Patient History Form
SCS Chiropractic Clinic Pt # Date

PLEASE CHECK ALL ASWERS THAT APPLY AND FILL IN BLANKS WHERE APPROPRIATE. The
information you provide concerning your medical history assists your doctor in understanding your state of health. This
is important information. Please be thorough.

Please describe the condition that brings you to our clinic:

Please describe the character of your current discomfort (YOUR MAY CHECK MORE THAN ONE RESPONSE):
) Sharp/Stabbing [Ache [Dull [ISoreness [IWeakness [Throbbing/Gnawing [CNumbness [IShooting
OGripping/Constricting  [JBurning Tingling

How often are the complaints present? [J Constant (more than 75% of the time), CFrequent (51-75%),

[JOccasional (26-50%) I Intermittent (25% or less)

On a scale of 0 to 10 (with 10 being the worst), of bad isthepain? 0 1 2 3 4 5 6 7 8 9 10
None Unbearable
How did the problem begin?

When did it begin? (Specific Date if Possible)
Did your pain start: 1 Immediately after a specific incident [ Multiple Incidents [ Gradually over Time CUnk
Is the pain [ Increasing [ Decreasing [IStaying the Same [1Comes and Goes

What treatment have you received for this condition? [INone [ISurgery [lInjections [JPhysical Therapy

1 Medications 0 Other
Were you previously treated for this problem? [O0Yes [No If Yes, by [J Chiropractor ©TMD [ Therapist
[ Other (Specify dates, type of treatment and results

What helps the symptoms feel better? 1 Nothing CLying Down [ Walking [JStanding [ Sitting
[0 Movement/Activity [ Inactivity [ Other
What makes the symptoms feel worse? ? 1 Nothing 1 Lying Down [ Walking [ Standing [ Sitting
U Movement/Activity [ Inactivity [ Other
How would you grade your general stress level? [ No Stress 1 Minimal Stress [ Moderate Stress [ Greatly Stressed
Physical Activity Level at Work: [ Sit 50% or more of the day [ILight Manual labor [IGeneral labor (1 Heavy labor
General Physical Activity: [INo Regular Exercise [ Light Routine Exercise [ Strenuous Routine Exercise
Who is your family doctor? May we have your permission to consult with your
family doctor regarding your current condition? [JYes [J No

MARK THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS (INCLUDING PAIN,
NUMBNESS, ACHE OR TINGLING).




If you have ever had a symptom listed below in the past, please check the PAST column. If you are presently troubled
by a particular symptom, check the PRESENT column.

PAST PRESENT PAST PRESENT

O [J  Neck Pain 0 0 Irregular Menstrual Flow

0 [1  Shoulder Pain 0 0 Profuse Menstrual Flow

0 [0 Painin Upper Arm/Elbow 0 0 Breast Soreness/Lumps

0 [0 Hand Pain 0 0 Vaginal Discharge

0 00 Upper Back Pain 0 0 PMS

0 [0 Lower Back Pain 0 0 Loss of Bladder Control

0 00 Upper Leg/Hip Pain 0 0 Painful Urination

0 [0 Lower Leg/Knee Pain 0 0 Frequent Urination

0 [0 Ankle/Foot Pain O 0 Abdominal Pain

0 00 Jaw Pain 0 0 Constipation/Irregular Bowel

0 0 Joint Swelling/Stiffness 0 0 Difficulty Swallowing

0 00 Fainting/Nausea 0 0 Heartburn/Indigestion

0 [0 Convulsions 0 O Dermatitis/Rash/Eczema

0 [0 Dizziness Please Check Any That Apply to You:

0 [0 Headache 0 0 Tobacco Use

0 [0 Muscular Incoordination 0 0 Alcohol Use

O [  Tinnitis (Ear Ringing) O O Birth Control Pills

O [J  Rapid Heart Beat O O Medications

0 [l Chest Pains

O [ Loss of Appetite

O J  Abnormal Weight [J Gain O O Drug or Alcohol Dependence
U Loss O O Constipation/Irregular Bowel

Excessive Thirst O O Pregnancy
Chronic Cough O O Surgical Procedures (please list)

Chronic Sinusitis
General Fatigue
Chronic General Body Pain 0

I B |
I B |

O

Coffee/Tea/Caffeinated drinks
(cups per day )

Do you have a permanent disability rating? [ Yes [J No Body Part
Date you received disability rating: [ Disability Percentage: %

Present Body Weight pounds. Present Height feet inches
Is there a family history of any type of disease (i.e. heart disease, cancer)?:

Please indicate if you have, or have had, any of the following disorders:

Past Present Condition Past Present ~ Condition

0 0 Depression 0 O Emphysema

O 0 Aneurysm 0 0 Arthritis

0 0 High Blood Pressure 0 0 Diabetes

0 0 Angina 0 0 Ulcer

0 0 Heart Attack 0 0 Kidney Stones

0 0 Stroke 0 0 Bladder Infection
0 [ Asthma O O Allergies

0 0 Cancer 0 0 Irritable Bowel/Colitis
0 0 Prostate Problems 0 0 HIV/AIDS

0 0 Blood Disorder 0 0 Kidney Disease

0 0 Anorexia 0 0 Other

Patient Signature Date:

SCS Chiropractic Clinic



