



	Pt: 
	ftame: 
	Age Cell Phone: 
	Marital Status SO MO DO wO  of Children: 
	EMail: 
	Referred by: 
	What do you think is wrong: 
	Have you ever been treated by a Chiropractor Yes 0 No 0 Results: 
	What does your condition prevent you from doing or enjoying: 
	Did your problem begin suddenly 0 or gradually 0 Is this is a recurrence YesO No 0 If yes when was the first time: 
	you noticed this problem: 
	Other: 
	helps: 
	If no what have you tried to do that has not helped: 
	What makes the problem worse Standing D Sitting D Lying 0 Bending 0 lifting 0 Twisting D: 
	Are there any other conditions or symptoms that may be related to your major symptom YesD No O If yes: 
	Are there other unrelated health problems you would like evaluated Yes D No D If yes describe: 
	Do you take nutritional supplements 1: 
	Do you take nutritional supplements 2: 
	Describe: 
	Check if you wear Arch supports: 
	Heel lifts: 
	Special shoes: 
	Mouthpiece: 
	Joint bracessupports: 
	uercYes00Ifri: 
	How many glasses of WATER do you drinkday: 
	Do you have allergies  FoodO DrugO What reactions have you had: 
	Date: 
	Date_2: 
	Patient Name: 
	Address: 
	City: 
	State Zip: 
	Telephone: 
	Social Security: 
	Driver Lie: 
	Occupation Employer Work Phone: 
	Address City State Zip: 
	Subscriber Name Health Plan: 
	Subscriber ID Group Spouse Name: 
	Spouse Employer City State Zip: 
	Primary Care Physician Name  PCP Phone: 
	Is this D Work Related D Auto Related D NIA: 
	undefined: 
	0 1: 
	2: 
	3: 
	4: 
	5 6: 
	7: 
	8: 
	9: 
	10: 
	Can you perform your daily activities D Yes D No Describe any current activity limitations 1: 
	Can you perform your daily activities D Yes D No Describe any current activity limitations 2: 
	D Yes Dates taken: 
	WHATAREASWERETAKEN: 
	D 0 Stroke date: 
	Nocturnal Pain pain at night: 
	Medications: 
	undefined_2: 
	Family History 0 Cancer 0 Diabetes D High Blood Pressure 0 Cardiovascular ProblemsStroke: 
	Date_3: 


