


PATIENT’S MEDICAL HISTORY 

Patient Name: ___________________________________________     Date: _____________ 

 

CONDITIONS & OFFICIAL DIADNOSES (EX: DIABETES, HIGH BLOOD PRESSURE, CANCER, STROKE, ETC.): 

Name of condition, disease, or official diagnoses                       Date Diagnosed   Still a problem? 

___________________________________________________________________          _____________           Y / N 

___________________________________________________________________          _____________          Y / N 

___________________________________________________________________          _____________          Y / N 

 

CURRENT & RECENT PRESCRIPTIONS, OVER THE COUNTER MEDICATIONS, SUPPLEMENTS & HERBS: 

Name of medication            Purpose of medication    Still taking? 

__________________________________________________       ____________________________         Y / N 

__________________________________________________       ____________________________         Y / N 

__________________________________________________       ____________________________         Y / N 

 

ALLERGIES TO MEDICATIONS, FOODS, INDOOR OR OUTDOOR ALLERGENS: 

Description of allergy            Reaction to allergen  

___________________________________________________        ________________________________________ 

___________________________________________________       ________________________________________ 

___________________________________________________       ________________________________________ 

 

SURGERIES, HOSPITALIZATIONS, E.R. VISITS, TRAUMAS, ACCIDENTS & MAJOR ILLNESSES: 

Description of event               Date occurred 

______________________________________________________________________________      ________________ 

______________________________________________________________________________      ________________ 

______________________________________________________________________________      ________________ 

 

SOCIAL / LIFESTYLE FACTORS THAT AFFECT OVERALL HEALTH & HEALING CAPACITY: 

Current or former smoker? Y / N Describe frequency: _____________________________________________ 

Do you drink alcohol?  Y / N  Describe frequency: _____________________________________________ 

Drink caffeinated beverages? Y / N Describe frequency: _____________________________________________ 

Recreational drug use?   Y / N Describe frequency: _____________________________________________ 

Exercise:   Y / N Describe frequency: _____________________________________________ 



PATIENT’S CURRENT COMPLAINTS 

 

Patient Name: ___________________________________________     Date: _____________ 
         

GENERAL QUESTIONS: 

What have you tried to alleviate your pain?   

___________________________________________________ 

___________________________________________________ 

What seems to aggravate your pain? 

___________________________________________________ 

___________________________________________________ 

List health care providers you have seen for your complaints 

___________________________________________________ 

___________________________________________________ 

 Who is your Primary Care Physician/Family Doctor?  

Name & city:_________________________________________ 

Have you ever seen a Chiropractor?  Y / N 

Name & city:_________________________________________ 

When was your last chiropractic treatment? _______________ 

FEMALES: Possibility you are pregnant? Y / N 

Last period:___________________________ 

Any other concerns or requests?_________________________ 

 

 

MAIN COMPLAINT:__________________________________ 

When did it start?___________________________________ 

What caused it?____________________________________ 

Mark location of pain on the figure to the right with “xxx’s” 

Description: Sharp, dull, tingling, numb, other:____________ 

Pain scale: Mark below; far left (no pain) far right (worst pain) 

 

Frequency: 25%  50%  75%  100%  of the time? 

Other info.:________________________________________ 

__________________________________________________ 

 

SECOND COMPLAINT:_______________________________ 

When did it start?___________________________________ 

What caused it?____________________________________ 

Mark location of pain on the figure to the right with “xxx’s” 

Description: Sharp, dull, tingling, numb, other:____________ 

Pain scale: Mark below; far left (no pain) far right (worst pain) 

 

Frequency: 25%  50%  75%  100%  of the time? 

Other info.:________________________________________ 

__________________________________________________ 

 

THIRD COMPLAINT:_________________________________ 

When did it start?___________________________________ 

What caused it?____________________________________ 

Mark location of pain on the figure to the right with “xxx’s” 

Description: Sharp, dull, tingling, numb, other:____________ 

Pain scale: Mark below; far left (no pain) far right (worst pain) 

 

Frequency: 25%  50%  75%  100%  of the time? 

Other info.:________________________________________ 

__________________________________________________ 

 

 




