TEA CHIROPRACTIC AND REHABILITATION

PATIENT NAME: ________________________________________________DATE: ______________ 

1. What brings you into our office today? _________________________________________________________________________________

2. What started the pain?  Injury/unknown (Please circle)  If injury, please describe. _______________________________________________

__________________________________________________________________________________________________________________

3. When did the pain begin?   (Approx date) __________________
              Circle on the diagram the location of pain and / or dysfunction
4. How bad is the pain?      NO PAIN 

                          UNBEARABLE

          At Worst      □   □   □   □   □   □   □   □   □   □   □

                                           0     1      2     3      4      5      6      7      8     9     10

                           At Best       □   □   □   □   □   □   □   □   □   □    □



              0     1      2      3     4      5      6      7      8      9     10

                       Currently      □   □   □   □   □   □   □   □   □   □    □                                                                                                                 


                             0     1       2     3      4     5      6      7      8     9      10

5. Describe the pain:     □ Sharp   □ Shooting  □ Dull Ache   








         6. Does the pain travel away from specific location? □ No   □ Yes    
     If yes, describe where and how: _________□ Burning  □ Numb   □ Tingling
7. How bad is the referral pain?   □ Mild   □ Moderate   □ Intense

8. HOW OFTEN DOES THE PAIN OCCUR?
        9.  ARE YOUR SYMPTOMS CHANGING?

 □ 1- CONSTATLY  ( 76-100% OF THE DAY )  
       □ GETTING BETTER   □ COMES AND GOES
 □ 2- FREQUENTLY ( 51-75% OF THE DAY )
       □ NOT CHANGING    □ GETTING WORSE

 □ 3- OCCASIONALLY ( 26-50% OF THE DAY )

 □ 4- INTERMITTENTLY ( 0-25% OF THE DAY )










10. Have you had any injuries in the past? ( If so, when and describe) ____________________________________________________________

____________________________________________________________________________________________________________________

11. Have you experienced any associated signs/symptoms such as: Are there any bowel or bladder changes? □ Y □ N  If Y How? _____________

_________________________________  Is there any breathing difficulties or chest pain?  □ Y  □ N    If Y, how?___________________________________

12. Are there any visual or auditory changes?  □ Y  □ N    If Y, how?____________________________________________________________________________
13. Have you seen any other physician for this episode?  □ Y  □ N    If Y, who?_________________________________________________________________
14. What was the diagnosis & Treatment? ___________________________________________________________________________________

15. Have you had these symptoms in the Past?   □ YES   □ NO     If yes, please describe when and with whom.____________________________

_____________________________________________________________________________________________________________________

16. What test(s) have you had for your symptoms?
□ X-rays   □ CT Scan   □ MRI   □ Other  □ None







Results?_____________________________________________________________

17. As a result of your symptoms are you restricted in your ability to perform   □ work  □ exercise  □ Sleep  □ Normal daily activities  □ No


If so, describe ____________________________________________________________________________________________________________

How often do you regularly exercise? 
□ None   □ 1-2 times per week   □ 3-4 times per week   □ 5 + times per week

How many alcoholic beverages do you consume in a week?   Beer _______     Liquor______   Wine______

How many cigarettes do you smoke in a week? _____________
What is your height and weight?   Height _____’____”    Weight _______ lbs. 

Are you Right or Left handed? ________ Right or Left footed? __________
FOR EACH OF THE CONDITIONS LISTED BELOW, PLEASE PLACE A CHECK IN THE PAST COLUMN IF YOU HAVE HAD THE CONDITION IN THE PAST. IF YOU PRESENTLY HAVE A CONDITION LISTED BELOW, PLACE A CHECK IN THE PRESENT COLUMN.

PAST
PRESENT



PAST
PRESENT

                                  PAST
PRESENT

□
□
HEADACHES

□
□
HIGH BLOOD PRESURE             □ 
□
EMPHYSEMA

□
□
NECK PAIN


□
□
HEART ATTACK
               □ 
□
ASTHMA

□
□
UPPER BACK PAIN

□
□
CHEST PAINS
               □ 
□
CHRONIC COUGH

□
□
MID BACK PAIN

□
□
STROKE

               □
                    □
CHRONIC SINUSITIS

□
□
LOW BACK PAIN

□
□
RAPID HEART BEAT
               □
                    □
DIABETES

□
□
SHOULDER PAIN

□
□
ANGINA

               □              □
EXCESSIVE THIRST


□
□
ELBOW/UPPER ARM PX
□
□
AORTIC ANEURYSM                    □ 
 □
FREQUENT URINATION

□
□
WRIST PAIN 

□
□
BLOOD DISORDER
               □ 
 □
DEPRESSION

□
□
HAND PAIN  

□
□
KIDNEY STONES
               □ 
 □
DRUG/ALCOHOL DEPENDANCE

□
□
HIP/UPPER LEG PAIN

□
□
KIDNEY DISORDERS
               □
                     □
SYSTEMIC LUPUS

□
□
ANKLE/FOOT PAIN

□
□
PAINFUL URINATION
               □
                     □
HIV   

                □
□
JAW PAIN

              
□
□
BOWEL/BLADDER CHANGES     □

 □
HYPO/HYPER THYROID
□
□
KNEE P AIN

□
□
ABNORMAL WEIGHT GAIN         

□
□
JOINT SWELLING/STIFFNESS
□
□
ABNORMAL WEIGHT LOSS        


□
□
ARTHRITS


□
□
ANOREXIA
             
               FEMALES ONLY
□
□
RHEUMATIOD ARTHRITIS
□
□
LOSS OF APPETITE
               □ 
  □
IRREGULAR MENSES

□
□
MUSCULAR INCOORDINATION
□
□
DIFFICULTY SWOLLOWING        □ 
  □
BREAST LUMPS/SORNESS

□
□
FAINTING


□
□
ULCER
              
                □                      □
ENDOMETRIOSIS             

□
□
VISUAL DISTURBANCES
□
□
IRRITABLE COLON
                □
   □
BIRTH CONTROL 


□
□
DIZZYNESS
                   □
□
HEPATITIS                                     □               □
HORMON REPLACE THERAPY             

□
□
TINNITUS (EAR NOISES)
□
□
LIVER/GALL BLADDER DISORDER
 

□ 
□
CANCER


□


INDICATE IF AN IMMEDIATE FAMILY MEMBER HAS HAD ANY OF THE FOLLOWING

□
□
CHRONIC BACK PROBLEMS
□
□
RHEUMATIOD ARTHRITIS          □ 
□
CANCER

                □
□
CHRONIC HEADACHES
□
□
HEART PROBLEMS
               □ 
□
DIABETES

□ 
□
HIGH BLOOD PRESSURE
□
□
SYSTEMIC LUPUS                       □
                    □
OTHER

Do you have a disability rating?
□   YES       □  NO
         RATING %________
DATE RECEIVED RATING?______________

List all prescription and over the counter medications you are taking

____________________________________________________________________________________________________________________________________________________

List all surgical procedures you have had and times you have been hospitalized including pregnancies.

____________________________________________________________________________________________________________________________________________________

List any head injuries or concussions and date 


List all fractures: Location and date

_________________________________________________                                      _______________________________________________________________________________

Patient Signature:________________________________________________________________Date:__________________________________

