A CONFIDENTIAL PATIENT HEALTH RECORD -
] UPDATED HISTORY OF PRESENT ILLNESS/INJURY

PLEASE PRINT:
NAME: DATE:

PLEASE BE SPECIFIC

A HISTORY OF PRESENT ILLNESS/INJURY

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 O TO 100 NEXT TO
EACH AREA, WITH O BEING NO PAIN AND 100 BEING INTOLERABLE PAIN.

XXX BURNING (BU)

((C  ACHING PAIN (AC)
000 PINS & NEEDLES (PI)
- -- NUMBNESS (NU)

:::  SHARP PAINS (SH)

CONSTANT

—
FOR OFFICE USE ONLY: W r
\

COME/GO
SYMPTOMS HAVE: ) \
INCREASED (1)

DECREASED (1)
STAYED THE SAME

__ NORMAL (NL)
BETTER: WORSE:
_ AM -
. MIDDAY . -
_ PM - > )
% IMPROVEMENT 9
PER AREA /

NO PAIN PAIN SCALE: INTOLERABLE
10 15 20 25 30 35 40 45 50 55 60 65 70 75 80 85 90 95 100

IHllHHIHllHHIHlIHHIHllHHlHllHHIHHIHHIHllHHIHllHHIHllHHIHlIHHI

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

[1YES CINo DOES THE PAIN INTERFERE WITH YOUR SLEEP? HOW MANY TIMES DO YOU WAKE UP?
[JYes [No DOES WEATHER AFFECT YOUR PAIN?
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 7. GRIPPING 13.__ PUSHING 19._ BENDING FORWARD TO BRUSH TEETH
2. LYING ON SIDE W/KNEES BENT 8.  CLIMBING 14.__ KNEELING 20.___ STANDING MORE THAN ONE HOUR
3. TURNING OVER IN BED 9._  PULLING 15._ STOOPING 21.__ BALANCING

4. GETTING IN/OUT OF CAR 10.___ DRESSING SELF 16.___ SITTING AT TABLE 22._  COUGH/SNEEZE/GRUNT

5. LYING FLAT ON STOMACH 11.__ SEXUAL ACTIVITY 17.__ BENDING FORWARD How?

6. REACHING 12.__ SLEEPING 18.__ WALKING SHORT WHERE?

DISTANCES
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COMMENTS:

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 __ XPER
NECK/UPPPER BACK
MIDBACK/LOW BACK
HIPS/LEGS/FEET
SHOULDERS/ARMS
OTHER
CINO CHANGE
WORK STATUS HISTORY UPDATE [ NORMAL DUTIES
o JALTERNATIVE WORK SCHED
OCCUPATION HOURS WORKED PER WEEK:
OYes [CNo HAVE YOU LOST TIME FROM WORK AS A RESULT OF THIS INJURY?
IF YES, DATES:
OvYes ONo HAVE YOU GONE BACK TO WORK? WHEN?
IF YES, WHAT STATUS OF WORK: []MODIFIED [JREGULAR
LIST RESTRICTIONS YOU HAVE BEEN PLACED ON:
IF YOU HAVE GONE BACK TO WORK, LIST ACTIVITIES THAT ARE:
PAINFUL:
DIFFICULT:
yes [ONo 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?:
Oyes [CINo ARE THERE ANY PROBLEMS YOU HAVE WITH A FELLOW EMPLOYEE, SUPERVISOR, OR MANAGER THAT NEEDS TO BE
DISCUSSED? IF YES, EXPLAIN:
A GENERAL SYSTEMS UPDATE
CHECK SYMPTOMS THAT HAVE BECOME APPARENT SINCE THE ACCIDENT/INJURY: 21 [[] SLEEPING TROUBLE  32. [] HEADACHE
1.[] NERVOUSNESS 11. [ Loss oF BALANCE 22. [] TOE NUMBNESS 33. [ FAINTING
2. [ NECK PAIN/STIFFNESS 12. [ Loss oF sMELL 23. ] FINGER NUMBNESS 34. [ ANXIETY
3. [J MIDBACK PAIN 13. [J Loss oF TASTE 24. [] COLD HANDS 35. [] SEIZURES
4.[] Low BACK PAIN 14. [ Loss OF MEMORY 25. [] CoLD FEET 36. [] VISUAL DISTURBANCES
5. [ EYES SENSITIVE TO LIGHT  15. [C] PINS & NEEDLES - ARMS 26. [] CHEST PAIN 37. [J FORGETFULNESS
6. ] PAIN BEHIND EYES 16. [ PINS & NEEDLES - LEGS 27. [C] CONSTIPATION 38. [] BLURRED VISION
7. ] DIzZINESS 17. ] SHORTNESS OF BREATH 28. [[] DIARRHEA 39. [[] DOUBLE VISION
8. ] COLD SWEATS 18. [] HEAD SEEMS TOO HEAVY 29. [] FATIGUE 40. [] CONFUSED
9. [] FACE FLUSHED 19. [] IRRITABILITY 30. [] TENSION 41. ] DISORIENTED
10. [J RINGING/BUZZING EARS 20. [] DEPRESSION 31.[] FEVER 42. [] OTHER
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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A PAST MEDICAL HISTORY UPDATE  hisrtanch oINcE

