                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                              
Date_________________






             Patient File No______________

Name______________________________________________Age___________Date of Birth_______________
Address___________________________________City____________________State_____​​____Zip__________
Home Phone_______________________________Cell Phone___________________Work Phone____________
Email Address_____________________________ Occupation___________________Employer______________

Person to contact in an emergency_____________________________Phone#_____________________________

Primary Care Physician Name and Address:________________________________________________________
Insurance Information

If you have any insurance information please provide the staff with your insurance card and/or required forms.
Symptoms

1. What is your number-one problem or the one area of greatest pain?_________________________________

2. Please rate the level of this pain on the following scale:  0 is no pain, 10 is severe pain or the worst pain you   have ever felt.  If your pain varies from day to day, please circle two numbers to indicate a range of your pain.  0     1    2    3    4    5    6    7    8    9    10
3. When did this problem/pain start?______________________________ [ ] Gradual  [ ] Sudden [ ] Progressive
4. What do you think caused this problem?________________________________________________________
5. How often do you experience the pain?
__ 1 – 2 hours per day
   __ About half of the day
  __ Most of the day
   __ The pain never goes away
6. How does the pain affect your daily activities?

__ It does not affect my daily activities

                  __ I have had to change how I do things

__ I have had to stop doing some of my daily activities      __ I am unable to perform daily activities

7. What increases your pain?  __________________________________________________________________

8. What decreases your pain? __________________________________________________________________

9. Have you ever experienced this problem before?   [ Y ]  [ N ]  When?_________________________________

10. List any other pain currently bothering you and rate your pain level for each using the same scale as above.

a.____________________________________________________    0    1    2    3    4    5    6    7    8    9    10
b.____________________________________________________    0    1    2    3    4    5    6    7    8    9    10
c.____________________________________________________    0    1    2    3    4    5    6    7    8    9    10
d.____________________________________________________    0    1    2    3    4    5    6    7    8    9    10
11. Have you ever been involved in an automobile accident?  [ Y ] [ N ]  When?___________________________

      Were you injured?  [ Y ]  [ N ]   Please explain___________________________________________________

Have you had or do you now have any of the following conditions, which are or have been significantly distressful 
to you?  Please indicate if you currently have this condition, or if you have ever had this condition in the past.

	
	  Now
	  Past
	
	 Now
	 Past
	
	 Now
	 Past

	Arthritis
	_____
	_____
	Smoking
	_____
	_____
	Motor Vehicle Accident
	_____
	_____

	Asthma
	_____
	_____
	Depression
	_____
	_____
	Bone Fracture
	_____
	_____

	Sinus Trouble
	_____
	_____
	Loss of Taste
	_____
	_____
	Loss of Memory
	_____
	_____

	Allergies
	_____
	_____
	Loss of Smell
	_____
	_____
	Indigestion
	_____
	_____

	Tuberculosis
	_____
	_____
	Fainting
	_____
	_____
	Scoliosis
	_____
	_____

	Diabetes
	_____
	_____
	Leg Cramps
	_____
	_____
	Ear Infection
	_____
	_____

	Epilepsy
	_____
	_____
	Hemorrhoids
	_____
	_____
	Sexually Transmitted Dx
	_____
	_____

	Thyroid Trouble
	_____
	_____
	Ears Ringing
	_____
	_____
	Bruise Easily
	_____
	_____

	HIV/AIDS
	_____
	_____
	Cancer
	_____
	_____
	Multiple Sclerosis
	_____
	_____

	Emotional Difficulty
	_____
	_____
	Prostate Trouble
	_____
	_____
	Urinate Frequently
	_____
	_____

	High Blood Pressure
	_____
	_____
	Headache
	_____
	_____
	Excessive Thirst
	_____
	_____

	Urinary Tract Infxn
	_____
	_____
	Skin Disorders
	_____
	_____
	Unexplainable Weight Loss
	_____
	_____


Is there anything not listed here that you would like the doctor to know? _________________________________

___________________________________________________________________________________________

Are you presently taking any medication?  ( ) Yes   ( ) No

If yes:  ( )Anti-Inflammatory [Aspirin, Motrin, etc]   ( )Pain Medication/Analgesics  ( )Muscle Relaxants

            ( ) Cholesterol Lowering Drugs   ( ) Other_________________________________________
Give dates and body region if you have had any of the following:


MRI____________________   CT Scan____________________ Ultra Sound_____________________


Broken Bones__________________  Dislocations________________  Operations 1________________


Cosmetic Surgery(breast implants etc.)_________________________                     2________________


Surgery to replace hip, knee, etc.______________________________                     3________________

Women only:

Date of last menstrual cycle____________                    Date of last PAP Test___________

Painful Periods ( )     

 Irregular Flow  ( )     

C-Section ( )
Do you have any reason to believe you may be pregnant? ( )Yes ( ) No      Due Date________________
Is there a family history of: ( )Heart Disease ( )Cancer   ( )Diabetes   ( )High Cholesterol   ( )High Blood Pressure

( )Alzheimer’s Disease  ( )Multiple Sclerosis   ( ) Stroke   ( )Thyroid Problems              ( )Other__________________________

Please list any other health condition(s) a family member may have that you would like to discuss with the

doctor.______________________________________________________________________________________



Mark the areas on the diagram where you are currently experiencing your symptoms.  Use the appropriate symbols and mark areas affected.

	               Numbness
	      Pins & Needles
	     Burning
	      Aching
	         Stabbing

	                 -------
	         oooooooo
	     xxxxxxx
	     aaaaaaa
	           ///////
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If you are not experiencing pain, please initial here:  __________

General Activities (check all that apply) 
	__ sleep on waterbed
	__ read in bed
	__ fall asleep in recliner/on couch

	__ sleep on stomach
	__ needlepoint/knitting
	__ use two or more pillows to sleep

	__ sewing
	__ lift weights/wt. machine
	__ play video games (__ hrs/day)

	__ exercise ___x/week
	__ jog ___x/week
	__ computer use (__ hrs/ day)

	__ swim
	__ use bicycle
	__ watch television (__ hrs/day)


	Please add anything else you would like the doctor to know:____________________________________

____________________________________________________________________________________


Authorization

	I certify that I have read and I understand the above information to the best of my knowledge.  The questions above have been accurately answered.  I understand that providing incorrect information can be dangerous to my health.  I authorize this office to release any information including the diagnosis and the records of any treatment or examination rendered to me or my child during the period of such chiropractic care to third party payers and/or health practitioners.  I authorize and request my insurance company to pay directly to this office benefits otherwise payable to me.  I understand that my insurance carrier may pay less than the actual bill for services.  I agree to be responsible for payment of all services rendered on my behalf or my dependents.


	Date_________________________                   Signature_____________________________________________




Patient History – Doctor’s Notes:

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________
Minneapolis Chiropractic Center


Dr. Robert Privratsky
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