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CHIROPRACTIC PATIENT HISTORY 

 
Please complete this confidential history questionnaire.  The consultation is offered to determine if you are a candidate for chiropractic 

care. Your answers will help us to help you.  The human body is designed to be healthy.  Throughout life, events occur which damage 

your health.  This consultation will uncover the layers of damage, especially to your nervous system and spine that can result in poor 

health.  Thank you for choosing CHAMPION CHIROPRACTIC to meet your health care needs. 

 

PATIENT INFORMATION: 

 

Name_________________________________ Age_____ Birth Date_______________ Today's Date________ 

Address____________________________________________________City_______________ Zip_________ 

Home Phone________________   Cell Phone__________________ Work Phone__________________ 

Email___________________ Sex___ Marital Status ___ No. of children ______ Social Security: ___________ 

Occupation: ___________________Employer:_________________________  

Name of Spouse                                        Occupation_________________ 

Person to contact in case of emergency    Phone ____________________ 

Family Physician_________________________________ Phone____________________ 

Whom may we thank for referring you to us? __________________________________________ 

 

Major Complaints (reason for your visit): 

 

A) ____________________________ C) ________________________________ 

     ____________________________      ________________________________ 

 

B) ____________________________ D) ________________________________ 

    ____________________________     ________________________________ 

 

1. Which of your major complaints bothers you the most? __________________________________________ 

2. On a scale of 1 to 10, how bad is it? (0 being none; 10 being the worst)______________________________ 

3. How long have you had this complaint(s)? ________________________________  

4. Prior to this problem beginning, did you ever have an earlier problem that was the same or similar and 

when? (Explain)_____________________________________ ____________________________________      

5. For your present condition did your pain appear [  ] Slowly [  ] Suddenly? 

6. How often does it bother you now? __________________________________________________________ 

7. When it is at its worst, how does it feel? ______________________________________________________ 

8. What activities aggravate current condition?___________________________________________________ 



 

9. What do you do to relieve current condition? __________________________________________________ 

10. What other treatments have you tried for this condition? 

      [  ] Chiropractic  [  ] Physical Therapy  [  ] Anti-inflammatory Medication (NSAIDS) [  ] Pain Medication              

  [ ]Cortisone Injections  [  ] Surgery   [  ] Other_______________________ 

11. Have any other doctors treated this condition? _________________________________________________ 

      If so, who and when? ____________________________________________________________________ 

12. What testing have you had related to this condition?  [ ] xrays [ ] MRI  [ ] CAT scan  

13. Is this due to an injury from Employment? __ Auto Accident __Personal Injury __ 

14. How is your current condition affecting you?  

  [ ] Work,  [ ] Home, [ ] Recreational Activities ,  [ ] Relationships,  [ ] Sleep   

15. When it is at its worst, how does it interfere with your normal daily activities? 

       ______________________________________________________________________________________ 

16. Do you think your problem is getting worse?   [ ] Yes   [  ] No  

17. What do you think is causing your pain? ______________________________________________________ 

18. Women: Are you pregnant or is there any possibility you might be pregnant? ________________________ 

 

 

SOCIAL HISTORY 

 

If not applicable, write N/A. Please indicate how much you consume of the following per day or weekly. 

Alcohol: ___________________ 

Coffee: ____________________ 

Tobacco: ___________________ 

Pain relievers: _______________ 

Soft drinks: _________________ 

Water intake: _______________ 

 

Please indicate how often you engage in the following per day/week. 

Exercise: ___________________ 

Hobbies: ___________________ 

 

Rate your food intake:  1 2 3 4 5 6 7 8 9 10 

1=Poor-Processed Foods/Take Out/Fast Food   10=Excellent, Organic, Fresh, Healthy 

 

 

FAMILY HISTORY 
 

RELATIVE AGE- if living           ILLNESSES                                   Age at Death 

 

Mother:  ____        ________________________________________________________________ ____ 

 

Father  ____                     ________________________________________________________________ ____ 

 

Sibling 1 ____                           ________________________________________________________________ ____ 

 

Sibling 2 ____                           ________________________________________________________________ ____ 

 

Sibling 3 ____                           ________________________________________________________________ ____ 

 

Sibling 4 ____                           ________________________________________________________________ ____ 

 


