2380 Troop Drive e Suite 201 o Sartell, MN 56377

C H | RO P RACT | C Phone: 320-255-0961 e Fax: 320-258-4001

Email: info@ChiroPerformanceCenter.com

X Web: www. ChiroPerformanceCenter.com

Name: Address:

City: State: Iip: Home Phone:

Work or Cell Phone: Cell Phone Carrier: May we contact you via text messaging? & Yes 3 No
Birth Date: Age: Sex: Ll Male L Female

Social Security Number: Check one: L Married T Single GiWidowed i Divorced [ Separated
Email Address: May we contact you via email? i Yes Tl No
Emergency Contact: Phone:

Sports/Activities you participate in

Spouse/children/family activities

Have you had previous chiropractic care? T Yes T No If yes, where?

Who referred you to this office? Relationship

Reason for consulting this office (check all that apply) & Pain L Sports Injury T Auto Accident G Personal Injury i Work Related Injury
CJ Interested in Nutrition [ Obtain Optimal Health T Other
Describe your symptoms

Date of onset: Have you had x-rays/MRI/CT on area? & Yes T No
Describe the pain: CDeep i Superficial & Dull 3 Sharp [ Achy K Throbbing i Stabbing 3 Shooting & Burning T Boring

What percent of the day do you have pain? C10-25% 3 26-50% 3 51-75% LI 76-100%  Have you had this problem in the past? T Yes K No
When do you feel best? L Morning & Afternoon i Evening When do you feel worst? Qi Morning K Afternoon &1 Evening
Have you seen anyone else for this condition? T Yes & No

If yes, who? LMD O Physical Trainer & Chiropractor T Athletic Trainer T Other

What was their diagnosis?

Have you done any self-treat for this condition? O lce [ Heat L Stretching T Medication [ Massage
Severity of pain today, on a scale of 0-107  Prease select At time of injury? Average since?

next page



Have you had injuries in the past? Please include all auto accidents, falls, sports trauma, etc and dates:

Have you had any surgeries or hospitalizations? Please list dates as well:

Please list any diseases and dates:

Are you taking any medications? List dosage and reason for taking:

Are you taking any supplements? List dosage and reason for taking:

Do you drink/eat dairy? CYes T No Servings/week Do you eat fast food? L Yes T No Times/week
How often do you drink alcohol? T Never L Rarely (Ix/mon) T Occasionally (1x/wk) 3 Moderately (2-3x/wk)

0 Frequently (4-5x/wk) 0 Excessive (6-7x/wk)
How often do you exercise? [ Daily (6-7x/wk) & Frequently (4-5x/wk) T Intermittently (2-3x/wk) T Occasionally (I-2x/wk) 3 Never

How much do you smoke? T Never ~ L1/2 pack/day or less [ 1pack/day [1-2 packs/day T More than 2 packs/day
How old is you mattress? years
What position do you sleepin? ChBack [ Stomach [ Side with legs together [ Side with top leg higher

What is your stress level, on a scale of 0-107 Prease select
Describe your job duties:

How many hours do you sit in a chair per day? How many hours per week do you work?

| have read and reviewed the information contained herein and represent that it is true, correct, and complete. | understand that the doctor is
relying upon the information in rendering treatment.

Patient Signature (Parent or Guardian if necessary) Date

Dominate Hand: AR AL  Height: Weight: BP: /
Respirations: Pulse: Self Manipulate? Y LN C/T/L How often

Radiation to extremities: LY LN Other systems involved? CY LN
T pain: Flex /Ext/ RRot / LRot /LLF /RLF C/T/L/UE/LE  RL
Jz pain:

' ROM: Flex /Ext/ RRot/ Rt /LLF /RLF C/T/L
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2380 Troop Drive e Suite 201 o Sartell, MN 56377

C H | RO P RACT | C Phone: 320-255-0961 e Fax: 320-258-4001

Email: info@ChiroPerformanceCenter.com

! Web: www. ChiroPerformanceCenter.com

Name: Date:

Select all choices that apply to your family (do not include relations by marriage)

Maternal Maternal Paternal Paternal

Motfer Father Siblings Children Grandmother | Grandfather | Grandmother | Grandfather

If no longer living,
please list cause of
death

Arthritis

Cancer - type

Depression

Diabetes

Headaches

Heart Attack/Disease

High Blood Pressure

Multiple Sclerosis

Osteoporosis

Stroke

Thyroid Disease

| understand that the information | have provided is current and complete to the best of my knowledge.

Signature (Parent or Guardian if necessary)
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