
WELCOME TO THE CHIROPRACTOR WHITEFISH 

 

NAME______________________________________________DATE_________________ 

ADDRESS______________________________________CITY______________________ 

STATE_________ZIP_________________PHONE#_______________________________ 

EMAIL_________________________________SS#_______________________________ 

CELL#______________________________CELL PROVIDER_______________________ 

BEST WAY TO REACH YOU? TEXT  EMAIL  PHONE CALL 

MALE/FEMALE BIRTHDATE______________________________AGE____________ 

WHO CAN WE THANK FOR THE REFERRAL?__________________________________ 

EMERGENCY CONTACT_____________________PHONE#________________________ 

 

1ST COMPLAINT OR CONCERN______________________________________________ 

HOW LONG HAS THIS BEEN GOING ON?______________________________________ 

RATE DISCOMFORT ON SCALE OF 1 (MILD) TO 10 (SEVERE)_____________________ 

 TYPE OF PAIN: 

 SHARP  DULL  THROBBING  

SHOOTING TIGHTNESS  

BURNING TINGLING NUMBNESS 

SWELLING OTHER 

 

ON THE DIAGRAM, PLEASE PUT AN  

X ON AREAS THAT ARE BOTHERING  

YOU 



 

SECONDARY CONCERNS_______________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

HEALTH HISTORY HAVE YOU EXPERIENCED THE FOLLOWING: 

o Allergies  

o Bowel/Bladder 

issues 

o Constipation 

o Dizziness 

o Fever 

o Hernia 

o Jaw Problems 

o Light sensitivity 

o Mood Swings 

o Numbness 

o Sinus problems 

o Ulcers 

o Arthritis 

o Buzzing/Ringing in 

ears 

o Depression 

o Fatigue 

o Fractures 

o Hot flashes 

o Kidney Disease 

o Miscarriage 

o Neck Pain 

o Pins & Needles 

o Stomach Upset 

o Asthma 

o Bronchitis 

o Diabetes 

o Fainting 

o Herniated Disk 

o High Blood Pressure 

o Loss of Balance 

o Menstrual Pain 

o Neck Stiffness 

o Seizures 

o Stroke 

o Back Pain 

o Cancer 

o Digestive issues 

o Fertility problems 

o Headache 

o Irritability 

o Loss of smell/taste 

o Menstrual 

irregularity 

o Nervousness 

o Shoulder Pain 

o Thyroid problem 

OTHER 

______________

HAVE YOU HAD X-RAYS OR AN MRI IN THE LAST YEAR?  YES/NO 

WHERE?_________________________________FOR WHAT?__________________ 

DOES YOUR HEALTH INTERFERE WITH YOUR LIFE IN ANY OF THESE AREAS? 

WORK 

EXERCISE 

RECREATION 

SLEEP  

SELFCARE 

RELATIONSHIPS 

ENERGY 

ATTITUDE 

PATIENCE 

PRODUCTIVITY 

CREATIVITY 

OTHER_________ 

PLEASE LIST ANY MEDICATIONS YOU ARE TAKING:____________________________ 

_________________________________________________________________________

_________________________________________________________________________ 

HAVE YOU EXPERIENCED THE FOLLOWING IN RECENT MONTHS/YEARS? 

BROKEN BONES AUTO ACCIDENT HEAD INJURY STROKE      HOSPITALIZED 

DESCRIBE ANY THAT 

APPLY:___________________________________________________________________ 






