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Date ____________________ 

Please fill out this form in detail.  

The information will be used to assist the doctor in best serving you.  

This information is confidential and will only be used for clinical purposes.    

Patient Information 

Name (First, MI, Last) ________________________________________ Preferred Name: __________________ Female   Male        

Address: ___________________________________________________________       Apt./Unit Number ________________________ 

City: _______________________________________________  State: ________________      Zip Code: ________________________ 

Cell #: ___________________________   Work #: _____________________________  Home #:_______________________________ 

Email: __________________________________________ Birth Date: ______________________ SSN: ________ - _____ - ________ 

Occupation: ____________________________________ Employer or School: _____________________________________________ 

Marital Status:     Single         Married           Other     Spouse’s Name: ________________________________________________ 

Name/Ages of Children At Home: _________________________________________________________________________________ 

Name and Number of Emergency Contact: _________________________________________________________________________ 

How were you referred to Kinetic Chiropractic? 

 Family Member             Friend             Doctor          Internet            Phone Book          Other _______________________ 

Please list the name of the family member, friend or doctor that referred you: _______________________________________________ 

Have you been to a chiropractor before?      No        Yes      Approximate Date of Last Visit _________________________________ 

Reason for Today’s Visit 

Chief complaint _______________________________________________________________________________________________ 

How long ago did your symptoms begin? _________________________________ Have you had this problem before?     Yes    No       

How did this problem start? ______________________________________________________________________________________ 

Is the problem related to an auto/work accident?   No    Yes       If yes, what is the date of the accident? _______________________                      

Describe your current pain:    Dull Ache    Sharp / Stabbing     Numb/Tingles     

Average pain intensity:     (circle one)   0    1      2     3     4     5     6     7     8     9     10 

Overall, my condition is:     Getting Worse    Getting Better     Staying the Same     

How frequently do your symptoms occur?    

 Constant (76-100% of the time)                Frequently (51-75% of the time)       

 Occasionally (26-50% of the time)                Intermittently (0-25% of the time) 

How much does your condition interfere with your usual daily activities? 

 Not at all   A little bit   Moderately   Quite a bit   Extremely    

In general, you would say your overall health right now is…  

Excellent         Very Good      Good           Fair          Poor 

What makes it better? _____________________________________________________   

What makes it worse? _____________________________________________________   

Have you seen anyone else for this condition?        Yes         No 

     If Yes, who? _________________________________________________________  

     Type of treatment(s) tried _______________________________________________    

     Results: _____________________________________________________________ 

Secondary complaint (if applicable) _________________________________________     

______________________________________________________________________ 
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Please mark all areas of concern. 



Page 2 of 2 
 

                    
 

Past  Present Past Present Past Present 

 

Current Health Status 

Average exercise level:                                                                    Frequency of exercise: 

 None          Light            Moderate         Intense                 Daily            Occasionally       Other _______________________ 

Describe your level of activity at work: 

 Sedentary                 Active                  Physically Demanding 

Do you take any medications or vitamins?      No        Yes 

   If yes, please list: ____________________________________________________________________________________________ 

                                 ____________________________________________________________________________________________ 

Do you have any known allergies?      No       Yes 

   If yes, please list: ____________________________________________________________________________________________ 

                                 ____________________________________________________________________________________________ 

Please list any past accidents / injuries: ____________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Please list any previous surgeries: ________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

Women: Are you / is there a possibility you may be pregnant?       No       Yes       If yes, what is your due date? _____________________ 

Family History 

Father:      □ Heart Disease □ Cancer □ Diabetes □ Heavy Medication Use □ Arthritis      □ Other________________________ 

Mother:     □ Heart Disease □ Cancer □ Diabetes □ Heavy Medication Use □ Arthritis      □ Other________________________ 

Is there any other family history you want us to know? ______________________________________________________________________________ 

 

Patient Name __________________________________________________________ Date ____________________________________ 

  Headaches   Shortness of Breath   Cancer          _______________ 

  Migraines   Asthma   Diabetes      Type I ____ II ____ 

  Scoliosis   Low Blood Pressure   Fibromyalgia 

  Herniated/Bulging Disc   High Blood Pressure   Depression 

  Dizziness   Heart Disease   Anxiety 

  Fainting   Heart Pacemaker   Chronic Constipation 

  Trouble Sleeping   Heartburn   Chronic Diarrhea 

  Numbness   Dental or Jaw Problems   Poor Appetite 

  Multiple Sclerosis   Loss of Hearing   Enlarged Prostate 

  Parkinson’s Disease   Ringing in Ears   Erectile Dysfunction 

  Stroke History   Loss of Vision   Menstrual Cramps 

  Arthritis   Frequent Colds   Irregular Periods 

  Osteoporosis/Osteopenia   High Stress Level   Tobacco Use- Packs/Day _____ 

  Kidney Stones   Other ______________________________________________________ 

General Health History 
Please indicate if you have or have had any of these conditions 


