A Universal CONFIDENTIAL PATIENT CASE HISTORY
° ° Please complete this questionnaire. This confidential history will be part of your permanent records.
Chiropractic.. o ey

9 .

AHEALING REVOLUTION Today’s Date: / /

PATIENT INFORMATION

Patient Title Mr. Mrs. Ms. Miss Dr. Prof. Rev.

First Name Nick Name

Last Name Middle Name Suffix
Address

City State Zip Code

CONTACT INFORMATION

Primary Phone Mobile Phone

Secondary Phone Mobile Carrier

Email Would you like text reminders of your appointment? Yes No
Preferred Method of contact (check one) Primary Phone Mobile Phone Secondary Phone Email
PROFILE INFORMATION
Date of Birth: Age: SSN
Gender (check one): ~ Male  Female  Unspecified  Marital Status (check one): Single Married Other
Race/Ethnicity (Check One): White Black/African American Hispanic Filipino Asian Samoan

American Indian/Alaskan Native Japanese Korean Chinese Vietnamese Guamanian or Chamorro
Native Hawaiian or Pacific Island Other:

Emergency Contact: Name Phone #
Employment Status (check one) Employed FT Student PT Student Retired Other:
Occupation Employer
Who referred you to us or how did you hear about us?
PRIMARY CARE PHYSICIAN
Primary Physician: Phone #:
Address: Fax #:
Do you want us to send reports to your primary care physician? Yes/ No / No Preference
PRIMARY INSURANCE
Policy Holder Relationship to Patient
Insurance Company ID#
Insurance Co. Address
Group # SSN
AUTHORIZATION

The above subscriber hereby authorizes his/her insurance company to issue indemnity checks to the above listed medical
provider for services provided

I request that payment of authorized benefits be made on my behalf. I assign the benefits payable for services to the physician or
organization furnishing the services and authorize such physician OR organization to submit a claim to my insurance carrier OR
Medicare for payment. I authorize any holder of medical or other information about me to release to insurance carriers OR the Health
Care Financing Administration and its agents OR the Social Security Administration or its intermediaries OR any agency, group or
person(s) necessary to secure payment any information needed for this of related Medicare claim.

*For and in consideration of services rendered and to be rendered by the above listed medical provider, I hereby guarantee payment
of all charges incurred for this account.

*The patient or his/her representative recognizing the need for health care, consents to the above listed medical provider rendering
services as ordered by the physicians, including medical or surgical treatment, laboratory procedures, x-ray examinations or other
services rendered under the general and specific instructions of the physicians.

* T certify that the information given by me in applying for payment under Title XVIII of the Social Security Act is correct.

Patient Signature (Parent/Guardian if minor) Date




SOCIAL HISTORY

Height: Current Weight: Recently lost or gained weight? ~ Yes ~ No How much?
Alcohol: ~~ Beer>  GlassessWk  Liquor>  GlassessWk  Wine> Glasses/Wk
Caffeine: Coffee, Tea or Soda:  Glasses/Wk:  Aspirin: No./Day  How long?
Tobacco: Do you smoke tobacco? ~ Yes  Never Smoked  Former Smoker

If yes, how many packs do you smoke?  packs/day  packs/week

If yes, what is your interest in quitting smoking? (Please circle one) None ~ Very Little Some  Very Interested

Mental Work: Heavy Moderate Light Hours per day:
Physical Work: Heavy Moderate Light Hours per day:
Exercise: Heavy Moderate Light Hours per day: Type:

MEDICATIONS & SUPPLEMENTS
Current Medications: (Include dosage if known) Check here if NOT taking any medications

List any allergies:

List any supplements:

Would you be interested in any of the following? Nutritional Consults Supplements Purification Programs
If yes, please circle which service/s you are interested in.
List any surgical procedures you have had and year of surgery:

Surgery Year Surgery Year
HEALTH HISTORY Please indicate if you have or have had and of the following (Please provide date)

Stroke Yes No Asthma Yes No
Migraine Headaches Yes No Shortness of Breath Yes No
Epilepsy or convulsions Yes No Stomach Ulcers Yes No
Depression or Anxiety Yes No Colitis Yes No
High Blood Pressure Yes No Rectal Bleeding Yes No
Chest Pains, Angina Yes No Hemorrhoids Yes No
Chest Palpitations, Fast or Irregular Yes No Colon Polyps Yes No
Heartbeat .

