PATIENT CASE HISTORY

Date Case #

First Name M.IL. Last Name

Are your present problems due to an injury? LINo [lYes [lontheJob  [lPersonal Injury [lOther

LJAuto Collision — Insurance Co. Policy #

Have you made a report of your accident? LINo [Yes LlEmployer [Auto Insurance [lOther

Are you now or have you ever been disabled/impaired? LINo [lYes ~ When?

Have you retained an attorney? LINo [lYes  Name, & Phone

Have you ever seen a Chiropractor before? [INo [lYes If so, whom and when?

Do you smoke? LINo [Yes — Packs per day Do you drink alcohol? LINo  [lYes - Amount

HISTORY

Have you had any of the following conditions?

[JAlcoholism ClAnemia ClAppendicitis UlArthritis Ucancer
[IChicken Pox [IDepression [IDiabetes UEczema UlEpilepsy
UFainting UGoiter [IHeart Disease LIHigh Blood Pressure  LIHIV Positive
Ulnfluenza [Low Back Pain [IMeasles LMumps UPleurisy
[IPneumonia [Polio DRapid Heart Rate [IRheumatic Fever

[Scoliosis [ISprain/Strain Sacroiliac [IWhiplash

FAMILY HISTORY Diabetes  Heart Kidney Cancer Back Pain

Mother — Living [INo [lyes ] O O O O

Father — Living [INo [lyes ] O O O O

Brothers L] L] L] ] O

Sisters L] L] L] ] O

PAIN

What is the exact area of pain?

Please check all that apply:
LISharp/Stabbing LIDull LINumbness [ IBurning [ IThrobbing [ISoreness
[IAchey [ ITingling [ lweakness [IShooting Pains [ITense/Tightness

Does the pain radiate to other regions?

When did this symptom begin?

Since this symptom began, is the pain: ~ [lImproving [IGetting Worse [IImproves, then gets worse again [INo Change
What gives relief? [Iwalking [Standing [lLying Down [IMovement [lsitting [Exercise [IRest [lother
How often is this symptom present? ~ [Constantly ~ LIFrequently UIntermittently LIOccasionally

How intense is this symptom? [lSevere [IModerate [ISlight

Patient Signature Date




