
CHIROPRACTIC CARE CASE HISTORY

DATE:NAME:

ADDRESS: CI'TY; STATE: _-- ZIP:

TELEPHONE (HOME): (MoBtLE): E-MAIL:

SOCIAL SECURITY: DRIVER LIC#:.

A G E : - B | R T H D A T E : S E X : _ . M A R | T A L S T A T U S : M s W D N U M B E R o F C H l L D R E N :

HEIGHT: WEIGHT: REFERRED BY:

OCCUPATION: EMPLOYER: YEARS EMPLOYED:

EMPLOYERS ADDRESS: CITY:

STATE: ZIP: EMPLOYER'S PHONE: EXT:

SPOUSES NAME: OCCUPATION EMPLOYER:

WHAT IS YOUR MAJOR COMPLAINT?

HOW LONG HAVE YOU HAD THIS CONDITION?

HAVE YOU HAS THIS OR A SIMILAR CONDITION IN THE PAST?

WHAT AGGRAVATES YOUR CONDITION?

IsTHIscoNDITIoNGETTINGPROGRESSIVELYWORSE? YESN NOO CONSTANTCI COMESANDGOESO

HOW LONG HAS IT BEEN 5INCE YOU REALLY FELT GOOD?

LIST SU RGICAL OPENATIONS;

ARE YOU TAKING ANY MEDICATIONS?

OTHER DOCTORS SEEN FOR THIS CONDITION: MD O DC f, DO O DDS D

DOCTOR'S NAME: DIAGNOSIS:

X-RAYS OR OTHER TAKEN?
,.. ,11

WHEN: RESULTS:

PHYSIOT{fiRAPY: € LENGTH OF TIME UNDER CARE: WERE YOU OFF VVORK?

IF SO, HOW LONG:

INSURANCE INFORMANON

AREyoucoVEREDBYMEDICARE? YEsCI NOnMEDICARE#:-STATEINSURANCEAID? YESn NoO

Do YoU HAVE ANY GRoUP, UNIoN oR PERsoNAL HEALTH AND ACCIDENT INSURANCE? VTS CI NO C]

NAME OF INSURANCE COMPANY: POLICY fi: GROUP #:

ADDRESS:

PHONE:

CIW: STATE: 7tP:

AGENT: clArM #:

I clearly understand and agree that all of the servlces rendered to me are charged direitly to me and that I am personally responslble for payment. I

also understand that lf I suspend or termlnate care and treatmen! any fees for professlonal servlces rendered to me wlll be lmmedlately due and

payable.

I AI.SO AGREE TO PAY AND COTI.ECTION FEES ASSOCIATED WITH MY BILT INCUNRED AT TTIIS OFFICE.

Patlent's Signature: Dat€:



Carlsbad Chiropractic

Name Date

In the drawing below please i$dicate where you sre experiencing pain by
drawing in the lEtter nbbrp-viatim (r) on the diagram that mast nccurately
refleets the type of discomfortthnt you hnvs experiencing.

Nurnbness ** |r[
Sharp ps.in x P

Tin6ling ==T Dull fain xP
Bunring mS Stiffie$$ mg



SYMPTOM SURVEY
NAME DATE

l. GENERAL SYMPTOMS: (Circle as many ae apply)

A) Nervousness B) Irritability C) Faugue D) Deptession

E) Loss of Sleep F) Tension G) PMS FI) Iaw Pain

. MIDBACK (Circle as-many as apply)

A) Pain 1) Left 2) Right 3) Both

Pain l-evel 1) Mild 2) Moderate 3) Sever

Pain Typ. 1) Sharp/Stabbing 2) Dull Ache

B\ Musde Spasm 1) Left 2) Right 3) Both

r. CHES'f: (Circle aB many as apply)

A) Deep Chest Pain 1) Left 2) Right 3) Both

Pain Icvel 1) Mild 2) Moderate 3) Sever

B) Pain Atound Ribs 1) Left 2) Right 3) Both

C) Shortness tif Breath

D) IneFular lleartbeat

l. ABDOhIINAL SYMPTOMS: (Circle as many as apply)

