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	Patient Information


Name: ___________________________________________  Gender: M/F   Age:_____  Date of Birth :___________
How did you hear about us? □ Doctor referral ________ □ Family _________ □ Freind__________ □ Yelp

                                □ Other online source______________  □ Other_____________
	Chief Complaint


Chief Complaint/What brings you here today?:_________________________________________________________
When did this problem start (date of injury)?  Have you experienced this problem previously? If yes, how long ago?
________________________________________________________________________________________________________________________________________________________________________________________________________________
How do you think your problem began? Please be as detailed as possible.

________________________________________________________________________________________________________________________________________________________________________________________________________________
How often do you experience your symptoms?  
_______________________________________________________________________________________

_______________________________________________________________________________________

When is your pain at its worst? Please check all that apply.


( Mornings
( Daytime
( Evenings
( Middle of the night
( Always the same
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Draw the appropriate symbol(s) in the area of pain.
	Burning                           = = = = =

	Dull/Aching                    0 0 0 0 0 0 

	Sharp/Stabbing               x x x x x x

	Throbbing                       Δ Δ Δ Δ Δ 

	Tingling/Pins/Needles     ~ ~ ~ ~ ~



If “0” is no pain and “10 is the worst pain you can imagine, how would you rate your pain?
Right now _______                At its Best _______              At its Worst _______
Does the pain radiate anywhere in your body?
( Yes
( No
 
       If yes, where does it radiate? ________________________________________________________________
How are your symptoms changing with time? 

( Getting better

( Not changing

( Worse

Who else have you seen for this problem? Please check all that apply.


( Chiropractor
( Pain Management
( Neurologist

( Primary Care Physician

( Orthopedist
( Massage Therapist
( Physical Therapist
( Other ____________________________
Please mark the effect each action listed below effects your pain level.
	
	Increase
	Decrease
	
	Increase
	Decrease

	Sitting
	(
	(
	Coughing/Sneezing
	(
	(

	Rising from sitting
	(
	(
	Household chores
	(
	(

	Standing
	(
	(
	Lifting objects
	(
	(

	Walking
	(
	(
	Reaching overhead
	(
	(

	Lying down
	(
	(
	Showering or Bathing
	(
	(

	Bending forward
	(
	(
	Looking side to side
	(
	(

	Bending backward
	(
	(
	Looking Up
	(
	(

	Driving
	(
	(
	Looking Downward
	(
	(

	Twisting
	(
	(
	Changing Positions
	(
	(


Please mark the treatments you have used.
	
	Helped
	Worsened
	Same
	
	Helped
	Worsened
	Same

	Medications
	(
	(
	(
	Massage therapy
	(
	(
	(

	Physical Therapy
	(
	(
	(
	Acupuncture
	(
	(
	(

	Chiropractic
	(
	(
	(
	Brace Support
	(
	(
	(

	Electric Stim/TENS
	(
	(
	(
	Cognitive Therapy
	(
	(
	(

	Hot Packs
	(
	(
	(
	Cold Packs/Ice
	(
	(
	(


	Associated Symptoms 


	
	Yes
	 No
	                           Location/Comment

	Numbness
	(
	  (
	________________________________________________

	Weakness in arm
	(
	(
	________________________________________________

	Weakness in leg
	(
	(
	________________________________________________

	Bladder Incontinence
	(
	(
	________________________________________________


Mark all of the following tests that you have had:



( X-ray
 of the: _________________________________
Date: _________________________



( MRI of the: __________________________________
Date: _________________________



( CT-Scan of the: _______________________________
Date: _________________________

( Other Diagnostic Testing: _______________________
Date: _________________________

( I have not had ANY diagnostic tests done.
	Past Medical and Health History


REVIEW OF SYSTEMS:  Mark the following conditions/diseases/symptoms that you have been treated for:
	Constitutional:
	Cardiovascular: 
	Musculoskeletal:
	General Cont.:

