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BRIEFLY DESCRIBE YOUR CURRENT PROBLEM
Be specific about the pain/weakness/numbness you are experiencing:
(Circle)
Low Back Pain
Neck Pain
Right  /  Left  Leg Pain
Right  /  Left  Arm pain 
Other ________________________


Started When?: __________________   Work Related?  ____Yes  ____No   If Yes, off work for more than 1 month?  _______________________
FOR THIS PROBLEM HAVE YOU HAD (Please circle as indicated):  
X-ray’s, MRI, CT Scan or Other Tests?    Yes      No      What Type?  _____________________When? ____________________________________

Have you had previous spine surgery?      Yes      No       If Yes, how many surgeries?________ When?____________________________________
Have you had Physical Therapy?              Yes       No      Have you had Injections?  Yes       No   Have you had Chiropractic Treatments?  Yes       No      
Please list any medicines taken currently for this problem:_______________________________________________________________________

Please list any medicines taken previously for this problem:______________________________________________________________________

Are you currently working?  Yes      No     If Yes, what is your occupation?___________________________________________________________
If No, is it due to this problem?    Yes       No      If No, Please circle:
  Retired 
    Homemaker 
Permanently disabled 
Unemployed 

Can you do the things you enjoy?
   ______None
______Very Little
     _______Some
       ______Most
         _______All   
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Patient / Family Signature ________________________________________   Date: ________________        Time: ________________





Provider Signature: ________________________________  Provider ID: _____________ Date: ______________  Time: _____________








Chart Location: Patient Questionnaire








Social History:


What do you do for exercise? ___________________________





       	Yes      No	Quit?  When?


Do you drink alcohol?  	___     ___	___    _______


Do you smoke tobacco products?	___     ___	___    _______


Do you take recreational drugs?	___     ___	___    _______


Drug/alcohol dependency?                ___	    ___





Review of Systems:





Have you had any of the following?		


  Yes	       	No


Recent fever	___	___


Recent weight loss	___	___


Easy bruising	___	___


Easy bleeding	___	___


Vision Changes	___	___


Dizziness	___	___


Difficulty walking	___	___


Depression	___	___


Mood Changes	___	___


Seizures	___	___


Headaches	___	___


TB	___	___


Pneumonia	___	___


Chest pain	___	___


Shortness of breath	___	___


Nausea \ Vomiting	___	___


Stomach pain	___	___


Blood in urine	___	___


Difficulty urinating	___	___


Loss of bladder control	___	___


Loss of bowel control	___	___


Arthritis	___	___


Swollen Joints	___	___


 Arm Leg Swelling\Edema(circle)	___	___














Do you have: 


                                        			Yes   No                    Cancer\Type _______________________       	___   ___	


Diabetes    		___   ___	 


High Blood Pressure  		___   ___	


Heart Attack \ Disease \ Stroke   	___   ___	


Asthma\Emphysema\COPD	___   ___	


Seizures		___   ___	


Osteoporosis		___   ___	


Stomach Ulcers		___   ___	


Thyroid Disease		___   ___	


Other Medical Illnesses:_______________________________


 __________________________________________________


__________________________________________________





Any Family members with these problems?:


                                        			Yes   No                    Cancer\Type _______________________       	___   ___	


Heart Attack \ Disease \ Stroke  	___   ___	 


Problems with Anesthesia  		___   ___	


Bleeding or Blood Clotting problems	___   ___	


Osteoporosis		___   ___	


Other __________________________________








Please shade all locations you have pain or discomfort
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