
HEALING ARTS CHIROPRACTIC, PC     Date: ____________  Time: _________ 
 

CONFIDENTIAL PATIENT DATA 
 
Name: __________________________________  Date of Birth: _______________________  Age: ___________ 
 
Address: ________________________________ City: __________________ State: _________ Zip: __________ 
Home Phone: ________________________ Social Security #: ___________________  _____Male   _____Female 
Work Phone: ________________________  Employer: ____________________  Occupation: ________________ 
 
Cell Phone*: ___________________________  E-mail Address*: _______________________________ 
*Please provide this information if you are willing to allow us to contact you. 
 
Marital Status:  Married   Single   Divorced   Widowed 
Name of spouse or nearest relative: ______________________________________ 
How were referred you to our office? Dex Phone Book   The Yellow Book  Smart Search   Patient:  ____________ 
 
PLEASE DESCRIBE MAJOR COMPLAINTS (REASON FOR TODAY’S VISIT) 
 
1. _____________________________________ 
 
2. _____________________________________ 
 
3. _____________________________________ 
 
4. _____________________________________ 
 
Date The Symptoms Began:  _______________ 
 

VISUAL ANALOGUE PAIN SCALE 
 

NO PAIN  0---1---2---3---4---5---6---7---8---9---10  PAIN AS BAD AS IT COULD BE 
                                               Please circle appropriate number on chart above 
 
Symptoms resulting from: Job related injury Auto accident  Other accident  Illness 
    Unknown Cause Gradual Onset  Other ___________________________ 
 
If due to an accident on what date did accident occur? ________________________________________________ 
Please describe how and where accident occurred: ___________________________________________________ 
 
 
Symptoms are worse in:  Morning Afternoon Evening 
Symptoms have persisted for # of  ____Hours   ____Days   ____Weeks   ____Months   ___Years 
Symptoms are:   Constant or Come and Go 
Have you ever had this before?   YES     NO 
 
Doctors previously seen for this condition: _________________________________________________________ 
 
Please CIRCLE the following activities that AGGRAVATE your condition: 
Bending Coughing  Lifting  Lying down Reaching Sitting  Sneezing 
Standing Straining at stool Turning head Walking NONE  Other: ____________________ 
 
Please CIRCLE the following activities that RELIEVE your condition: Bending Lifting 
Lying down Reaching Sitting     Standing Turning head Walking NONE   Other ______________ 
 



Please CIRCLE any ADDITIONAL SYMPTOMS you may be experiencing: 
Blurred vision  Depression  Insomnia  Stiff neck  Pins and needles in arms 
Buzzing in ears Diarrhea  Headaches  Stomach upset  Pins and needles in legs 
Constipation  Face Flushed  Loss of taste  Loss of balance Low resistance to colds 
Cold feet  Fainting  Loss of smell  Light bothers eyes Head seems too heavy 
Cold hands  Fatigue   Muscle jerking Numbness in fingers Concentration loss / 
Cold sweats  Fever   Ringing in ears Shortness of breath   Confusion 
 
MEDICAL – FAMILY HISTORY  Please indicate which conditions have been experienced by yourself, your 
mother, or your father  S=SELF  M=MOTHER  F=FATHER 
 
S   M   F   S   M   F     S   M   F     S   M   F 
__ __ __ Aids   __ __ __ convulsions  __ __ __ HIV/ARC  __ __ __ poor circulation 
__ __ __ anemia  __ __ __ diabetes  __ __ __ kidney disorder __ __ __ hepatitis 
__ __ __ arthritis  __ __ __ indigestion  __ __ __ bowel control loss __ __ __ rheumatic fever 
__ __ __ asthma  __ __ __ dislocated joints __ __      menstrual cramps __ __ __ rheumatism 
__ __ __ back pain  __ __ __ epilepsy  __ __ __ multiple sclerosis __ __ __ scarlet fever 
__ __ __ bladder trouble __ __ __ German measles __ __ __ muscular dystrophy __ __ __ serious injury 
__ __ __ bone fracture __ __ __ headaches  __ __ __ neck pain  __ __ __ sinus trouble 
__ __ __ CANCER  __ __ __ heart trouble  __ __ __ nervousness  __ __ __ tuberculosis 
__ __ __ chest pain  __ __ __ polio   __ __ __ numbness            __ __ __ venereal disease 
__ __ __ concussions  __ __ __ reproductive disorders         __ __ __ high blood pressure 
 
SOCIAL HISTORY:         EXERCISE: 
Tobacco usage: None Light Moderate    Heavy      __  Never 
Alcohol usage: None Light Moderate    Heavy      __  Seldom 
Drug usage:  None Light Moderate    Heavy      __  Occasional 
             __  Frequent 
 
Recent weight loss?     YES    NO Skin rashes, hives, or lesions?  YES   NO 
Recent weight gain?     YES    NO Chest pain or palpitations?  YES   NO 
Shortness of breath, wheezing, or coughing?  YES    NO Nausea, vomiting, or diarrhea? YES   NO 
Frequency or urgency in urination?   YES    NO History of seizures?   YES   NO 
Lymphadenopathy (swelling of lymph nodes) YES    NO Headaches?    YES   NO 
Polyuria or polydipsia (sugar in urine)?  YES    NO Hay fever or postnasal discharge? YES   NO 
 
Females Only:  Are you pregnant?   YES    NO 
 
What medications/nutritional supplements are you currently taking? _____________________________________ 
What medications are you allergic to? _____________________________________________________________ 
 
Height ___’___”  Weight  ______lbs  Date of last physical exam: ______________________ 
 
Have you been treated by a physician for any health condition in the last year?  YES    NO 
If YES name of physician: ________________________  Describe condition: _____________________________ 
____________________________________________________________________________________________ 
 
List any surgeries, serious accidents, or injuries/broken bones:__________________________________________ 
____________________________________________________________________________________________ 
 
 
I authorize release of any information necessary to process my insurance claims and assign and request payment 
directly to my physicians. 
    Patient Signature:______________________________  Date:_________________ 


