
Name

First Name Middle Name Last Name

Date of Birth

Home Phone Mobile Phone

Work Phone Gender

E-mail Preferred Communication

Marital Status

Address

Street Address

Street Address Line 2

City State / Province

Postal / Zip Code



Emergency Contact Name Emergency Contact Phone

Relationship

Employer Occupation

Referred by

Referred ByReferred By

Google

Name of friend

Please list any medications that you are on and reason for taking them

Please list any supplements that you are taking

Main Complaint/ Reason for visit



Main Complaint

How did it happen?

When did this problem begin?

The pain can be described asThe pain can be described as

Dull

Burning

Aching

The pain isThe pain is

Intermittent

Check symptoms you have noticedCheck symptoms you have noticed

Head feels heavy Light headed

Loss of balance Dizzy Nervous

Fatigue Loss of hearing Blurred vision

Chest pain Pain in shoulder Shoulder spasms

Pain in neck Stiff neck Neck spasms

Pain in arm Numb in hands Weak grip

Mid back pain Numb in arm Low back pains

Low back spasm Pain into buttock Pain into thigh

Pain down leg Pain in ankle Pain in foot

Pain in knee Pain in elbow Pain in wrist

WHAT ACTIVITIES AGGRAVATE YOUR CONDITION?



WHAT ACTIVITIES RELIEVE YOUR CONDITION?

IS THIS CONDITION INTERFERING WITH?IS THIS CONDITION INTERFERING WITH?

Sleep Daily Routine

IS CONDITION GETTING?IS CONDITION GETTING?

Better Same

OTHER DOCTORS SEEN FOR THIS CONDITION

Please list any home remedies you may have tried

Have you had any previous serious illness?

We can also help you withWe can also help you with

Intestinal Health Allergies Weight Loss

Thyroid Issues Low Energy Sleeping Issues Hormone Balance

PMS Menstrual Cycle Vision GERD/Heartburn

Phobias Prostate Issues
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