HISTORY

DATE ________________
NAME__________________________________________________________AGE_______________BIRTH DATE________________________

ADDRESS_______________________________________________________CITY_____________________STATE_______ZIP____________ 
CELL PHONE________________________HOME PHONE________________________EMAIL______________________________________
SEX:  M   F   MARITAL STATUS:    S    M    D    W   SPOUSE NAME________________________________NO. OF CHILDREN_________
S.S. #________________________OCCUPATION____________________________YEARS______EMPLOYER_________________________
EMERGENCY CONTACT_______________________________________________________PHONE NUMBER________________________
PRIMARY CARE PHYSICIAN ___________________________________________________PHONE NUMBER________________________
ARE YOUR SYMPTOMS DUE TO AN ACCIDENT OR WORK INJURY?
Y
N          Date__________________   
*INSURANCE INFORMATION (WE WILL NEED A COPY OF YOUR INS CARD IN ORDER TO VERIFY BENEFITS)*
CHIEF COMPLAINT(S):
1.______________________________________________________________________________DATE OF ONSET________________________

TYPE OF PAIN:     
 DULL/ACHE       
BURNING         NUMB         STABBING/CUTTING         TINGLING        CRAMPING

PAIN INTENSITY:     DOESN’T AFFECT      SOMEWHAT AFFECTS      SERIOUSLY AFFFECTS     PREVENTS ACTIVITIES

DOES THE PAIN RADIATE ANYWHERE?______________________________________________________________________________

WHAT MAKES IT WORSE? ___________________________________________________________________________________________

WHAT MAKES IT BETTER? __________________________________________________________________________________________

HOW OFTEN ARE YOUR SYMPTOMS

0-25%

26-50%

51-75%

76-100%


2.______________________________________________________________________​________DATE OF ONSET________________________

TYPE OF PAIN:     
 DULL/ACHE       
BURNING         NUMB         STABBING/CUTTING         TINGLING        CRAMPING

PAIN INTENSITY:     DOESN’T AFFECT      SOMEWHAT AFFECTS      SERIOUSLY AFFFECTS     PREVENTS ACTIVITIES

DOES THE PAIN RADIATE ANYWHERE? _____________________________________________________________________________

WHAT MAKES IT WORSE? ___________________________________________________________________________________________

WHAT MAKES IT BETTER? __________________________________________________________________________________________

HOW OFTEN ARE YOUR SYMPTOMS

0-25%

26-50%

51-75%

76-100%



3.______________________________________________________________________________DATE OF ONSET_______________________

TYPE OF PAIN:     
 DULL/ACHE       
BURNING         NUMB         STABBING/CUTTING         TINGLING        CRAMPING

PAIN INTENSITY:     DOESN’T AFFECT      SOMEWHAT AFFECTS      SERIOUSLY AFFFECTS     PREVENTS ACTIVITIES

DOES THE PAIN RADIATE ANYWHERE? _____________________________________________________________________________

WHAT MAKES IT WORSE? ___________________________________________________________________________________________

WHAT MAKES IT BETTER? __________________________________________________________________________________________

HOW OFTEN ARE YOUR SYMPTOMS

0-25%

26-50%

51-75%

76-100%



PAST HISTORY
PREVIOUS TREATMENT HISTORY FOR CURRENT COMPLAINTS_________________________________________________________
________________________________________________________________________________________________________________________
PAST HOSPITALIZATIONS / ILLNESS____________________________________________________________________________________
SURGICAL HISTORY___________________________________________________________________________________________________
GENERAL STATE OF HEALTH__________________________________________________________________________________________
MEDICATIONS/VITAMINS______________________________________________________________________________________________
ALLERGIES____________________________________________________________________________________________________________
FAMILY HISTORY
 [1. FATHER, 2. MOTHER, 3. SISTER (a, b, etc), 4. BROTHER (a, b, etc.)]

CANCER (              )_____________________DIABETES (              )____________________; CARDIAC (              )______________________;

CVA (              ) ______________________; OTHER___________________________________________________________________________
SOCIAL HISTORY (Please circle appropriate responses and fill in the blank)

EDUCATIONAL LEVEL:   FORMCHECKBOX 
 < High School;  FORMCHECKBOX 
 H.S. Grad.;  FORMCHECKBOX 
 College (yrs :___) Degree: _____

TOBACCO: ______ pk / ______day, wk, for ___ ___yrs; Chew___ ___ yrs; Pipe____ yrs   CAFFEINE (SODA, COFFEE, TEA) ______/ day

