Boyd Chiropractic Clinic
3271 West 26™ Street, Erie, PA 16506

CONFIDENTIAL PATIENT CASE HISTORY

PATIENT FULL NAME: DATE: / /
First Middle Last

ADDRESS: CITY: ST: Z1P:

E-mail address: Number of Children:

Home Telephone Number: Work Telephone Number:

Employer’s Name: Occupation:

Birth Date: / / Age: Your Social Security Number:

Marital Status: (circle one) M'S W D Spouse’s Name:

In case of an emergency, Notify: At Telephone Number:

Whom may we thank for referring you to our office?

Insured Person’s Information:

Insured’s Name:

Insured’s Employer:

Insured’s S.S. Number: Insured’s Birthday:

Relationship to patient: Name of Insurance Carrier:

Health Information:

Have you had previous chiropractic care? Y/N Where? When?

Major Complaint (Why are you here today?)

How long have you had this condition? Have you had this problem in the past? Y/N

Other Health Complaints:

What activities are you not able to do now that you were able to do prior to this injury/condition?

What makes it better?

Is this condition interfering with: WORK SLEEP DAILY ROUTINE OTHER

How long since you’ve felt really good?

Surgical Operations and years:

Medications you now take:

Primary Care Physician (PCP):

Vitamins/Herbs that you take?




Is your condition due to an Auto Accident or Job related injury? Yes No

Date of Accident / /

Date of your last physical exam / /

Females: Is there any chances that you are pregnant? ~ Yes ~~ No

Have you been in any automobile accidents in:  past2years  pastSyears  over 5 years

never: Please describe the Auto Accident:

Have you had any other personal injury accidents in: past 2 years past 5 years over 5 years

never: Please describe the accident:

MARK THE AREAS ON YOUR BODY WHERE YOU HAVE SYMPTOMS. USE THE SYMBOLS BELOW.

+ NUMBNESS ° PINS/NEEDLES x BURNING / STABBING

USE THE FOLLOWING SCALES TO GRADE THE INTENSITY OF YOUR PAIN

CIRCLE THE # TO INDICATE YOUR PAIN LEVEL CIRCLE THE # TO INDICATE YOUR PAIN LEVEL NOW
WHEN THE PROBLEM BEGAN
Gone012345678910 Unbearable Gone 012345678910 Unbearable
mild severe mild severe
moderate moderate

Patient Signature: Date:




