Patient Primary Complaint Form

Name: Date;:

What is the number one thing that bothers you the
most today:

When did your pain begin? ___
Painlevel: 012345678910

Is your condition: getting better getting worse
Is your condition: on & off or constant

Type ofpain: Sharp Stabbing Burning Achy Dull Stiff &Sore

Radiating: Left/Right Base of Skull Shoulder Arm Hand Hip
Leg Knee Foot Ribs Other:__ -

What makes it better? 1ce Heat Rest Movement Stretching
Other:

What makes it worse? Sitting Standing Walking Lying down
Sleep Overuse Other:

Have you seen anyone else for this condition?

Were you involved in an accident? ( Auto, Fall, Work ete?)




PATIENT CONFIDENTIALITY PERSONAL DATA

Date

 Patient: Date of Birth:
Home Address: City: State: Zip:
Social Security No.: Home Phone: Mobile:
Work Phone: Email:
Employer: Address:
Name of Spouse: SS No.: No. of Children:
Spouse’s Employer: Address:
Emergency contact: Relationship Phone:
Who is responsible for payment? _ Self _ Spouse _Other
PATIENT'S INSURANCE SECONDARY/SPOUSE'S INSURANCE
Name of Company: Name of Company:
Address: Address:
ID & Group No.: ___ID & Group No.:
Phone No.: Phone No.:

Primary insured’s DOB (if other than patient)
Purpose of this appointment and list your complaints:

Date of illness: Time: Location:
How did accident occur? _ Auto _ On the job _ Other
Please describe the circumstances and what makes the condition(s) better
Or wWorse

Other Doctor seen for this condition:

Have you been treated by a Doctor for any health condition in the last
year? _ Yes_ No

If yes, please describe:
INSURANCE INFORMATION

1 undersiond and ogree that health amd occident msurance poficies are an agreement between an insurance carrier and syself
Furthermore, [ wndersiond that this

Chirapractic Offfice will prepare any necessary reporis and forms to assist me b; making collection from the insurance company and
that any amot outhorized 1o be

paid directly 1o this Chiropractic Office will be crediied to my account on receipt. However, 1 clearly undersiand and agree thai all
services rendered to me are

charged directly to me and thai I am personally responsible for payment. | alse understomd that if I suspend or terminate my care and

tregiment, any fees for .
professional services rendered 1o me will be mmediceely due and payable.

Signature
Physician: SignaturePatient:
CONSENT OF PROFESSIONAL SERVICES AND RELEASE OF INFORMATON

I hereby awhorize the doctor and whomever he may designare as his axrisiants 1o administer freatvens. physical examination, X-Ray
sudies, laboratory procedures.

chiropractic care or any clinic services that he/she deems necessary in any case; and 1 further authorize himeher io disclose afl or any
part of my (potiens 's) record jo ’

any person or corporation which is or may be liable under a contract 1o the clinic or 1o the patieni or 1o o family member or employer
of the patient for all or part of ihe

clinic’s charge, inchuding. and not limited to. hospital or medical services companies, insurance comparies, workers compensation
carriers, welfore fumds. or the
panent's emplayer.

Patient’s Signature:

Parent’s or Guardian’s Signature:




HEALTH QUESTIONNAIRE

PLEASE CHECK MARK EacH oF THE CoNDITIONS BELOW THAT YOU ARE CURRENTLY EXPERIENCING

Date:
Patient: No.:
MUSCULO SKELETAL GENITO-URINARY GASTRO-INTESTIONAL CARDIO-VASCULAR
SYSTEM SYSTEM SYSTEM RESPIRATORY
Q Low back pain Q Bladder trouble Q Poor appetite (2 Chest pain
Q Mid back pain 0 Excessive urination U Excessive hunger 0 Pain over heart
Q Pain between shoulders ~ Q Scanty urination Q) Difficult chewing Q Difficult breathing
0 Neck pain Q Painful urination Q Difficult swallowing Q Persistent cough
Q Arm problems Q Discolored urine 8 Emve thirst 8 gougli:;ng g{ﬁgﬁ"‘
O Seohien joints FEMALE Q Vomiting Blood O Rapit hescbon
Q Painful joints Q Abdominal pain Q Blood pressure problems
O Stiff joints Q Vaginal discharge U Diarrhea QO Heart problems
Q Sore muscles Q Vaginal bleeding 8 gi’“‘g‘f’m‘l’“ Q Lung problems
0 Weak muscles Q Vaginal pain a Bl?od Sts?t%ol Q Varicose veins
Q Walking problems 8 Ereast p%unthe " 5 Hororboids BV AR NG
0 Broken bones B OLiver touble AND THROAT
01 Shoulder pain ARE YOU PREGNANT? | Q Gall bladder problems 5 Eiye straily
$ QYES QNO Q2 Weight trouble Q Eye inflammation
{1 Vision problems
NERVOUS SYSTEM Q Ear pain
SYMPTOM LOCALIZATION Q Numbnciss [ Q) Ear t[:.oises
! N Q) Loss of feeling Q Ear discharge
{' 3/ m Ty & 3 Q Paralysis O Hearing loss
7 :\ g - & \f Q Dizziness Q Nose pain
11 I S I FU /1 Y () Fainting Q Nose bleeding
sy il SR Q Headaches Q Nose discharge
AN RS IR L Q Muscies jerking O Difficult breathing through nose
L Vi ‘\\\ / (‘f R/ \1 Q Convulsions Q Sore gums
I 0 NE AT A 1\4%‘\ Q Forgetfulness O Dental problems
i f i, A A U B ' \ J Confusion O Sore mouth
Vit VAT ] IR RIS Q Depression (2 Sore throat
i ?;.'\ Pigei ;l;" j f“; ' Q3 Insomnia O Hoarseness
PRY iy o Q Difficult h
M Uy maprrs QDifl e
A AL é ! IR Q Cigarettes All
=N Y X & S = Q Alcohol Abuse 8 o e
P __ Pain T ___ Tender Q Coffee or Tea
S ___ Spasm Q
Pain Ind
Jeast 1 234567 89 10 Worst
Patient's Signature

LR N NN NN NN NN R RN NE R DONOTWRITEBELOWTmSLmE.Q...'...'.......'..0

Patient Accepted? O Yes O No

Doctor's Signature




1. Pain Intensity

2 ! |2

Functional Rating Index

E |4
No Mild Moderate Severe Worst
pain pain pain pain possible
pain
2. Sleeping
| ! k § K
Perfect .ZE&? Moderately Greatly Totally
sleep disturbed disturbed disturbed disturbed
sleep sleep sleep sleep
3. Personal Care (washing, dressing, etc.)
o ! 2 i E
No pain: Mild Moderate Moderate Severe
no pain; no pain; need pain; need pain; need
restrictions restrictions 1o go slowly some 100%
4. Trave! (driving, etc.) assistance ssslatante
K | E K E
No pain Mild pain Moderate Maderate Severe
on moﬂm on _Oﬂw pain on mum“._b on pain on
trips trips long trips short trips short
5. Work trips
b | S
Can do Cando Cando Can do Cannot
usual work usual work; 50% of 25% of work
plus na extra usual usnal
unlimited work work work
extra work
Name
PRINTED
Signature

6. Recreation

k k

T

E

[n order to properly assess your condition, we must understand how much your condition has affected your ability to manage everyday activites. For each itern below, please circle
the number which most closely describes your condition right now.

E

Can do Can do Can do Can do Cannot
all most some afew do any
activities activites activites activites activites
7. Frequency of Pain
u | |2 & E
No Occasional Intermittent Frequent Constant
pain pain; 25% pain; 50% pain; 75% pain: 100%
of the day of the day of the day of the day
8. Lifting
L k & | 5
No pain Increased Increased Increased Increased
with heavy pain with pain with pain with pain with
weight heavy weight moderate light any weight
9. sﬂm—:ﬁm:m weight weight
[ L & |5 K
No pain; Increased Increased Increased Increased
any pain after pain after pain after pain with
distance 1 mile 1/2 mile 1/4 mile all
- . walkin
10. Standing Whang
lo | & & K
No pain Increased Increased Increased Increased
after pain after pain afler pain after pain with
several hours several hours 1 hour 142 hour any standing
Total Score
Date
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