
PATIeNT HISTORYName:.________________________ 
Bltthdate:.___ Age: ___ Date:'----- 

Add~:·________--------------__ 
PIIOne #: (H) : (W)_________ 

city: St8te:_ Zip:.___ Phone #: (C) e--mail:______ 
S~IS~~.__________________ 

Spouse/Guardian: # of Children:--Spouse's OcciJpationlEmpioyer: ___________ 
~~:--------------------
Em~s~~OM:.------------------------------------------------
Marne and eddress'Of nearest ftvIng re1atiVe: _______-------------------

Ad~: ____--___________________________ 

Ooc~Name:~____--------------- Other:___________
Who IS Responsible for this 8111? (circle) Self WC e.c ·PI MC 

Have you ever been to aChiropractor for this problem?_,________ Other Problems? ______ 

'M1o may we thank _referring,you to us? _______...;...________________ 


Ust your problems or complaints 
aeeording to the severity of pain 

1. 

2. 

3. 

4. 

Date started. or 
for how:long 

I_. 

If you've had the Did the problem begin 
dOndltion before. when? with an injury? 

I -
.. I 

-

Pregnant?_____Indicate 9" picture 
P: Pain Notes:__________________
T: Tinging 
N: ftIUrnt)neSS 
B:Buming 
s: Stiffness 

R 

~er_____________Patn whan: (circle) Coughing Sneezing 'Straining 
. 

Dure.tlon oJ8ynI~al~: (circle) Intermittent Occasional Frequent Constant 

(25% of the time) (26-50%) (51-75%) (76-100%) 

I'bI8 PlobIen1: (cIroIeJ .Rapldly Impl'OVlng 'Fluctuates but!gelting better Gradually Worsaning 
On and orr lmptoVlng slOWly Remains the same Rapidly YVonienIng 

".............tfOW: ,COmes and ~I vartes. oee,·~Vfl.fy 
(circle) No Pain. MUd. Moderate, Falr1y Severe, Very Severe; Worst Imaginable 



RelieYing Factors: Rest Exercise BracingITaping Sitting ~nding 

(circle) lying Down Hot Packs Cold Packs ~---------------
Character. Dull/Ache Sharp/Stabbing Buming NumbnessITingling 

.(circle) Throbbing OtherlExplain 

Relation to otheJ' body systems or parts: Bowel/Bladder Muscle Weakness/Spasm
OtherJExplain,__________________ No apparent Relationship 

~:-----------------------------------------------------
Su~ries:,_______________________________________________________ 

Previous Accidents 01 Injuries (Explain): _______________________ 

Have you lostany time~iormwork OJ' other actiVities as a result of this condition? 
No___ 'Yes_ From To,_____ 

Check the following condiIionsIsymptoMs you may have had or do bave now: 

Alcoholism _ Depression/Anxiety Headaches _ Multiple Scferosis ShofIness of Breath 

~AIIeIgY Diabetes Heart At1ack __ Mumps _Sinus 

Anemia Diarrhea Hearl Disease Neck Pain ..... _ Sleeping Problems 

AIheIOscIerosis Dizziness _ High Blood Pressure Nmvousness Smoker 

_Arthritis Eczema HIV Newitis Still NecIcIBack 
__ Backpain __ Emphysema __ low Blood Sugar Numbness Stroke 

__ BirIb control piJt _Epilepsy __ loss of Balance _ Pins and Needles _ Thyroid ~ms 

cancer Face Flushed __ Loss. of SmeIIfTaste _Pleurisy Tuberculosis 

Chest . ___ Fainting $pels Malaria Pneumonia lJtc:ers-- pam 

CoIdICanker sores __ Fatigue Measles Polio Venereal Disease 

_"Constipation Fever __ Menstrual Cramps _ Rapid Weight Change Visual DisUbances 

CanwIsions Gall Bladder __. Rheumatic Fever-Migraine _Whooping Cough 

-==:'COkfH8iidSIFeet --==G()Ut-~~ ~---=UisC3niage- __ Ringing in ears Other 

Release oflDfonna1ipn &. Consent for Treatment 
With my signature below, ) authorize the n:lease of iDfonDation Iiom or 10 Bamot FanDly Cbiropmc;Uc. LLC or it's agentS, as ncc:essaJy to 
file claims to aDY £AP, insurance provider, attorney orother entity to collect paymenI$ for tho services .renden::d to JUt by Bamot Family 
ChiropnI:tic. u.c.. This authorization includes my consent tor ~ including X-Ray e:xaminaIious at Bamot Family Cbiropractic. 
lLC. 1attest that. to the best ofmy knowledge. 1 am not pregnant. 

1uoderstand and ap:e &hat beaJlb and accident iDsunmcc policies an: an arrangement bctwec:lJ my iDsmauce CIIDier and me III1d that Bamot 
Family 0Ur0pmc:tic. u.c may prepare any DC:CCSSaIY n:pmtS and/or fonDs to assist me m the colk:cIioD ofJBOBics1RIm iusmaocc compauies 
and other eatities. 1 fiD1ber authori2e the use ojmy ~ on file" for the cndorsement ofcbecb made p8yab1e to me. for service 
rcodered to me by Bamot Family OJiropmctiG, u.c. However.] dearly uncIcrsIand and agn:c tball am persoaaUy respoasibfe for alJ 
baIana:s due and thar ifl suspend 01" letJfIiDatc my care III1d treatment. any fe.c:s for profi:ssio.oal services rendered to me will be immediately
duc. .. 

Patienfs Signature ________________________ Oate,________ 

Guardian or Spousets Signature Date,________-'---_ 

Information taken by_____________________ Date.________ 


