Primary Health Concern (History of Present Illness)

Patient Name: ____________________________________ __________________________Date:  ______________________ 
Chief Complaint: __________________________________________________Date of onset_________________________
Body Area(s) Involved:    ( Cervical    ( Spine, Ribs, Pelvis    ( Upper Extremity    ( Lower Extremity

Condition: 
(  New      ( Acute     (  Recurrence (Acute)     (  Chronic     (  Recurrence (Chronic)              
Mechanism of Onset:  


(  Auto 
(  Work Related:    ( Fall     ( Falling Object     ( Lifting     ( Overexertion     ( Repetitive Motion   

(  Other:   ( Unknown Cause     ( Overexertion     ( Repetitive Use     ( Slept Wrong     ( Slip or Fall   

Description of Onset of Complaint: _______________________________________________________________________

Current Symptoms:      (  Pain          ( Numbness          (  Stiffness          (  Weakness

Location:  Left  /  Right  /  Bilateral  _________________________________________________________________________

Quality:
   ( Burning        ( Diffuse        ( Dull/Aching        ( Localized        ( Radiating        ( Sharp        ( Shooting     

   ( Stabbing       ( Throbbing  (  Tightness           (  Tingling         (  Other _________________________________

Radiation:  Left  /  Right  /  Bilateral  _____________________________________________________________________

Weakness:  Left  /  Right  /  Bilateral  _____________________________________________________________________
 Level of Impairment Due to Symptoms (Resting):

Not much   0  
    1
        2            3
        4
         5           6           7
        8
          9           10  worse
Level of Impairment Due to Symptoms (With Activity):

Not much   0  
    1
        2            3
        4
         5           6           7
        8
          9           10  worse
Timing:     Worse:   (  Morning    (  Afternoon    ( Night    (  with Activity;     
( Constant       (  Intermittent

Context:        Better with:   (  Warm Temp  (  Cold Temp           Worse with:   (  Warm Temp   (  Cold Temp   (  Damp

Assoc Signs and Symptoms:   (  Blurred Vision    (  Depression
     (  Dizziness
               (  Irritability/Mood Swing
 

       (  Localized Tingling       (  Nausea
            (  Ringing in Ears     (  Sleep Disturbance   (  Stiffness  

Headaches:
Location:  (  Occipital   (  Frontal     (  Left Temporal    (  Right Temporal    (  Parietal    (  Sinus



Quality:    (  Dull            (  Sharp       (  Throbbing          ( Stabbing                 (  Aura         (  No Aura



Types:       (  Hat Band  (  Cluster     (  Migraine             (  Tension



Other:  (frequency/duration/time of day) ___________________________________________________

Modifying Factors:

Symptoms Better With:  
(  nothing helps 
(  activity  
(  bending  
(  applying cold  
(  applying heat

(  massage
(  movement
(  OTC meds
(  Rx meds  
(  rest 

(  stretching 
(  sitting
(  standing  
(  twisting  
(  walking               

Since condition began, has anything permanently helped you?     (  YES    (  NO
Has anything that you have done, thus far, fixed you problem?    (  YES    (  NO
Past Health History – Fill out carefully as these problems can affect your overall course of care.

Previous Chiropractic Care:
( I have not previously seen a Chiropractor.

Doctor’s Name: ________________________ 
Location: ______________________  Date of Last Visit: ___________

Were you satisfied with your care?   ( Yes  ( No.  Why?  _________________________________________________

Other Doctors who have treated you for this condition_______________________________________________________________
Childhood Illness (es):
LIST all health conditions.  CIRCLE all CURRENT conditions.
_______________________________________________________________________________________________________
Adult Illness (es):  LIST all health conditions.  CIRCLE all CURRENT conditions.
_______________________________________________________________________________________________________
Surgery (ies):
LIST All Surgical Procedures.  Write the DATE of the Procedure immediately afterward.    
_______________________________________________________________________________________________________
_______________________________________________________________________________________________________
Women ONLY:
Mark all that apply below.    
	 I AM:            ( currently pregnant
	  (  NOT pregnant
	( unsure

	 Past Pregnancy History:      ( C-section
	  ( vaginal delivery
	( miscarriage


Injury (ies):
Mark or List All Injuries.  Write the DATE of the Injury immediately afterward.
	( back injury
	( broken bones
	( fall (severe)
	( fracture

	( disability (ies)
	( head injury
	( loss of consciousness
	( joint injury

	( laceration (severe)
	( motor vehicle accident
	( soft tissue injury
	( other:


Current Medications – please list all.

	
Medication
	Dosage
	For What Condition?
	How long taking this? 

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Things you currently do to support your health;
( drink plenty of water   ( exercise regularly   ( get plenty of rest    ( acupuncture  ( pray/meditate   ( yoga/pilates/aerobics 

( homeopathic remedies   ( maintain positive attitude   ( self improvement books   ( eat organic foods 
( vitamins, minerals or herbs   ( maintain proper weight    ( regular massages    ( counseling/therapy    ( orthotics/heel lifts       

( use cervical pillow     ( attend religious services     ( annual physical exams  
Employment:  

Occupation/Job Title: _______________________________________________    Work: _____  hrs  /  day or  week
Description of Work: ______________________________________________________________________________________

Condition’s Effect On Job Performance: 


   ( Mild  Painful (Can do) ( Mod  Painful (limited ability)  ( Mod/Sev Limited Duty   ( Sev No Limited Duty     (  Sev (can’t do limited duty) 
Daily Activities:  Effects of Current Condition on Performance - circle only those that apply
Bending:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform     

Carrying Groceries:
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform    

Change Posn–Sit-Stand: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform 

Climb Stairs:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform


Driving:


(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform 


Extended Computer Use: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform
 

Household Chores: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform

Kneeling:
 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform

Lift Children:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform   


Lifting:

 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform

Pet Care:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform

Reading (Concentration): 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform

Self Care–Bathing: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  
  

Self Care–Dressing:
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  

Sexual Activities: 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  
 

Sleep:


(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  
 

Static Sitting:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  
 

Static Standing:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform

Walking:

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform 

Yard Work: 

(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (Limited)   (  Sev  Unable to Perform  



Recreational Activity: Effects of Current Condition on Performance

___________________ 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (limited)   (  Sev  Unable to Perform  

___________________ 
(   No Effect   (   Mild  Painful (Can do)  (  Mod  Painful (limited)   (  Sev  Unable to Perform  