Anemia Yes No
Heart Murmur Yes No Taundice Yos No
Congenital Heart Disease Yes No Tiver Discase Vos No
Rheumatic Fever Yes No Hepatitis Yes No
Pneumonia Yes No Bladder Infection Yes No
Tuberculosis Yes No Kidney Disease Yes No
Emphysema Yes No Diabetes Yes No
Bronchitis or Chronic Cough Yes No Low Blood Sugar Yes No
Thyroid Problems Yes No Cancer Yes No
Leukemia Yes No Bleeding Tendency Yes No
Rheumatoid Arthritis Yes No AIDS Yos No




REASON(S) FOR APPOINTMENT

Where are you currently experiencing pain?

When did you start having pain? (Please provide if known)

Please list the cause of your pain/symptoms if known

What symptoms are you currently experiencing?

Do any positions make it feel better? Standing Sitting Walking Laying

Other doctors or therapists involved in treating THIS condition (list)

Please circle all that apply to your pain or injuries in the following sections:

Neck Pain ()n]y Please rate the severity of your My pain/symptoms My pain or injury is on
. pain on the scale below are... my-..
Affected? Activity Getting Better Left Side
e Getting Worse Right Side

zzz — ﬁg — I;:tf::;lgg 12345678910 (worst) Staying the same Both Sides
Yes  No__ Sleeping The following Today I have neck My neck pain travels Ihave weakness Ihave numbness
Yes_ No__ Standing activities make my pain that is... into my... in my... into my:
Yes  No  Bending pain feel worse: Achy Left Shoulder Left Shoulder Left Shoulder
Yes No Twisting Driving Burning Right Shoulder Right Shoulder Right Shoulder
Yes - No - Computer Lifting Sharp Left Elbow Left Elbow Left Elbow

— — . Moving Stiff Right Elbow Right Elbow Right Elbow
Yes _ No__ Typing Resting Throbbing Left Hand Left Hand Left Hand
Yes  No_ Walking Sleeping Shooting Right Hand Right Hand Right Hand
Yes  No_  Driving Standing Sore Head Head Head
Other: Sitting Other: No Radiation No weakness No numbness

Other:
Low Back Pain On]y Please rate the severity of your My pain/symptoms My pain or injury is on
. pain on the scale below are... mye...
Affected? Activity Getting Better Left Side
S Getting Worse Right Side

Yo e st 12345678910 (worst) Staying the same Both Sides
Yes  No__ Sleeping The following  Today I have back My back pain travels 1have weakness I have numbness
Yes_ No__ Standing activities make my  pain thatis... into my... in my... into my:
Yes  No_  Bending pain feel worse: Achy Left Buttock Left Leg Left Leg
Yes No Twisting Driving Burning Right Buttock Right Leg Right Leg
Yes - No - Computer Lifting Sharp Left Leg Left Knee Left Knee

— -— . Moving Stiff Right Leg Right Knee Right Knee
Yes _ No__ Typing Resting Throbbing Left Knee Left Foot Left Foot
Yes ___ No__ Walking Sleeping Shooting Right Knee Right Foot Right Foot
Yes  No__ Driving Standing Sore Left Foot No weakness No numbness
Other: Sitting Other: Right Foot

Other: None

Mid Back Pain Only

pain on the scale below

Affected? Activity

Yes_ No__ Lifting 12345678910 (worst)

Yes ~ No_  Sitting

Yes No_ Sleepi'ng The following Today I have mid

Yes_ No__ Standing activities make my back pain that is...

Yes No  Bending pain feel worse: Achy

Yes  No_  Twisting ]ir;"[’_i“g B;}:ning
ifting arp

Yes No Corr}puter Moving Stiff

Yes _ No__ Typlnlg Resting Throbbing

Yes No  Walking Sleeping Shooting

Yes  No__ Driving Standing Sore

Other: Sitting Other:

None

Please rate the severity of your

are...
Getting Better
Getting Worse
Staying the same

My back pain travels
into my...

Neck
Shoulders
Chest
Abdomen
Lower back
Other:

My pain/symptoms

My pain or injury is on
my...
Left Side
Right Side
Both Sides



OFFICE USE ONLY

Vitals:
Height: Weight: BMI: Blood Pressure: Pulse: Respiration:
Cervical ROM Lumbar ROM 8rlth(;pedic Tests Eesult N 1 Reflexes
Flexion 0-50 Flexion 0-50 alsalva orma R L
Neutral Comp + Normal
0/1/2/3 0/1/2/3 Soto Hall 4 N 1
Extension 0-60 Extension 0-25 oto ba orma C5  0+1+420+1+2
0/1/2/3 0/1/2/3 Max Comp R 4L WNL Ccé6 0+142 0+1+2
Left Rotation 0-80 Left Rotation 0-30 Shoulder Decomp R 4L WNL
0/1/2/3 0/1/2/3 Kemp’s R4l WAL €7 012 0lH2
Right Rotation 0-80 Right Rotation 0-30 Nachlas R 4L WNL L4 0+1+2 0+1+2
Yeoman’s +R +L WNL
0/1/2/3 0/1/2/3 Hibb’ ‘R 4L WNL S1 0+1+2 0+1+2
Left Lateral Flexion 0-45 Left Lateral Flexion 0-25 100
Milgram’s + Normal
0/1/2/3 0/1/2/3 SLR iR ° 4L o WNL
Right Lateral Flexion 0-45 | Right Lateral Flexion 0-25 E— —
0/1/2/3 0/1/2/3
Neurological - Motor Neurological - Sensory  Notes:
R L R L
C5S 12345 12345 | C5 WNLt ¢ WNLTN
co 12345 12345 | ce WNL1 ¢ WNLTN
c7 12345 123451 ¢4 WNLt o WNLT  Diagnosis: Cervical Thoracic Lumbar
C8 12345 12345| ¢ WNL1 1 WNLTL SUB  SUB/O SUB KYPCT SUB SUB/S
L4 12345 12345 MYA  DISC KYOT MYA MYA DISC
Ls 12345 12345 | L4  WNL7T 1 WNLT DID  RAD DISC  DJD DID RAD
S1 12345 12345 L5 WNL1t ¢ WNLTI SPO W/O SCO SCIA L R
S1 WNL1t ¢ WNLTI
Cervical Thoracic Lumbar

Act|sub|chron|grad

Improve/ worse/ none

Grad/ slow/ slight / fast

Last/ began/1m/ 2m/ 3m/1wk/ 2 wk/1d/2d/ 3d
Con/ freq/ int/ occ

Spasm: BC/LC/RC/LT/RT

Post: wnlHead L R A Shou L R/ Fhead
Post tx: hrom /i pn/ hsub

Tight: Lc/ Re/ Be

Tender: 1234567

INFL Bc/ Lc/ Re

TP: Be/Lce/Re/Ltrap/ Rtrap/ Lscap/ Rscap
Med: R/L/B tis/tone/tem nor/tg/p/hyp
Dis: temp t/ temp p/ t/ @wk/ Itd work

VSC-C1 23456 7 ac/ch

Act|sub|chron|grad
Improve/ worse/ none
Grad/ slow/ slight / fast

Last/began/1m/2m/ 3m/1wk/2wk/1d/2d/

3d

Ache/ brn/ dull/ sharp/ stiff/ thrb

Con/freq/ int/ occ

Spasm: BC/LC/RC/LT/RT
Post tx: hrom /i pn/ hsub
Tight: Lt/ Rt/ Bt

Tender: 1234567891011 12

INFL: Bt/ Lt/ Rt
TP: Bt/ Lt/Rt/ Lscap/ Rscap

Med: R/L/B tis/tone/tem nor/tg/p/hyp
Dis: temp t/ temp p/ t/ @wk/ Itd work

VSC-T 123456789101112 ac/ch

Act|sub|chron|grad

Improve/ worse/ none

Grad/ slow/ slight / fast

Last/ began/1m/ 2m/ 3m/1wk/ 2 wk/1d/2d/ 3d
Con/ freq/ int/ occ

Spasm: P-s/LP— s/ RP-spin/ LI/ Rl

Post: wnl Body L R A/Leg L R

Post tx: hrom /i pn/ hsub

Tight: L1/ Rl/ Bl

Tender: 12345

INFL L1/ R1/BI

TP: BI/ LI/R1/ L-butt/ R-butt/ L-leg/ R-leg
Med: R/L/B tis/tone/tem nor/tg/p/hyp
Dis: temp t/ temp p/ t/ @wk/ Itd work

VSC-L 12 3 45 pir/pil/asr/asl /ac/ch

Modalities/Procedures for tx:

Treatment Plan:

CMT 98940 -1-2 -3 Cold Laser Treatment Frequency: 3x/wk 2x/wk Ix/wk
Mech. Trac Graston .
—— Hot/Cold —— NMR Treatment Length: 1 month 2 month 3 r.nonths
— Mus. Stim —— ADL Next Treatment(s): Mon  Tues Wed Thurs Fri  Sat
Diagnostic Imaging Notes:
X-Ray - C/T/L Need Sent

>Review V/S/D/R/Sp - V/S/D/R/Sp
MRI _, C/T/L Need Sent
>Review V/S/D7/R7Sp - V/S/D/R/Sp




