PATIENT INFORMATION

Name________________________________
Today’s Date________________________

Address______________________________
City__________ State_____ Zip________

Home Phone__________________________
Work Phone________________________

Date of Birth____________ Social Security #______________ Sex: M / F   Marital: S / M / D 

Occupation___________________________ 
Employer___________________________

Spouse’s Name________________________
Spouse Social Security #_______________

Insured’s Name________________________
Insurance Company___________________

Insured’s Occupation____________________
Insured’s Employer___________________

How did you hear about Basic Health Chiropractic? ___________________________________

Primary Care Physician_________________________ Phone #__________________________

Chief complaint / Patient’s description of the problem:______________________________

_____________________________________________________________________________
When, or approximately when did the complaint start? ________________________________

Did it begin gradually or suddenly?  How did pain begin?_______________________________

Describe the exact location of the pain/problem: ______________________________________
Did anything cause or contribute to the onset? Yes / No If yes what?______________________

Can you describe the sensation you feel? (dull, sharp, burning, aching, gnawing, throbbing) 

Does it radiate to any other part of your body? Yes / No Describe:________________________

How would you rate the intensity (severity) of your complaint?  Please refer to the “What is in a number” pain scale.)____________________________________________________________

Have you ever had anything like this before? Yes / No Describe:_________________________

Has your condition been constant or intermittent? ____________________________________
Has your condition been getting better or worse? _____________________________________

What makes it better? (Rest, time of day, positions, other) ______________________________
What makes it worse? (Position, coughing, sneezing, straining, other)_____________________
Does the pain/problem change with the time of day or day of the month?  Yes / No 

Has there been any change in your bodily functions? (Urination, respiration, digestion, vision, other)  Yes / No _______________________________________________________________

Has your condition affected your daily activities? Yes / No Explain_______________________

Have you tried over the counter or home remedies? Yes / No If yes, what? _________________

Have they helped? Yes / No

Have you sought other professional care for this condition? Yes / No Explain ______________

Are you presently taking any medications? Yes / No If yes, what? _______________________
Does your family have a history of similar problems? Yes / No Explain ___________________

