Culbreth Chiropractic Clinic - Confidential Patient History- PLEASE PRINT

GENERAL INFORMATION

PATIENT'S NAME: Age:
ADDRESS: Zip: Birth Date:

Home Phone:
SOCIAL SECURITY # Work Phone:
OCCUPATION

Your Email Address:

EMPLOYER No. of Children

SPOUSE OR GUARDIAN
SPOUSE'S EMPLOYER

COMPLAINT HISTORY
Describe your current complaint and how the problem began:

How long have you had this condition?

Date of Onset

How would you describe the pain?

()Sharp () Soreness ( ) Throbbing ( ) Tingling ( ) Dull ( ) Stiffness ( ) Spasm ( ) Burning
( ) Ache ( ) Weakness ( ) Numbness ( ) Shooting

How would you rate the intensity of your pain ? (Circle the appropriate number)
0 1 2 3 4 5 6 7 8 9 10
(no pain) (moderate pain) (terrible/unbearable pain)

How often is the pain present ?
( ) Constant (81-100%) () Frequent (51-80%) ( ) Occasional (26-50%) ( ) Intermittent (25% or less)

Since the problem began is the pain:
() Getting worse () Getting better () Staying the same

What makes your problem better?
() Nothing () Walking () Standing () Sitting () Moving around/exercise () Lying Down () Inactivity

What makes your problem worse?
() Nothing () Walking () Standing () Sitting () Moving around/exercise () Lying Down () Inactivity

Are you currently taking any medications? ()Yes ()No
If yes please describe:

Have you ever had a same or similar condition? ( ) YES ( ) NO
If yes, Type When
Type When

What surgeries have you had?




Please shade in the figures below where you have pain or other symptoms:
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PAST OR CURRENT SYMPTOMS/CONDITIONS
Symptom Past Present Symptom Past Present
() () () ()
Neck Pain ......cccccevevviineenns () () High Blood Pressure............. () ()
Shoulder Pain..........cc.cee.... E ; g ; Heart Condition................... E ; g ;
Arm/elbow Pain.................. () () Respiratory condition.......... () ()
Hand Pain.......................... () () Digestive problems .............. () ()
Upper Back Pain................ () () Kidney/bladder problem...... () ()
Lower Back Pain................. () () Menstrual problems ............. () ()
Pain in upper leg or hip ....... E ; g ; Breast soreness/lump ........... E ; g ;
Pain in lower leg or knee .... () () Sinus conditions................... () ()
Pain in ankle or foot........... () () Allergies/asthma.................. () ()
Jaw Pain......ccccocoevevevcnnnn. () () CaNCES v () ()
Swelling/stiffness of joints .. E ; g ; Stroke...ooveeeieeiieeee, E ; g ;
Headaches .......cccccovveeeennnee () () Excessive weight loss/gain... () ()
Dizziness......cccccceevverenneen. () () Skin conditions ................... () ()
Fainting Spells ..........cc........ () () ARNFLS o, () ()
Convulsions ......ccccceeervneenne () () Diabetes.......ccccovvvviieeeennnen. () ()
General prolonged fatigue.. E ; 2 ; Prostate condition ............... E ; 2 ;

Condition of uterus/ovaries

Comments:




Is this injury work related? Have you reported it to your employer? Is this injury related to
an auto accident ? (If yes give name of auto insurance of the car that you were in)
Company Policy # Claim #

Do you have health insurance? () Yes () No Company

Claims mailing address Policy #
Are you covered by any other group or individual policy through yourself or your spouse? ( ) Yes ( ) No
Claims mailing address Spouse's Social Security #

Are you pregnant? ( ) Yes ( )No ( ) Possibly

Nearest relative not living with you
Address Phone #: ( ) Relationship

Patient's Signature

Date




