
TM

CONFIDENTIAL PATIENT HEALTH RECORD –
UPDATED HHISTORY OOF PPRESENT IILLNESS/INJURY

please print:
Name: _______________________________________________________________________________ Date: __________________________

HISTORY OF PRESENT ILLNESS/INJURY
Please Be Specific

CHIEF COMPLAINT
Be sure to fill out this section as accurately as possible. Mark the area with the described sensation. Use the
appropriate symbols. If there is more than one area of discomfort, please rate the pain on a scale of 0 to 100 next to
each area, with 0 being no pain and 100 being intolerable pain.

TM
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for office use only:
____ Constant
____ Come/Go

Symptoms have:

____ Increased (⇑)
____ Decreased (⇓)

____ Stayed the same
____ Normal (NL)

Better: Worse:
____ AM _____
____ Midday _____
____ PM _____

% Improvement 
Per Area

❏ Yes ❏ No Does the pain interfere with your sleep?  How many times do you wake up? ____________________________
❏ Yes ❏ No Does weather affect your pain? ______________________________________________________________________

XXX Burning (BU)
((( Aching Pain (AC)
000 Pins & Needles (PI)
- - - Numbness (NU)
: : : Sharp Pains (SH)

What Makes the Condition Better? What Makes The Condition Worse?
Head Neck______________________________________________ Head Neck _______________________________________________
Mid Back _______________________________________________ Mid Back_________________________________________________
Low Back_______________________________________________ Low Back ________________________________________________
Shoulder, Arm, Hand____________________________________ Shoulder, Arm, Hand _____________________________________
Hip, Leg, Foot___________________________________________ Hip, Leg, Foot ____________________________________________
Other __________________________________________________ Other____________________________________________________

Indicate your ability to perform the following activities. Please use these codes:
U - Unable L - Limited P-Painful D-Difficult N-Normal H-Haven’t tried
1.___ Lying on back
2.___ Lying on side w/knees bent
3.___ Turning over in bed
4.___ Getting in/out of car
5.___ Lying flat on stomach
6.___ Reaching

7.___ Gripping
8.___ Climbing
9.___ Pulling

10.___ Dressing Self
11.___ Sexual Activity
12.___ Sleeping

13.___ Pushing
14.___ Kneeling
15.___ Stooping
16.___ Sitting at Table
17.___ Bending forward
18.___ Walking short

distances

19.___ Bending forward to brush teeth
20.___ Standing more than one hour
21.___ Balancing
22.___ Cough/Sneeze/Grunt

How? _____________________
Where? ___________________



Level of History of Present Illness/Injury (Office Use Only)
______ Brief (12, 13) _______ Extended (14, 15)

Nature of Presenting Problem (Office Use Only)
______ Minimal (11) _______ Low Severity (13) _______ High Severity (15)
______ Minor/Self Limited (12) _______ Moderate Severity (14)
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If you have gone back to work, list activities that are:
Painful: ___________________________________________________________________________________________
Difficult:__________________________________________________________________________________________

❏ Yes ❏ No Are you currently on disability (time loss). If yes, do you want to go back to work doing your regular job?
If No, why not?: ___________________________________________________________________________________

❏ Yes ❏ No Are there any problems you have with a fellow employee, supervisor, or manager that needs to be
discussed? If yes, Explain: __________________________________________________________________________

TM

GENERAL SYSTEMS UPDATE

Check symptoms that have become apparent since the accident/injury:

1. ❏ Nervousness
2. ❏ Neck pain/stiffness
3. ❏ Midback pain
4. ❏ Low back pain
5. ❏ Eyes sensitive to light
6. ❏ Pain behind eyes
7. ❏ Dizziness
8. ❏ Cold sweats
9. ❏ Face flushed

10. ❏ Ringing/buzzing ears

11. ❏ Loss of balance
12. ❏ Loss of smell
13. ❏ Loss of taste
14. ❏ Loss of memory
15. ❏ Pins & needles - arms
16. ❏ Pins & needles - legs
17. ❏ Shortness of breath
18. ❏ Head seems too heavy
19. ❏ Irritability
20. ❏ Depression

21. ❏ Sleeping trouble
22. ❏ Toe numbness
23. ❏ Finger numbness
24. ❏ Cold hands
25. ❏ Cold feet
26. ❏ Chest pain
27. ❏ Constipation
28. ❏ Diarrhea
29. ❏ Fatigue
30. ❏ Tension
31. ❏ Fever

32. ❏ Headache
33. ❏ Fainting
34. ❏ Anxiety
35. ❏ Seizures
36. ❏ Visual Disturbances
37. ❏ Forgetfulness
38. ❏ Blurred Vision
39. ❏ Double Vision
40. ❏ Confused
41. ❏ Disoriented
42. ❏ Other _______________

