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Application for Treatment

Name Date SSN#
Street City/State/Zip

Phone (H) (w) (Cell) E-mail

Date of Birth Age Referred By

Employer Occupation

Marital Status Mame of Spouse MNo. of Children
Emergency Contact Person Phone

Describe symptoms and rate them from )
1 (very mild discomfort) to 10 (extremely painful). Indicate areas of

current discomfort, Wt

Symptoms are occurring (circle one)

Occasionally Frequently Constantly
How are your symptoms changing since they began? (circle one)
Getting Better Getting Worse Unchanged Coming and Going

Have you ever had this condition before? YES NO When?

Describe any/all treatment you have already received for your current condition:

Describe how your condition affects your lifestyle/work/sleep
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My condition affects my ability to: (circle) bend stand walk lift sit stand up drive reach

get out of bed push/pull climb stairs Other:

How long have your current symptoms been present?

What caused you current complaints?

How did your symptoms begin? (circle) gradually suddenly

What makes your symptoms feel better?

What makes your symptoms feel worse?

Symptoms are worse during (drcle) morning afternoon evening not applicable
I feel (circle)  Dull Pain Sharp Pain Burning Aching Throbbing Tingling Numbness

Describe any past accidents/falls

List any/all surgeries performed

List current medications/supplements

Do you have a personal and/or family history of any of the following? (please circle all that apply)

Dizziness NO SELF  FAMILY Cancer NO SELF  FAMILY
Plaque in Arteries NO SELF  FAMILY Diabetes NO SELF  FAMILY
Stroke NO SELF  FAMILY Arthritis NO SELF  FAMILY
High Blood Pressure  NO SELF  FAMILY Scoliosis NO SELF  FAMILY
Heart Disease NO SELF  FAMILY

When not in pain, I typically exercise? (circle) Never Rarely Occasionally Regularly Intensely
Do you regularly use products containing tobacco, caffeine, or artificial sweeteners YES  NO

If so, which, and how often?

Have you ever seen a chiropractor before? (when/where/why/results)

What is your current:  Height Weight