OvYes [No SINCE YOU BEGAN TREATMENT FOR THIS INJURY/INJURY, HAVE YOU HAD ANY ACCIDENTS, ILLNESSES, INJURIES,
FALLS, SURGERIES, OR HOSPITALIZATIONS? IF YES, PLEASE DESCRIBE:

D YES D No HAVE YOU SEEN ANOTHER HEALTH CARE PROVIDER FOR THIS OR ANY OTHER INJURY OR ILLNESS? IF YES, PLEASE
DESCRIBE
DYES DNO DO YOU NOW TAKE PRESCRIPTION DRUGS, OVER-THE-COUNTER DRUGS, VITAMINS, OR SUPPLEMENTS?
PRODUCT/DRUG REASON FREQUENCY | DOSAGE HELPING?
1.
2.
3.
CONO CHANGE SINCE
A SOCIAL HISTORY UPDATE NO CHANGE SINC:
D YES D NoO DO YOU SMOKE? PACKS PER DAY?
D YES D No DO YOU CONSUME CAFFEINE? HOW MUCH PER DAY?
D YES D NO DO YOU CONSUME ALCOHOL? HOW MANY GLASSES PER WEEK/DAY?
D YES D No HAVE YOU BEEN FOLLOWING THE RECOMMENDATIONS MADE BY THE DOCTOR REGARDING STRETCHING AND EXERCISE?
IF NO, WHY NOT?
D YES D No ARE YOU ENGAGING IN ANY RECREATIONAL ACTIVITIES? WHAT?
D YES D NoO ARE YOU COMMUTING TO WORK? HOW FAR?
NO CHANGE SINCE
A FAMILY HEALTH HISTORY UPDATE  LINOCHANGE SINC
D YES DNO HAS THERE BEEN ANY CHANGE IN THE HEALTH OF YOUR BLOOD RELATIVES? (MOTHER, FATHER, BROTHERS, SISTERS,

CHILDREN) WHAT

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)
[CINO CHANGE SINCE
SYSTEM REVIEW UPDATE LAST EVALUATION

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
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)

ADDITIONAL COMMENTS:

MY SIGNATURE IS AN ACKNOWLEDGEMENT THAT ALL OF THE ABOVE STATEMENTS ARE TRUE. | HEREBY AUTHORIZE THE DOCTOR TO EXAMINE
AND TREAT MY CONDITION AS HE/SHE DEEMS APPROPRIATE THROUGH THE USE OF CHIROPRACTIC HEALTH CARE, AND | GIVE AUTHORITY FOR
THESE PROCEDURES TO BE PERFORMED. | 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

LEVEL OF HISTORY (OFFICE USE ONLY)
PROBLEM FOCUSED (12)
EXPANDED PROBLEM FOCUSED (13)

DETAILED (14,)
COMPREHENSIVE (15)
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