QUICKCHARTS PATIENT CASE HISTORY

N LN ]
Address: NQ’
City: State: Zip:

Home Phone: - - Work Phone: - - Cell Phone: - -

Email Address: Occupation:

Date of Birth: Social Security #: - - Gender: Male - Female
List any Allergies:

1 Animals [JAspirin [] Bees [[JChocolate []Dairy [1Dust [JEggs[ILatex [[JMolds [JPenicillin [ JRagweed/Pollen
] Rubber [Seasonal Allergies [1Shellfih [] Soaps [ JWheat [1XRay Dye [] Other:

List any Surgeries:
] Back [Buin [] Elbow [JFoot [ JHip [ 1Knee [[INeck ["Neurological [JShoulder [] Wrist []Other:

List ALL Past Medical History conditions:

1 Ankle Pain[[] Arm Pain [JArthritis []Asthma [1Back Pain [JBroken Bones [JCancer [JChest Pain [[Depression
[] Diabetes [[]Dizziness [JEIbow Pain [JEpilepsy [JEye/Vision Problems[] Fainting [JFatigue [JFoot Pain

[ Genetic Spinal Condition [[JHand Pain [[JHeadaches [ JHearirg Problems [] Hepatitis [ JHigh Blood Pressure

[ Hip Pain [JHIV [1Jaw Pain [(Joint Stiffness [1Knee Pain [1eg Pain [JMenstrual Problems ["JMid-Back Pain
(] Minor Heart Problem [JMultiple Sclerosis [(INeck Pain [(JNeurological Problems [JPacemaker [JParkinson’s

] Polio [JProstate Problems [JShoulder Pain[] Significant Weight Change [JSpinal Cord Injury [JSprain/Strain
] Stroke/Heart Attack[] Other:

List Type of Medications you are taking:
CJAnxiety [ JMuscle Relaxors [[JPain Killers [JInsulin []Birth control [] Cardiovascular [JAllergy [1Seizure
(] Other:

List your Family History:

1 Arthritis [JAsthma [JBack Pain [[JCancer []Depression [_Diabetes [JEplepsy [] Genetic Spinal Condition
(] High Blood Pressure [JHeart Problems [(JMultiple Sclerosis [JNeurological Problems [JParkinson’s [JPolio
] Prostate Problems [JStroke/Heart Attack (JOther:

Have you had any auto or other accidents? [ ]No [1Yes

Describe:

Date of last physical examination: Main reason for consulting the office:

Do you smoke? [] No[]Yes
Do you drink alcohol? [] No [es- how many per day?

Become pain free

Explanation of my condition

Learn how to care for my condition
Reduce symptoms

Resume normal activity level

Do you drink caffeine? [] No [JYes- how many per day?

I

Do you exercise? [ ] No[]Yes (what forms and how often):



COMPLAINTS

Family Chiropractic Center
1100 Carthage Street Sanford, NC
Patient Name:

PLEASE MARK YOUR AREAS OF PAIN BELOW

What is your major complaint?

Date problem began?

How did this problem begin (falling, lifting, etc.)?
How is your condition changing? [JGETTING BETTER [JGETTING WORSE [(JNOT CHANGING
Have you had this condition in the past? YES - NO

How often do you experience your symptoms?
[]Constantly (76-100% of the day) [_JFrequently (51-75% of the day)
[JOccasionally (26-50% of the day) [Jintermittently (0-25% of the day)

Describe the nature of your symptoms:

] Sharp CIDull CINumb [JBurning [1Shooting [Tingling [[JRadiating Pain

[] Tightness [JStabbing [JThrobbing [JOther:
Please rate your pain on a scale of 1 to 10 (0= no pain and 10= excruciating pain)

11 002 013 4 [OIs Cle 7 18 9 [10

How do your symptoms affect your ability to perform daily activities such as working or driving?

(0= no effect and 10= no possible activities) 11002 O3 04 5 Oe 7 I8 9 110

What activities aggravate your condition (working, exercise, etc)?

What makes your pain better (ice, heat, massage, etc)?

HISTORY:

Recent Falls: Y N
Recent Surgeries: Y N
Recent Accidents: Y N

Doctor’'s Comments:




	Name:_________________________________________________________________________
	Address: _______________________________________________________________________
	City: ___________________________ State: ____________ Zip: _________________________