A) Pain 1) Mild 2) Moderate 3) Sever

B) Nervous Stomach C) Heartburn D) Gas E) Constipatio

Dinrthea G) Nausea Indiqestion Loss of Appetitr

0. LOWBACTC (Circle as many as apply)

A) Uppet Lurrbar Pain

B) Lower Lumbar Pain

C) Sacroili^c Pain

D) Musde Spasm

Low Back Pain Irvel

1) Left 2) Right 3) Both

t) Left 2) Right 3) Both

1) Left 2) Right 3) Both

1) Left 2) Right 3) Both

1) Mild 2) Modetate 3) Sever

11. HIPS AND LEGS: (Circle as many as apply)

A) Pain in Buttocks 1) Left 2) Right 3) Both

Pain Level 1) Mild 2) Modemte 3) Sever

B) Pain itt HipJoint 1) Left 2) Right 3) Both

Pain lrvel 1) Mild 2) Moderate 3) Sever

C) Pain Down L.g 1) Left 2) Rrght 3) Both

Location 1) Front 2) Baclc 3) Side

Pain Rediates to 1) Knee 2) Calf 3) Foot

D) Numbness Down L.g 1) Left 2) Right 3) Both

Location 1) Front 2) Back 3) Side

E) Pins & Needles (Legs) 1) Left 2) Right 3) Both

Location 1) Front 2) Back 3) Side

F).Knee Pain Leg 1) Left 2) Right 3) Both

G) L.e Cmmps 1) Left 2) Risht 3) Both

2. HEI\D: (Circle as many as apply)

A) I-Ieadache 1) Mild 2) Moderate 3) Sevete

H o w o f t e n :  ( 1  2 3 4  5  6 7 )  P e r  ( D a y l W k / M " )

Are they: 1) Sharp 2) Dull

Are they, 1) Constant 2) Intemrittent

Where l-ocated, 1) Back of Head 2) Forehead

3) Temple 4) Right Side

5) Left Side 6) Behind Eyes

ll) l,ight Fleaded C) Memory Loss D) Fainting

E) Blurred Vision F) Double Vision G) Sensitivity to Light

[-l) I-oss o[ Balance I) Flearing Loss D Ri"eine in Ears

t. NECK: (Circle as many as apply)

A) Pain l) Left Side 2) Right Side 3) Both

Pain Level 1) Mild 2) Moderate 3) Severe

Pain Increased by: 1) Forward Movement

2) Baclcruard Movement

3) Rotate Head Rt 4) Rotate Head Lt

5) Bend Neck Rt 6) Bend Neck Lt

B) Sti{qess C) Muscle Spasm D) Grindine/cmri's Sounds

4. SHOUIJERS: (Circle as meny as apply)

A) l'ain in Joint 1) Left 2) Rbht 3) Both

B) l'ain Across Shoulder 1) Left z) Right 3) Both

q l-imitation o[ Movement l) Left 2) Right 3) Both

Dyfeniion 1) Left z) Right 3) Both

5. ARMS: (Circle as many as apply)

A) l'ain in Upper Arm 1) Left 2) Right 3) Both

.l)) Pain In Elbow 1) Left z) Right 3) Both

C) Pain in Forearm 1) Left 2) Right 3) Both'  r ' ^
D) Pins & Neetlles (Arm) 1) Left z) Right 3) Both

E) Pins & Needles (Forearm) 1) Left z) Right 3) Both

l) Numbness in Arm 1) Left z) Right 3) Both

G) Numbness in Forsan4 1) Left z) Right 3) Both

6. TIANDS: (Circle as many as apply)

A) l'ain in Wrist 1) Left 2) Right 3) Both

B) Pain in Fland 1) Left 2) Right 3) Both

C) Pins & Needles (Hand) 1) Left 2) Right 3) Both

D) Numbness (l-Iand) l) Left i ' 
Z) Right 3) Both

2. FEET: (Circle es many as apply)

A) Ankle Pain 1) Left z) Right 3) Both

B) Swollen Ankle 1) Left 2) Right 3) Both

Q Foot Pain 1) Left 2) Right 3) Both

D) Numbness of Feet 1) Left 2) Right 3) Both

E) Swollen Feet 1) Left 2) Right 3) Both

F) Cramps 1) Left 2) Riqht 3) Both
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