/N POOR CIRCULATION
6. Y/N MIDBACK 22. Y/N PROSTATE PROBLEMS
7. Y/N CHEST PAIN 23. Y/N HEMORRHOIDS

8. Y/N LUNG 24. Y/N MENSTRUAL CRAMPS
9. Y/N HEART 25. Y/N CANCER '

10. Y/N STOMACH 26. Y/N PREGNANT

1. Y/N INDIGESTION 27. Y/N DIABETES

12. Y/N GALL BLADDER 28. Y/N TaB.

13. Y/N LIVER 29. Y/N HLV.

14. Y/N KIDNEY 30. Y/N OTHER DISEASES explain
15. Y/N BLADDER

16. Y/N COLON

Previous Injuries

1. Hospital / Surgery (Yes / No) Date ) Surgery SRR
- Date Surgery
Date R Surgery
Date _ Surgery

2. Accidents / Falls / Auto (Yes/ No)

3. Accidents/Job (Yes/No)

‘4. Mother, Father, Brother, Sister Back Problems (Yes/No) _
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