
Welcome to our office, please fill out these forms, if you don’t know the answer or understand the question put 
a question mark next to it. 
Thank you, 
 
Name_____________________________________ Today’s date_____________ Home Phone_____________ 
 
Address_________________________________ City________ State___ Zip______-___ Cell _____________ 
 
Date of birth___/___/____ Age____ Marital Status______ Number of children_____ Cell  Carrier___________ 
 
Occupation_________________  SS#_____-____-______Spouse_________ E-mail __________@__________ 

Referred By_______________________   

My major 
complaint__________________________________________________________________________________ 
 
Started when_____________ What do you believe is wrong_________________________________________ 
 
Is it getting better worse not changing?_______ 
 
What makes it worse___________  Better__________ 
 
Is it interfering with your sleep, appetite, daily routine,   
 
How old is your mattress_____ How often do you flip it________ I sleep on my back, stomach, side_________ 
 
Do you wear arch supports_______ I go to the dentist every______ I exercise_________ times per week 
 
Family History: 
Father’s health______________________________________________________________________________ 
 
Mother’s health_____________________________________________________________________________ 
 
Sibling’s health____________________________________________________________________________ 
 
List Any Surgeries or hospital visits_____________________________________________________________ 
 
Last times I Had a: 
Spinal 
Exam_________Why____________Doctor___________________Address___________________________ 
 
Physical Exam______ Why__________ Doctor__________________ Address__________________________ 
 
X-ray___________________________ Blood test_____________________ Why______________________ 
 
I drink____ glasses of water per day, I drink alcohol  ____ times per week, I drink ___cups of coffee per day 
 
My sleep is ______ in quality and when I wake up I feel _____, I sleep for ___ hours per night,  
 
My appetite is______ I defecate how often___. My pee is what color___________, I wake up at night___ times 



Place an N for now, P for past leave blank it does not 
apply 
Allergy 
Chills 
Dizziness 
Fatigue 
Fever 
Headache 
Loss of sleep 
Nervousness 
Depression 
Numbness 
Sweats 
Tremors 
Arthritis 
Foot trouble 

Pain, numbness or stiffness in: 
Low back 
Mid-back 
Neck pain  
Shoulders 
Arms 
Elbow 
Hands 
Hips 
Legs 
Knees 
Feet 
Swollen joints 
Belching 
Gas 
Difficult digestion 
Distension of abdomen 
Excessive hunger 
Gallbladder trouble 
Hemorrhoids 
Liver trouble 
Nausea 
Pain over stomach 
Vomiting 
Asthma 
Colds 
Deafness 
Dental decay 
Ear noises 
Eye pain 

Failing vision 
Gum trouble 
Nosebleeds 
Nasal obstruction 
Sinus infection 
Sore throat 
Blood pressure 

o Low 
o High 

Pain over heart 
Rapid heart beat 
Poor circulation 
Chronic cough 
Difficult breathing 
Spiting up phlegm 
Spitting up blood 
Boils 
Bruise easily 
Dry skin 
Itchy skin 
Inability to control kidneys 
Kidney stones or infection 
Painful urination 
Prostrate trouble 
Anemia 
Cancer 
Cold sores 
Diabetes 
Gout 
Stroke 

 For women only 
Irregular cycle 
Congested breasts 
Cramps 
Backache 
Hot flashes 
Painful Menstruation 
Vaginal Discharge 
Miscarriage 

 
I take the following supplements 
____________________________                           
___________________________ 
I Take the following medications 
____________________________________________
____________________________________________

 
Name: 


