
 
Patient History 

 
 
Name________________________________________Age_____Date of Injury or Onset of Symptoms___________________ 
 
Describe your current problem & where it is (i.e. low back pain, tingling in feet)________________________________________ 
 
____________________________________________________________________________________________________ 
 
What were circumstances in which the problem occurred?________________________________________________________ 
 
____________________________________________________________________________________________________ 
 
Have you been under the care of another physician for this problem?   ____Yes     _____No   Name_________________________ 
 
Rate your pain:       ◄▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬▬► 
               (no Pain)    0          1          2          3          4         5          6          7          8          9          10  (worst Pain) 
  Worst Day #_______                   Best Day #_______            Today #_______ 
 
What makes your pain worse? (please circle all that apply)     What makes you pain better? (please check all that apply) 
____Sitting         ____Bending Forward       ____Exercising      ____Sitting        ____Exercising       ____Lying down 
____Standing     ____Bending backward     ____Coughing      ____Standing     ____Medications    ____Massage 
____Walking     ____Lifting              ____Driving               ____Walking     ____Heat                 ____Ice 
____Other_____________________________________               ____Other____________________________________ 
 
Please Check all of the following tests/treatments you have had for this condition & dates performed: 
____X-ray_____________________________________             ____Blood Work_____________________________________ 
____MRI______________________________________             ____Physical Therapy_________________________________ 
____CT Scan___________________________________             ____Injection________________________________________ 
____EMG______________________________________            ____Chiropractic Manipulation__________________________ 
 
Please list your goals & expectations from having treatment with us: ______________________________________________ 
____________________________________________________________________________________________________ 
 
Prior Surgeries & Hospitalizations (list type of surgery or reason for hospitalization & approx year of event) 
______________________________________ - __________         _____________________________________ - __________ 
______________________________________ - __________         _____________________________________ - __________ 
______________________________________ - __________         _____________________________________ - __________ 
 
Have you ever been involved or injured in auto accident(s), falls, sports injuries & approx year of occurrence 
______________________________________ - __________          _____________________________________ - __________ 
______________________________________ - __________          _____________________________________ - __________ 
______________________________________ - __________          _____________________________________ - __________ 
Please circle if you have/had any of the following: 
Heart problems  Bronchitis   Thyroid disease  Stroke 
Heart attack/failure Emphysema   Kidney problems  Seizures 
Heart Surgery  Stomach ulcers   Glaucoma  Multiple Sclerosis 
Pacemaker  Heartburn/GERD/reflux  Rheumatoid arthritis Parkinson’s disease 
High Blood Pressure Irritable bowel syndrome  Osteoarthritis  Depression 
Anemia   Spinal cord injury  Fracture/broken bones Anxiety 
Asthma   Diabetes    Fibromyalgia  Pregnant  
Cancer____________________________________                  Other__________________________________ 
 
Do you have history of drug or alcohol addiction or treatment for drug/alcohol use?_______________________________________ 
 
Please list any family history of diseases:________________________________________________________________________ 
 
    ▬▬▬▬PLEASE COMPLETE NEXT PAGE▬▬▬ 
 
 
 



 
 
 
Do you:  Smoke    ___No ___Yes  How much/how long?_____________________ 
  Drink alcohol   ___No ___Yes  How much/type?_________________________ 
  Drink caffeine (coffee, tea) ___No ___Yes  How much?_______________________________ 
  Use recreational drugs  ___No ___Yes  How often?_______________________________ 
 
Current medications (list ALL medications, strength and how often taken) 
 Medication    Strength (mg)   When taken  
______________________________________________________________________________________________________ 
_____________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
______________________________________________________________________________________________________ 
________________________________________________________________________________________________________ 
_______________________________________________________________________________________________________ 
 
Allergies (medicine, food, environmental, etc.) 
 
____Penicillin    ____Sulfa    ____Aspirin     ____IV Dye    ____Shellfish    _____Codeine    _____Steroids    ____Local Anesthetics 
 
Other:_____________________________________________________________________________________________________ 
Please circle if you currently have any of the following: 
Fever/chills  Wheezing  Weakness  Trouble sleeping  Sinusitis 
Swallowing difficulty Constipation  Pain in arms/legs  Depressed feelings Tinnitus 
Chest pain/angina  Diarrhea   Headaches  Bruise easily  Urinary frequency 
Irregular heartbeat Nausea/vomiting  Dizziness  Weight gain 
Shortness of breath Poor appetite  Numbness/tingling Weight loss 
Coughing  Loss of control of bowel/bladder   Skin trouble 
 
COMPLETE THE FOLLOWING IF YOU WERE INJURED AT WORK: 
 
Current Employer:_______________________________Job Title______________________________Date of Hire:_____________ 
 
Description of Job Duties_______________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
Please circle if your job requires: Constant sitting Repetitive movements Reaching Lifting Pushing 
               Vibration  Awkward positions Maximum weight load__________ 
 
Are you still working?   ___Yes: ___ Full Duty ___ Modified Duty ___ hrs per day 
            ___No: Last Day Worked__________________ 
 
Do you plan to return to your regular job? ___  Yes   ___ No  Second Job? ___Yes ___No 
 
Do you like your job?   ___ Yes   ___ No 
 
Are you receiving income from    ___ Workmen’s Compensation ___ Disability policy and/or Social Security 
 
Level of Education Completed High School ________ College _______ Trade School __________ Other ________________ 
               (Grade)            (Degree) 
 
Is there a lawsuit   ___Pending ____ Settled ___ None    
 
To the best of my knowledge, all of the preceding answers are correct.  If I have any changes in my health status or if my medicines 
 change, I shall inform the physician and staff at the next appointment. 
 
Signature ____________________________________________________________ Date Completed_________________________ 
 
Signature of Physician____________________________________________   Date reviewed:______________________________ 