	(  Chills
	(  Chest pain
	(  Joint stiffness
	(  Emphysema

	(  Difficulty sleeping
	(  Bleeding disorder
	(  Joint swelling
	(  Epilepsy

	(  Easy bruising
	(  Blood clots
	(  Muscle spasms
	(  Fractures

	(  Fatigue
	(  Fainting
	(  Scoliosis
	(  Glaucoma

	(  Fevers
	(  Palpitations
	(  Neck pain
	(  Gout

	(  Low sex drive
	(  High blood pressure
	(  Hip disorder
	(  Heart disease 

	(  Weight gain
	(  Low blood pressure
	(  Knee injuries
	(  Hernia

	(  Weight loss
	
	(  Foot/Ankle pain
	(  Herniated disk

	
	Gastrointestinal: 
	(  Elbow/Wrist pain
	(  High Cholesterol

	Ears/Nose/Throat/Neck:
	(  Nausea/Vomiting
	(  Poor posture
	(  Kidney disease

	(  Dental problems
	(  Diarrhea
	
	(  Liver disease

	(  Earaches
	(  Constipation
	General:
	(  Metal implant

	(  Hearing problems
	(  Acid reflux
	(  AIDS/HIV
	(  Measles

	(  Nosebleeds
	(  Abdominal cramps
	(  Alcoholism
	(  Migraines

	(  Sinus problems
	
	(  Allergies
	(  Mononucleosis

	
	Respiratory:
	(  Anemia
	(  M.S.

	Eyes:
	(  Cough
	(  Anorexia
	(  Mumps

	( Recent Visual Changes
	(  Wheezing
	(  Appendicitis
	(  Osteoporosis

	
	(  Shortness of breath
	(  Arthritis
	(  Pacemaker

	Psychiatric:
	
	(  Asthma
	(  Pinched nerve

	(  Depressed mood
	Neurological:
	(  Bleeding Disorder
	(  Pneumonia

	(  Feeling anxious
	(  Dizziness
	(  Breast lump
	(  Prostate Problem

	(  Stress problems
	(  Headaches
	(  Bronchitis
	(  Psychiatric patient

	(  Suicidal thoughts
	(  Tremors
	(  Bulimia
	(  Rheumatoid Arthritis

	(  Suicidal planning
	(  Seizures
	(  Cancer
	(  Stroke

	(  Thoughts of harming others
	(  Anxiety`
	(  Cataracts
	(  Skin problem

	
	(  Depression
	(  Chemical dependency
	(  Thyroid problem

	Genitourinary/Nephrology:
	(  Pins & Needles
	(  Chicken pox
	(  Vaginal infection

	(  Flank pain
	
	(  Diabetes
	(  Venereal disease

	(  Blood in urine
	
	
	

	(  Painful urination
	
	
	

	(  Decreased urine
	
	
	


Past Medical/Surgical History:  Please list any other major illnesses, injuries or conditions not listed above:                    

________________________________________________________________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________

Allergies:
________________________________________________________________________________________________________________________________________________________________________________________________________
	Family History


Mark all appropriate diagnoses as they pertain to your first-degree relatives (check all that apply):

( Cancer 
( Arthritis
  ( Diabetes
  ( High Blood Pressure          ( Osteoporosis
   
( No significant Family history

( Other Family History_______________________________________

	Social History


	Tobacco Use:
	
	
	
	

	(  Never used
	(  Current user
	
	(  Packs per day? ____   for ____ years?
	(Former user/Quit date: _____

	Alcohol Use: 
	
	
	
	

	(  Never used
	(  Social use
	(  History of  alcoholism
	( Current alcoholism
	(  Daily use of  alcohol

	Illegal Drugs Use:
	
	
	
	

	(  No illegal drug use
	(  Current illegal drug use
	(  Formerly used illegal drugs (not currently using)


Are you currently working?     ( Full-time      ( Part-time     ( Retired     ( On Disability    ( Other 

Occupation:______________________________

Do you currently have any active Workers Comp, Disability, or Personal Injury cases open?    ( Yes            (  No
South Bay Pain & Wellness strives to make your chiropractic experience the best it can.  Your well-being and health is our utmost priority.  Please feel free to ask us any questions you should have.

The above information is accurate to the best of my 
I have reviewed the above information with the Patient.

knowledge.

____________________________     ___________
____________________________     ___________
Patient Signature
Date
Doctor’s  Signature
Date



Current Medications		                                                    Dose		Frequency


______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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