HEALTH PROFILE FORM
PRINT PATIENT NAME:

Describe your symptoms:

Date symptoms first appeared:  /  /

SEVERITY OF PAIN & SYMPTOMS

Major Complaints Rate You’re Pain and discomfort {0 none- 10 Extreme}
l: 1-10
2: 1-10
3: 1-10

What percent of the time do you experience these symptoms? L1100% LA75% L50% L125% L10%
Did it begin: Q Gradually QSuddenly QProgressed over time

Was this problem due to an auto accident or work related injury? Q YO N

What makes the symptoms worse?

What relieves the symptoms?

Quality of pain: QDull/Achy Q Sharp/Stabbing dBurning L Throbbing Q Electrical
Does the pain radiate into your: (circle) QArm QLeg QHead U Does Not Radiate

Do you experience numbness or tingling? YU N

What have you already tried to resolve this problem: (check all that apply)

Q Over The Counter Drugs W Prescription Strength Drugs L Physical Therapy Q Surgery
Q Chiropractic dMassage Therapy L Acupuncture L Nutritional Supplements

What daily activities (house work, yard work, driving, dressing,bathing, etc.) hobbies (golf, exercising,

etc.) or work activities are affected:
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LOCATION OF SYMPTOMS: Please indicate any areas of discomfort or pain on the body
chart below. Mark the areas where you feel the described sensations using the following
symbols. Please include all affected areas and mark areas of radiation (traveling pain).

Pain = PPP Tingling =TTT
Numbness = NNN Cramping = CCC
Burning = BBB Radiating Pain = RRR
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MEDICAL HISTORY

Please list all medications you’re taking:

Please list all dietary supplements you’re taking:

Please list all hospitalizations and surgeries (with dates):

Do you have any implants, surgical hardware, pacemakers or metallic sutures? Q YO N

Please list all traumas (sports injuries, automobile accidents, slips & falls):

Please list all known allergies:

[Females Only] Are you pregnant? QYW N Date of the start of your last menstrual cycle: /|

/

Smoking (per/week)? Caffeinated drinks per day (coffee, soda, tea, etc.)?

How many alcoholic drinks per week? How many glasses of water per day?

How many times per week do you exercise? How many hours of sleep per day?
How would you rate your diet? (circle one) Poor< 1 2 3 4 5 > Excellent
How would you rate your overall energy? (circle one) Poor< 1 2 3 4 5 > Excellent
How would you rate your stress levels? (circle one) Low< 1 2 3 4 5 > High

Describe your social activity.

On a scale of 1 through 10 (1 being the least, 10 being the most), how committed are you in wanting to

get this problem handled once and for all? (circle)
1 2 3 4 5 6 7 8 9 10
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ROS/FAMILY HISTORY S = Self M = Mother
(Please indicate which conditions have been experienced by the above by marking appropriate boxes).

S M F
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0 Anemia

Q Asthma

Q) Bladder trouble

O Bowel control loss
Q Chest pain

Q Convulsions

Q Dislocated joints

0 German measles

QO Heart trouble

Q High blood pressure
Q HIV/AIDS

Q Kidney disorder

QO Menstrual cramps (Abnormal)
Q Muscular dystrophy
O Nervousness

QO Obesity

Q Poor circulation

O Rheumatic fever

Q Scarlet fever

F = Father

S M F
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Q Arthritis

QO Back-pain (lower/mid)
Q Bone fracture

QO Cancer

Q Concussion

Q Diabetes

Q Epilepsy

Q Headaches/ Migraines
QO Hepatitis

Q High Cholesterol

Q Indigestion

O Meningitis

Q Multiple sclerosis

Q Neck pain

0 Numbness

Q Osteoporosis

QO Reproductive disorders
O Rheumatism

Q Sinus trouble

Q STD's Q Stroke
Q Stroke Q Travel abroad
Q Tuberculosis Q No health problems
Q Deceased Q Other:
List all siblings and their major health problems: WNo siblings [ No health issues
Other health information you feel is important:
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