ALCOHOL __________glasses of wine, beer, mixed dr. / day,  wk,  mo.;  SLEEP INTERRUPTED? _______ x’s / night for________ mo, yrs
Hillsdale Chiropractic & Rehabilitation Center  6339 SW Capitol Hwy.  Portland, OR  97239  503-246-1881

REVIEW OF SYSTEMS

Please indicate appropriate conditions:
GENERAL



MUSCULOSKELETAL



CARDIOVASCULAR

___Allergy



___Arthritis




___Hardening of arteries

___Chills




___Bursitis




___High blood pressure

___Convulsions



___Foot Trouble




___Low blood pressure

___Dizziness



___Hernia




___Pain over heart
___Fainting



___Low back pain




___Poor circulation

___Fatigue



___Lumbago




___Rapid heart beat

___Fever




___Neck pain/stiffness



___Slow heart beat

___Headache



___Shoulder blade pain



___Swelling of ankles

___Sleep loss



       Pain or numbness in:



RESPIRATORY
___Weight loss



___
Shoulders



___Chest pain

___Nervousness/depression


___
Arms




___Chronic cough

___Neuralgia



___
Elbows




___Difficult breathing

___Numbness



___
Hands




___Spitting up blood

___Sweats



___
Hips




___Spitting up phlegm

___Tremors



___
Legs




___Wheezing

EYES, EARS, NOSE, THROAT

___
Knees




GASTROINTESTINAL
___Asthma

 

___
Feet




___Belching or gas

___Colds




___Painful tailbone




___Colitis

___Sore throat



___Poor posture




___Colon trouble


___Deafness



___Sciatica




___Constipation

___Dental decay



___Spinal curvature



___Diarrhea

___Earache/noises


GENITO-URINARY




___Difficult digestion

___Ear discharge



___Bedwetting




___Distention of abdomen

___Sinus infection



___Blood in urine




___Excessive hunger

___Enlarged glands



___Frequent urination



___Gall bladder trouble

___Enlarged thyroid


___Inability to control bladder


___Hemorrhoids

___Nose bleeds



___Kidney infection or stones


___Intestinal worms

___Failing vision



___Painful  urination



___Jaundice

___Far sighted



___Prostate trouble




___Liver trouble

___Gum trouble



___Pus in urine




___Nausea

___Hay fever



___Painful menstruation



___Pain over stomach

___Hoarseness



___Hot flashes




___Poor appetite

___Nasal obstruction


___Irregular cycle




___Vomiting

___Near sighted



___Lumps in breasts



___Vomiting blood


When a patient seeks chiropractic health care and we accept a patient for such care, it is essential for both to be working for the same objective. It is important that each patient understand both the objective and the method that will be used to attain it. This will prevent any confusion or disappointment. You have the right, as a patient, to be informed about the condition of your health and the recommended care and treatment to be provided so that you may make the decision whether or not to undergo chiropractic care after being advised of the known benefits, risks and alternatives.


Chiropractic is a science and art which concerns itself with the relationship between structure (primarily the spine) and function (primarily the nervous system) as that relationship may effect the restoration and preservation of health. Health is a state of optimal physical, mental and social well-being, not merely the absence of disease or infirmity.


One disturbance to the nervous system is called a vertebral subluxation. This occurs when one or more of the 24 vertebrae in the spinal column become misaligned and/or do not move properly. This causes alteration of nerve function and interference to the nervous system. This may result in pain and dysfunction or may be entirely asymptomatic.


Subluxations are corrected and/or reduced by an adjustment. An adjustment is the specific application of forces to correct and/or reduce vertebral subluxation. Our chiropractic method of correction is by specific adjustments of the spine. Adjustments are usually done by hand but may be performed by handheld instruments. In addition, ancillary procedures such as physiotherapy and/or rehabilitative procedures may be included.


If during the course of care we encounter non-chiropractic or unusual findings, we will advise you of those findings and recommend that you seek the services of another health care provider.


All questions regarding the doctor’s objective pertaining to my care in this office have been answered to my complete satisfaction. The benefits, risks and alternatives of chiropractic care have been explained to me to my satisfaction. I have read and fully understand the above statements and therefore accept chiropractic care on this basis.

_________________________________________   
__________________________________  
________________________
                         Print Name                            

          
Signature                                                    
 Date

Consent to evaluate and adjust a minor child:

I, __________________________________ being the parent or legal guardian of______________________________________ have read and fully understand the above Informed Consent and hereby grant permission for my child to receive chiropractic care.

Pregnancy Release (Women Only):

This is to certify that to the best of my knowledge I am not pregnant and the above doctor and his/her associates have my permission to perform an x-ray evaluation. I have been advised that x-ray can be hazardous to an unborn child.

______________________________________________________________     ______________________

                       Signature                                                                                               Date
