PATIENT CASE HISTORY
NAME DATE

Chief complaint:

Pain is: Severity is: Quality is: Pain ison:
__ Constant __ Mild ___Aching _ Leftside
____Off&On ___Moderate ___Burning ___ Rightside
__Came Sudden __ Severe __ Numbness ___Both sides/Center
__Came Gradual Other

Pain Level: On a scale of 0-10, with O being you are pain free and 10 being your pain is at its worst, rate yourself.

0 1 2 3 4 5 6 7 8 9 10
Other complaint:
Pain is: Severity is: Quality is: Painison:
__ Constant __ Mild ___Aching __ Leftside
___ Off&On __ Moderate __ Burning ___ Rightside
__Came Sudden __ Severe __ Numbness ___Both sides/Center
__ Came Gradual Other.

Pain Level: On a scale of 0-10, with O being you are pain free and 10 being your pain is at its worst, rate yourself.

0 1 2 3 4 5 6 7 8 9 10
Other complaint:
Pain is: Severity is: Quality is: Pain ison:
__ Constant __ Mild ___Aching _ Leftside
__ Off&On __ Moderate __ Burning __ Rightside
__Came Sudden __ Severe _ Numbness ___Both sides/Center
__ Came Gradual Other.

Pain Level: On a scale of 0-10, with O being you are pain free and 10 being your pain is at its worst, rate yourself.

0 1 2 3 4 5 6 7 8 9 10

Explain When and How it happened:

What makes condition Worse?

What makes condition Better?

Pain/Discomfort is Worse in: am pm __ neither
Is your pain getting: BETTER WORSE STAYING THE SAME
Have you had this problem before: No, If Yes, when?

Describe other Dr.'s treatment:
Drugs and supplements you are currently taking:

Any past car accidents, falls/trauma ever:

Past surgeries:

Have you ever had a broken leg? Yes No
Have you ever had knee surgery? Yes No

Do you wear a heel lift?
Yes No

Previous Chiropractic Care?
Yes No

Loss of bowel/bladder control? Yes No
Do you smoke?

Yes No
How long? How many packs/day?

Pregnant? Yes/No Beginning date of last menstrual cycle:



Any History of:

__Headache __Poor Circulation __Hot Flashes
__Constipation __Fatigue __Nervous/Depressed
__Diarrhea __Deafness __High Blood Pressure
__HIv+ __Bladder Problems __lrregular Cycle
__Sinus/Allergy __Loss of Sleep __Arthritis
__Hemorrhoids __Ear Noises __Diabetes
__ltching __Kidney Problems __Cancer
__Dizziness/Nausea __Ulcers/Indigestion
__Asthma __Eye Pain

Pain Drawing

On the diagram below, please mark where you are experiencing your symptoms
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