
Patient Introduction Card

Narne (Mr. Mrs. Miss Ms.): HomePhone: (_)
Email Address (ex: name@email.com):

Address:
CellPhone: (_)

Crty:_State:_Zip:

D Manied !Single D Other: Age: _ Date of Birth:_ /_/.
Spouse's Employer Spouse's DOB _/_/.
Emergency Contact Name & Phone Number:

Occupation:

fficeAddress: Office Phone: (_ )
Previous Chiropractic Care? ! YES ! NO lf yES, Doctor's Name:
Name of your Insurance Company:

MajorComplaint: SocialSecurity No:
Who (or what source) refened you?

Itis Usualand Customary to Pay forServices as Rendered Unless Otherwise Nranged.
Form.32,/C



Patient Health Questionnaire
Patient Name

l. Describ your current symptoms (Begin with what bothers you the most)

Patient No.

Date

2.When did your symptoms begin?

3.What activities make your symptoms worce?

4.What activities make your symptoms better?

(1) lce

(2) Heat

(1) lce

(2) Heat

(3) Rest

(4) Activity

(3) Rest

(a) Activity

(5) Sitting

(6) Standing

(5) Sitting

(6) Standing

(3) Numb

(4) Shooting

(7) Medication

(8) Other

(7) Medication

(8) Other

(5) Burning

(6) Tingling

s.What descrifus t E nature of your symptoms?
(1) Sharp

(2) DullAche

6. lffiiate where you llnve pain or other symPtoms. +

7.What &scrilcs ttre severity of your symptoms?
None 1 2 3 4 5 6 7 I I 10 Severe

8. How arc your symptoms changing? (1) Getting Better

(2) Not Changing

(3) GettingWorse

9.Who else have you seen for your current symptoms?
(1) No One

(2) Other Chiropractor

(1) Nothing (3) Muscle Relaxer

(2) Pain Medbation (4) lce/Heat

(5) Advil/tylenoVAleve, etc.

(6) PhysicalTherapy

(3) MedicalDoctor

(4) Physical Therapist

(s)
(6)

This Office

Other

l0.What tests hatrc you had tor your symptoms? (0) None
(1) X-rays date: (3) CT Scan date:

(2) MRldate: (4) CIher date:

ll.What other torms of care have you tried for your cunent complaint?
(7',)

(8)

Injections

Other:

l2.Whatdo you fer,l au*d your symptomsi
(1) Fall (2) CarAccident (3) Lifting

l3.What activitis are atfected by you symptoms?
(1) WorUSchool (3) Sleeping (5)
(2) Walking (4) Running (6)

(4) Don't Know

Drive/Riding in Car
HouseWork

(5) Work (6)Other:

Golf
YardWork

(e)
(10)

(71
(8)

Exercising
Other

14. Have you had slmilar symptoms in the past?

15. (lf ye,whom did you *?
(1) NoOne

(2) OfierChiropractor

(Y) Yes

(3) MedicalDoctor

(4) PhysicalTherapist

(N) No

(5)

(6)

This Office

Other

16.What ls yaur occuption?

(3) Tradesperson

(4) Laborer

l7.What is your rqular exerci* typ?

(1) ProfessionaUExecutive

(5) Homemaker

(6) F/T Student

White Collar/Secretarial

Retired

Othec

(2)

{7)

(8)

(3) Moderate(1) None (2) Ligrht (4) Heary



For eeidr of ilte conditions lis|ed Dclloyr, plae a drec* in the PAST column it you have had the elndilion ln the pasL

If you have the condftiorts listd, place a cheek in he PRESENT alumn

1&
PAST

19.-
PRESENT

( )
PAST PRESENT

1

2

3

4

5

)  ( )

)  ( )

)  ( )

)  ( )

6  ( )  ( )

7  ( )  ( )

8  ( )  ( )

s  ( )  ( )

10

1 1

12

Headaches
Neck Pain
Upper Bac* Pain
Mid Back Pain
Low Back Pain

Shoulder Pain
ElboMUpperArm Pain
Wrist Pain
Hand Pain

Hip/upper Leg Pain
KneeAower Leg Pain
Ankler'Foot Pain

Jaw PaiTVTMJ

Joint Stiffness
Arthritis
Rheumatoid Arthritis

( )

High Blood Pressure
Heart Attack
Chest Pains
Stroke
Angina

( ) Kidney Stones
( ) Kidney Disorder
( ) Bladder Infection
( ) PaintulUrination
( ) Loss of Bladder Control
( ) Prostate Froblems

PAST PRESENT
(

(
(
(

)
)
)
)
)
)

Diabetes
Excessive ThirsUUrination
Thyroid Disorder

Smokingflobacco Use
Drug/Alcohol Dependence

Food Allergies
Depression
Fequent lllness
Epilepsy
Dermatitisy'Eczema/Rash
HIV/AIDS

Hot Flashes
Hormone Replacement
Birth Control Pills
Painf ul Periods/Cramps
AreYou Pregnant?
Estimaled Due Date

2'l

n
zi
24
25

I

27

2A

N

30

31

( )  (
( )  (
( )  (
( )  (

43

44

45

( )

( )
( )
( )
( )
( )
( )

( )
( )
( )
( )
( )
( )

,16

47

,f8

49

50

51

52

53

1 3  ( ) ( )

( )  ( )
( )  ( )
( )  ( )

( )  ( )
( )  ( )
( )  ( )

e.
33

u
35

36

37

38

39

40

41

42

( )
( )
( )
( )
( )
( )

( )
( )
( )
( )
( )

Abnormal Weight Gain/Loss
Loss of Appetite
AbdominalPain
Ulcer
Hepatitis
Liver/G'all Bladder Disorder

Cancer
Tumor
Asthma
Chronic Sinusitis
Seasonal Allergies

fumales

NO
YES

0dprHstlh Ptoblems

s l (
5 s (
s o (
s t (
58

onU
(
(
(
(

)
)
)

59

60

61

14

15

16

1 7  ( )

1 8  ( )

l e  ( )

2 0  ( )

) GeneralFatigue

) Ringing in Ears
) VisualDisturbances
) Dizziness

)
)
)
)
)

20. Primary Care Physiclan 20b. Date of l-ast Medial Phystcal

2l.lndlcate il an lmmediate family menber has had any ot the following
(1) RheumatoidArbritis (2) HeartProblems (3) Diabetes (4) Cancer (5) Lupus (6) Othen

2. Ust atl prescrlfilons and over-thecount* medicatiois, nutritional/herbal supptements you erctaking:'

23. List all the surgical procedures you have had and times you have ben hospitalizd:

24. Detail any history of tnuma to head, neck, or back (automobile accidents, sporfs injuries, wo*-relatd accidents, etc.):

HientSignature Date