WORK STATUS HISTORY UPDATE
TM

Occupation ____________________________________________________ Hours Worked Per Week: __________

❏ Yes ❏ No Have you lost time from work as a result of this injury?
If Yes, dates: ______________________________________________________________________________________

❏ Yes ❏ No Have you gone back to work? when? _______________________________________________________________
If Yes, what status of work:   ❏ Modified ❏ Regular
List restrictions you have been placed on: _________________________________________________________

My Motion has/is Increased Decreased Normal
but not normal

Neck/Upper Back

Midback/Low back

Hips/Legs/Feet

Shoulders/Arms

Other

My Strength has/is Increased Decreased Normal
but not normal

Neck/Uppper Back

Midback/Low back

Hips/Legs/Feet

Shoulders/Arms

Other

The Frequency of Decreased Increased Normal

my discomfort has/is but not normal

Headache
x per ____ x per ____

Neck/Uppper Back

Midback/Low back

Hips/Legs/Feet

Shoulders/Arms

Other

Comments:

❏NO CHANGE
❏ NORMAL DUTIES
❏ ALTERNATIVE WORK SCHED

UPDATED HISTORY OF PRESENT ILLNESS/INJURY
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Level of History (Office Use Only)
______ Problem Focused (12) _______ Detailed (14,)
______ Expanded Problem Focused (13) _______ Comprehensive  (15)

❏ Yes ❏ No Since you began treatment for this injury/injury, have you had any accidents, illnesses, injuries,
falls, surgeries, or hospitalizations? If yes, please describe: _______________________________________
___________________________________________________________________________________________________

❏ Yes ❏ No Have you seen another health care provider for this or any other injury or illness? If yes, please
describe ___________________________________________________________________________________________

❏ Yes ❏ No Do you now take prescription drugs, over-the-counter drugs, vitamins, or supplements?

PAST MEDICAL HISTORY UPDATE
TM

❏ Yes ❏ No Do you smoke? packs per day? __________
❏ Yes ❏ No Do you consume caffeine? How much per day? __________
❏ Yes ❏ No Do you consume alcohol? How many glasses per week/day? __________
❏ Yes ❏ No Have you been following the recommendations made by the doctor regarding stretching and exercise?

If no, why not? ____________________________________________________________________________________
❏ Yes ❏ No Are you engaging in any recreational activities? What? _____________________________________________
❏ Yes ❏ No Are you commuting to work?  How far?_____________________________________________________________

SOCIAL HISTORY UPDATE
TM

❏ Yes ❏ No Has there been any change in the health of your blood relatives? (mother, father, brothers, sisters, 
children) What ____________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________

FAMILY HEALTH HISTORY UPDATE
TM

Level of Past Medical, Family, Social History (Office Use Only)
______ N/A (11, 12, 13) _______ Pertinent (14) _______ Complete (15)

(One of the above histories completed) (2 or 3 of the above histories completed)

Level of system review (Office Use Only)
______ N/A (11, 12) _______ Extended (14,) (2 to 9 of the above systems)
______ Problem Pertinent (13) (One of the above systems) _______ Complete (15) (10 or more of the above systems)

Have you had any problems with the following areas? (Please mark Y for yes or N for no in each of the following:)
1. ____ Eyes 6. ____ Urinary 11. ____ Internal Organs
2. ____ Ears, Nose, Mouth, Throat 7. ____ Muscles 12. ____ Blood
3. ____ Heart 8. ____ Nerves 13. ____ Allergies
4. ____ Lungs/Breathing 9. ____ Skin 14. ____ Other_________________________
5. ____ Intestines 10. ____ Psychological _______________________________

SYSTEM REVIEW UPDATE
TM

ADDITIONAL COMMENTS:

PRODUCT/DRUG REASON FREQUENCY DOSAGE HELPING?
1.
2.
3.

My signature is an acknowledgement that all of the above statements are true. I hereby authorize the doctor to examine
and treat my condition as he/she deems appropriate through the use of chiropractic health care, and I give authority for
these procedures to be performed. I also give permission for my case to be used for research purposes if it is so approved.

PATIENT SIGNATURE:____________________________________________________________________________ DATE:________________________

GUARDIAN SIGNATURE: _________________________________________________________________________ DATE _______________________

D.C./C.A. SIGNATURE: ___________________________________________________________________________ DATE _______________________

❏NO CHANGE SINCE
LAST EVALUATION

❏NO CHANGE SINCE
LAST EVALUATION

❏NO CHANGE SINCE
LAST EVALUATION

❏NO CHANGE SINCE
LAST EVALUATION
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