Ribley Family Chiropractic

Personal Health History

Date: Patient Name: Date of Birth: Age:_
History
Reason for coming in.
Is condition: =~ Job Related UAuto Accident UFall UHome Injury UOther
When did this condition/pain begin?
Is the condition/pain reoccurring? UNo UYES How often?
Have you been seen before for this condition/pain? UNo UYES
If Yes, by UPhysician WDoctor of Chiropractic WPhysical Therapist UOther
What did they do/or recommend?
Have you ever had previous chiropractic care? ~ WNo UYES  When was your last visit?
What was the reason for your initial visit?
How often did you go? How long were you under care?
Why did you discontinue care?
Women Only Are you pregnant?  Yes No
If yes, due date / / If no, date of last menstrual cycle / /
Medications

Are you taking any medications? UNo

QYES If yes, list and describe (how long, over the counter, prescription)

What side effects (if any) have you experienced from these drugs?

Injuries/Major Surgery/Operations- Please check any that apply

UAppendectomy UWTonsillectomy WGall Bladder
U Other:

WHernia

WSpinal

UHysterectomy U Broken Bones

Accidents/Falls History (such as auto/work/sport-related/jolts/trauma/etc.): IMPORTANT INFORMATION...

All events which could have any impact upon the spine are of high significance to determine spinal health history. Please fill out completely.

Within the past year - when: Describe event:

Over a year ago - when: Describe event:

Childhood - when: Describe event:

Hospitalizations (other than above):

Please check which applies to you?
Bottled Drinking Water:

Health Food Products (organic products, etc.):

UNo
UNo
Are you a member of a gym or health club: UNo
UNone UModerate ~ WDaily

UConsume artificial sweeteners Type:

Do you purchase:

Exercise:

Do you:

U Yes Vitamins UNo O Yes
U Yes Probiotics UNo O Yes
U Yes

UHeavy

U Consume Dairy Products

DA]COhOl: Drinks/Week
ONo 0O Yes Reason

USmoke: Packs/Day
High Stress Level:

W Coffee/Caffeine Drinks: Cups/Day




Type of pain:

4 Dull O Sharp  UBurning QO Throbbing O Numbness
O Stabbing  UTingling O Cramps QO Stiffness O Swelling
4 Other

Pain radiating into extremities?

Rate the severity of your pain on a scale from:

1 (least pain) to 10 (severe pain):

Severity of pain:

U Mild (annoyance, no impairment)
U Moderate (marked impairment)

O Slight (some mild impairment)
O Severe (incapacitated/bedridden)

Mark an X on the picture where you have pain, numbness, or tingling

Duration of pain:

Qlntermittent (25% of the time)
UFrequent (50%-75% of the time)

Other

WOccasional (25%-50% of the time)
WConstant (76%-100% of the time)

Check Symptoms You Have Noticed:

General
WHeadaches
UShooting head pain
ULoss of memory
WFatigue
WDepression
UDizziness
WThyroid trouble
UChills

USweats

USleeping problems
USeizures
UFainting
Qlrritability
UNerves/ nervousness
Qlnner tension
OWeight gain
OWeight loss
WTwitching of face
WFacial pain

WJaw pain (TMJ)
WMenstrual cramps/pain
WMenstrual irregularity
ULoss of balance
WProstate trouble
WCancer
UShortness of breath
WHernia

QO Arthritis
UDiabetes

QPainful joints
WSwollen joints
QUlcers

Gastrointestinal
WBowel changes
Ulntestinal gas
WConstipation
Wlndigestion
WNausea
WStomach pain
UStomach trouble
WVomiting blood
WQVomiting

UGall bladder trouble

Cardiovascular
WChest pain

OHeart attacks
dStroke

ULow blood pressure
WHigh blood pressure
QPoor circulation
Ulrregular heart beat
URapid heart beat
QdSwollen ankles
dCold feet

UAnemia

Urinary:

UBed wetting

UBlood in urine
UFrequent urination
ULack of bladder control
WPainful urination
UKidney trouble

Eye/Ear/Nose & Throat

dSinus trouble

OLoss of smell
UAllergies
WHayfever

UAsthma

OLoss of taste
QInflammation of throat
OEarache
UHoarseness

QLoss of hearing
QPersistent cough
URinging in ears
UBlurred vision
QVision- flashes/halos
OTonsillitis

ULights bother eyes

Skin

UBruise easily
UHives

Ultching

WChange in moles
URash

UWSores that won’t heal

Neck

UNeck pain
WGrinding/popping in neck
UNeck stiffness

UPinched nerve in neck
WNeck feels out of place
WMuscle spasms in neck

Shoulders
WShoulder/arm tightness
WShoulder/arm pain
QPain in shoulder joint
OPain across shoulders
UCan’t raise arms
OTension in shoulders
OPinched nerve in
shoulders

Arms & Hands

OPins & needles in arms
OPins & needles in hands
UNumbness in arms/hands
QPain in upper arm
QPain in elbow

OPain in forearm

QPain in hand

WPain in fingers
OWeakness of hand
dCold hands

Mid Back

UMid-back pain

USpinal curvature
UMid-Back stiffness
OPain between shoulder
blades

QPain from front to back
WMuscle spasms in Mid—
Back

Low Back

ULow back pain

OLow back stiffness
OLow back weakness
OLow back feels out of
place

WMuscle spasms in low
back

Hips, Legs, & Feet
UCold feet

QPain in buttocks
QPain in hip joint
QPain down leg
UPain in knee

UPain in ankle
QPain in foot
WUWeakness of leg

WU Weakness of knee
ULeg cramps

UPins & needles in legs

Symptoms Other Than Above

I certify that the above information is correct to the best of my knowledge. I will not hold my doctor or ant members of his/her staff
responsible for any errors or omissions that I may have made in the completion of this form.

Patient Signature

Date

(If under age 18)Parent’s Signature

Date







