
Patient's 
Name: _______________________ DOB: ______ Age: ___ Dale: _______ _ 

Referring Doc1or: ________________________ _ 0 Righi Handed 0 Lefl Handed 
PlttJse ,omplett thi.s medical qw.stionnairt to inform your physician. Pleau circle or morlc with on X tht appropriate rnponst(s} whtrt opplkoblt. 

1. CHIEF COM:PLACNT (brief statement): (rxomple: I fell down om/ fum mr hlee)

Body P-art: _____________________ _

Duration: (How IOJ{J: hai·tt yo,, had this probtrnr!) ____________ _ 

Pain Severity: 
O Mild 
OModerate 

osevere
(Orclt NumMr) 

• 

Modifying Factors: 
l 3 s 6 7 3 9 10 

Whal makes it bolter? ___________________ _ 
What makes it worse? ___________________ _ 

Dale of Injury/Onset: __________ _ 
Lo<.·ation: (marl< location on g,oph with on X) 

Right Left Left Right 

If you can remember. please list 1he doctor(s) name(s) and approxima1e dales when they saw you for this problem: 

Please list any tests that have been perfonncd for this injury: 
0 X-ray(s) 0 MRl O EMG O CAT scan O Ultrasound O Bone Scan O Other _______ _ 
Please list any 1rca1ments that have bccn performed for thi� injury: 
0 Chiropractic Adjusrmcnts O Work Hardening OMassagc O Pain Clinic O Physical Therapy How long? ______ _ 
Please lis1 medica1ions or types of medicines you have been given 10 1.rea1 this condi1ion: H0\\1 long? ________ _ 

Have you ever injured this area of your body before? 0 Yes O No If yes. give approximate date: __________ _ 

2. MEDICAL IDST0RY • X appropriate History responses:

□Anemia D Congestive Heart Failure D Heart Anack D Liver Problems □Reflux
□Anxiety 0 Depression 0 Hepatitis A □ Lupus 0 Rheumatoid Arthritis
0 Arthritis □Diabetes D Hepatitis B □Migraines □Seizures
□Asthma D Diabetic Foot Ulcers 0 Hepatitis C 0 Neurological Disorder □Sleep Apnea
0 Bladder Problems □Dialysis 0 High Blood Pressure 0 Numbness/Tingling 0Stroke/TIA 
D Bleeding Disorder 0 Diverticulitis 0 High Cholesterol 0 Os1eoporosis □Thyroid Disease
0 Blood Clo1s □Emphysema □ HIV 0 Peptic Ulcer 0 Urinary Tract
□Cancer □GI Bleed 0 Irregular Heart Beat 0 Poor Circulation Infection (Chronic) 

□Chest Pain 0Gatritis 0 Kidney Failure 0 Pulmonary Embolism □Weight Loss

0 Chronic Back Pain □Gour
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PATIENT DEMOGRAPHICS

How did you hear about us?  Social Media__    Internet__   Friend__ Referring Doctor__     Other:______________________ 

Patient Name: ____________________________________________________________________________________ 

(Nombre del Paciente) 

DOB: ____/____/_______  Social Security #: ______-_____-_______________________ 

(Fecha De Nacimiento) (Seguro Social) 

Address: ____________________________________ Home Phone: ________________________________________ 

(Direccion)           (Telefono) 

City/State:___________________________________  Zip Code: _________________________________________ 

(Ciudad/Estado)      (Codigo Postal) 

Cell Phone: ________________________________ Email: ________________________________________________ 

(Celular)            (Correo Electronico) 

Referring Doctor: ______________________________ Phone #:___________________________________________ 

(Medico de Referencia)     (Telefono) 

Preferred Pharmacy:________________________________Phone #:________________________________________ 

(Pharmacia Preferida)                                    (Telefono) 

 Address:_______________________________________________  Cross Street:_______________________________ 

 (Direccion)                                                                                            (Intersección) 

Employer: __________________________________________Employer Phone #: ______________________________ 

(Empleo)       (Telefono) 

Occupation: ___________________________________ 

 (Ocupacion) 

Marital Status: _______________________________Race/Ethnicity (optional):________________________________ 

(Estado Civil)      (Etnicidad (Opcional)) 

Spouse Name: ________________________________ Phone: _______________________________________________ 

(Nombre de Esposa/Esposo)             (Telefono) 

Spouse Employer: ____________________________ Phone: _______________________________________________ 

(Empleo de Esposa/Esposo)            (Telefono) 

Emergency Contact: ___________________________________ Phone: _______________________________________ 

(En Caso de emergencia Notificar a:)      (Telefono) 
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