PATIENT INFORMATION


	YOUR NAME 
	Today’s Date

	Sex:   Male     Female
	S.S.# 

	Address
	City
	State
	Zip

	Home Phone
	Cell Phone
	Birth Date

	EMAIL: This is a very important way for us to send you updates, specials, & information about monthly promotions and events. If you do not have email, please check the website regularly for these. (Please print clearly)


	Marital Status:   
M     DW    S
	Number of Children:              Ages:

	Emergency Contact:
	Name
	Phone#

	How did you hear about us / who referred you?

	Describe what you primarily want help with.


When did it begin?                                                                 What caused it?

	Is this your first experience with chiropractic Yes No 

If no, when did you last see a chiropractor?


	

	What type of pain do you have? Dull    Achy    Sharp    Stiff    Shooting    Burning   Numbing   Throbbing  
	

	                                                   Tingling    Catching    Other (please describe)  
	

	What is your level of pain today?  (Scale 1-10 ; 10 being severe)
	

	Is this condition interfering with your?       Work        Sleep        Daily Routine        Other    
Has condition been getting better, worse or the same since it began?

What makes it feel better?                                                   What makes it feel worse?
	

	Have you ever had similar conditions in the past? Yes No   How often?
	

	Is your pain?  Constant (75-100% of time)  Frequent (50-75% of time)  Occasional (25-50% of time)  Less
	

	What is the current severity of your pain? Severe   Moderate/Severe   Moderate   Mild/Moderate   Mild
	

	Please list any major/current accidents or injuries (Date occurred, please specify if auto or work related)
	

	


	

	GENERAL
	
	

	Occupation:
	                                                         Employer:
	

	Do you follow a regular exercise program? Yes  No    Stress Factors: Physical   Psychological   Chemical
	

	Sleep:  Excellent   Fair   Poor
	Appetite:  Excellent   Fair   Poor
	


	
	Bowel Movements:  Excellent   Fair   Poor 

Any gas bloating or discomfort after eating.  Yes   No

Would you say your digestion is?  Excellent   Fair   Poor

	         Water per day


	Coffee per day


	     Alcohol per day


	      Tobacco per day


	    Soda Drinks per day



	Emotions: 
	Would others say you are mostly Happy  Easily Irritable  Angry  Depressed Worried Fearful 

	Please list all medications you are currently taking. (prescription, vitamin/mineral, herbal):




	Current Conditions
	

	**Please put a check next to any conditions you have experienced within the last 3 months. 

	Energy
	no complaints  low  low after eating  high   up and down   high in the afternoon

	Body Temperature
	no complaints   warm natured   cold natured   cold hands and feet   sweat easily night sweats   feel warmer late afternoon and night   flushed face   warm palms

	Head
	no complaints    headaches    poor memory    dizziness   

	Eyes
	no complaints    corrective lenses   color blindness    eye pain    cataracts excessive tearing    eye dryness 

	Nose
	no complaints   nasal discharge mucous   bleeding    loss of smell    stuffy nose sinusitis

	Ears
	no complaints    discharges    pain    poor hearing    ringing

	Mouth Throat
	no complaints    gum/teeth problems    difficulty swallowing   dry  frequent colds TMJ    root canals or major dental work

	Skin and Hair
	no complaints    dry    oily    dandruff    falling out    early gray    rashes itching    hives    pimples    ulcerations    bruise easily

	Muscles and Bones
	no complaints pain    neck    upper back    lower back    elbow    hands knees    foot/ankle    muscular pains    muscle weakness

	Lung
	no complaints    asthma    trouble breathing    coughing with phlegm    dry cough chest pain    tightness in chest    wheezing    shortness of breath

	Heart
	no complaints    high blood pressure    low blood pressure    palpitations varicose veins    bleed easily    chest discomfort    ankle swelling

	Digestion System
	no complaints   vomiting   belching   indigestion   distention of abdomen after eating   problems with fatty or oily foods   constipation   diarrhea/loose stools   gas

	Psychological
	no complaints    bad temper   loss of control/violence potential    depression treated for emotional problems in the past    ever considered suicide or attempted suicide   easily susceptible to stress

	Females Only
	

	Do you use birth control? Yes No
	What type?
	How long?

	Painful or tender breasts? Yes No
	Do you have breast implants? Yes No
	

	Menstrual Flow:  Irregular  Light   Heavy  None
	Painful Menses? Yes No

	Any history of any of the following? Premature Births  Miscarriages   Abortions   Difficulty conceiving

	Age menstrual cycle started:
	Age menstrual cycle stopped:

	Cancer
	Have you ever been diagnosed with cancer? 

Type & Location: 

Current Status:
	Yes No         When? 
	

	
	
	
	

	Number and type of cancer treatments received and for how long.



	Please List Any Surgeries Along With Dates
	

	

	Family Health
	

	Describe mother’s health briefly:

	Describe father’s health briefly:

	Describe sibling's health briefly:


	
	
	Areas of Pain and Discomfort
	

	[image: image1.png]





**Please use the following symbols in the box to the right to mark areas of pain and discomfort.

	

	I authorize the staff to perform any necessary services needed during diagnosis and treatment.  Furthermore, any risks involving treatment will be explained to me upon request.  I understand the above information and guarantee this form was completed correctly to the best of my knowledge.  I also understand it is my responsibility to inform this office of any changes in my medical status.

Please sign here                                                                                                          Date

Check here if signing as a:   Parent   or   Guardian




Numbness


* * * *





Pins & Needles


o o o o





Burning 


^ ^ ^ ^ 





Aching/ Stress


x x x x





Stabbing


( ( ( (








Browne Family Chiropractic


312 Oskaloosa St.


Pella, IA 50219





Please help us provide you with a thorough evaluation by completing all the forms we have given you. All the information you make available will be confidential and protected health information.








Dr. Beau Browne, www.BrowneFamilyChiropractic.com


