
Name:____________________________________ Date:_____/_____/_____ 

Birth Date: ______/______/______ Age:_________ Gender: M / F  

Marital Status: Single Married Divorced Partnership Widowed 
Number of Children: ______Ages:___________________________ 

Address: _____________________ City: __________________State: ______ 

Phone: _________________ Cell: _____________ Other: _______________ 

Occupation: ________________________ Employer: ___________________ 

Who may we thank for your referral? ________________________________ 

Emergency Contact: ________________ Relationship: __________________ 

Home Phone: ______________ Cell: ____________ Work: ______________ 

CHIEF COMPLAINT: 

______________________________________________________________ 

History of Present Illness:Location of pain or problem: 

______________________________________________________________ 

When did it Start________________________________________________  

Describe severity and duration: _____________________________________ 

Anything make it better or worse: ___________________________________ 

Since the onset of the problem, do you feel your condition is improving or 

deteriorating? 

_______________________________________________________________ 

_______________________________________________________________

Any other symptoms that are coinciding with this condition? 

_______________________________________________________________ 

_______________________________________________________________ 
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MEDICAL HISTORY 

NAME:_________________________________________________________________________ 

TOBACCO USE: YES/NO HOW MUCH?__________ RECREATIONAL DRUGS?_____________ 

HOW OFTEN DO YOU CONSUME ALCOHOLIC BEVERAGES? __________________________ 

CAFFEINE CONSUMPTION?______________________________________________________ 

DO YOU EXERCISE______________________________________________________________ 

EXPOSURES TO: ___PAINT ___SOLVENTS ___CHEMICALS___DUST ___NOISE___OTHER 

CURRENT MEDICATIONS:________________________________________________________ 

_______________________________________________________________________________ 

KNOWN ALLERGIES:_____________________________________________________________ 

_______________________________________________________________________________ 

(FEMALES) ARE YOU PREGNANT?     YES       NO 
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