
Name:___________________ _

General Medical Information

Please list your current medical conditions: (Circle each that applies)

Acid Reflux, Anxiety, Arthritis, Asthma, Bipolar, Cancer, Colon Disease, COPD, Dementia,

Depression, Diabetes, Blood Disorders, Heart Disease, High Blood Pressure, High Cholesterol,

IBS, Joint Pain, Kidney Disease, Liver Disease, Migraines, Osteoporosis, PCOS, Seizures, Stroke,

Thyroid Disease

Other: ____________________________________________

Medication List:_____________________________________________________

__________________________________________________________________

Surgical History with Dates:___________________________________________

_________________________________________________________________

Family Medical History: (Circle each that applies)

Acid Reflux, Anxiety, Arthritis, Asthma, Bipolar, Cancer, Colon Disease, COPD, Dementia,

Depression, Diabetes, Blood Disorders, Heart Disease, High Blood Pressure, High Cholesterol,

IBS, Joint Pain, Kidney Disease, Liver Disease, Migraines, Osteoporosis, Seizures, Stroke, Thyroid

DiseaseOther:______________________________________________________

Have you had previous chiropractic care:_______________________________

Please list any other things you would like to

discuss:_______________________________________________________________



Height:____________ Weight:____________

Do you feel your over all condition is – getting better staying the same getting worse

List your areas of pain:

1.)_____________________ Pain level 0-10 ____________

The pain is – Dull Aching Sharp Numb Tingling Burning Throbbing

Is the pain more on the - Left Middle Right

Does the pain cause numbness in the arms/legs? If yes where. _______________

When did this pain start?____________________________________________

What makes pain worse?____________________________________________

What makes pain better?____________________________________________

Is the pain: Constant Frequent Intermittent Occasional Random

2.)_____________________ Pain level 0-10 ____________

The pain is – Dull Aching Sharp Numb Tingling Burning Throbbing

Is the pain more on the - Left Middle Right

Does the pain cause numbness in the arms/legs? If yes where. _______________

When did this pain start?____________________________________________

What makes pain worse?____________________________________________

What makes pain better?____________________________________________

Is the pain: Constant Frequent Intermittent Occasional Random

If you have more than 2 areas of pain please ask the front desk for a second sheet.


