CHIROPRACTIC FIRST - HEALTH HISTORY FORM

Patient’s Name Date / /

***If you are NOT experiencing ANY symptoms, please go to Section B: Health History***

Section A: Current Problem Please answer the following questions regarding your current problem:

Please mark on the picture, where you have any problems.

Date of Onset: Cause of Condition (if known)
How often during the day do you experience this?
[10-25% [125-50% [150-75% [175-100%

Describe the pain: [Jsharp Odull [Jachy [Jstiff [Ishooting [Jburning [Jspasm

How severe is this problem? NoPain 1 2 3 4 5 6 7 8 9 10 Extreme

Since the onset, is the pain? [Jworse [Jbetter [Jsame [Jon & off

Is there anything that makes it worse? [Istanding [Jsitting [Jlying down [Jmotion

Is there anything that makes it better? [Jstanding [Jsitting [Jlying down [Jmotion

Is this problem? [IBetter or [[Worse [JAM or [[PM [INeither

Are any systems involved? []Digestive [|Cardiovascular [JRespiratory [JElimination []JReproductive

Does the pain cause you to? [JLose sleep [[Be short tempered [[Miss work [[Miss play []Lose focus

What has this problem kept you from enjoying?

Have you had a similar condition in the past? Y N If yes, explain:

What treatment(s) have you already had for this problem?
Medication ~ Surgery Physical Therapy Chiropractic None Other:

What was the outcome of this treatment?

Any other facts about your current problem or pain:

Is there any chance you could be pregnant? YES NO Date of last menstrual period:

Section B: Health History (Please v if you have had or are currently experiencing any of the following:)

[HAnxiety [JAnemia [JArthritis [Thyroid Problems [IBowel Problems
[|Cancer [HIV/AIDS [JTuberculosis [JHigh Blood Pressure [[Heart Trouble

[Diabetes [[Hepatitis [[Insomnia [[Venereal Disease [IMuscular Dystrophy
LEpilepsy [IDizziness  [IConvulsions [[Multiple Sclerosis [JRheumatic Fever

[[Neuritis [JAsthma [IScarlet Fever [IDigestive Problems [ISinus Trouble[]
[Allergies [[Backaches [][Numbness [Frequent Colds [[Nervousness []
[IStroke [IDepression []Headaches [ICold Hands/Feet [IRestless Sleep
[Ulcer [JIrritability  [JImpulsivity [lLow Pain Threshold [JFibromyalgia

[[Hernia [IPMS [IBruising [IGerman Measles [1Osteoporosis
[INausea [ISwelling [IMood Swings [IChronic Fatigue Syndrome [JInfertility

Describe other details about YOUR Past Medical History:

Section C: Family History (Your Blood Relatives Only)
[IDiabetes [HHeart Disease [JCancer [|Thyroid Problems [IStroke [[Multiple Sclerosis
[|Other:
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