
Date      

Personal History Form 
The following is a confidential questionnaire which will help us determine the best possible course of treatment for 
you.  Please take your time and complete the information accurately.  Thank you! 

Name            S.S.#         

Address        City     State           Zip    

Home phone         Business phone       

Cell phone         e-mail address       

Gender:      Male     Female      Birth Date       Age      

Employer         Occupation        

Employment address              

In case of emergency contact         Phone      

Referred by            Have you ever been treated by a chiropractor before?     Yes    No 

How would you describe your chief complaint at this time? 

               

               

When did it start?             
   (Include month and year, day if known) 

What makes the pain worse?             

What makes the pain better?             

How would you describe your pain?            

At what time of the day or week is your pain worse?          

The pain is:     Intermittent     Constant 

Have you had this problem in the past?      If so, how often?       

Is your pain the result of a motor vehicle accident?          

 Have you filed a legal suit?            

Is your pain the result of a work related injury?           

 If so, have you filed a worker’s compensation claim?         



Please list accidents, injuries, surgeries, and hospitalizations you have had. 

            Date or Age     

            Date or Age     

            Date or Age     

Do you or other family members have a history of any of the following? 

Arthritis     Self   Family member       
Asthma     Self   Family member       
Cancer     Self   Family member       
Diabetes    Self   Family member       
Heart Disease    Self   Family member       
Hypertension    Self   Family member       
Hypoglycemia    Self   Family member       
Kidney Disease    Self   Family member       
Depression    Self   Family member       
Mental Illness    Self   Family member       

Do you drink coffee or black tea?      If so, how much per day?      

Do you smoke tobacco?       If so, how much per day?      

Do you drink alcohol?       If so, how often?        

What medications, vitamins, supplements, herbs do you take? 

         Name            Reason 

                 

                 

                 

                 

Please list any allergies that you have. 

              





                 
Name ______________________________ Date_____________ 

My Chief Complaint is __________ My Secondary Complaint is __________ 

I) CURRENT STATUS -  

1. Since my most recent episode of pain, my overall status is:  

□Very Much (80%) better  

□  Much (50%) better 

□ Minimally (20%) better 

□ No Change 

□ Minimally (20%) Worse 

□ Much (50%) Worse 

□ Very Much (80%) Worse 

II) PAIN -  
2. Please indicate your usual level of pain & worst pain during the past week: 
No pain     0      1     2     3    4     5     6     7     8     9     10   Worst possible pain 

  
3a. Are you taking any MEDICATION (PAIN KILLERS) for your symptoms? (pick 
ONE) 
□ Never  □ Rarely  □ Sometimes  □ Every day 

SKIP 3b. if the answer to 3a. was Never 
3b. If you are taking any MEDICATION (PAIN KILLERS) pick ONE: 

□ I have ⬇  them   □ I am taking about the SAME amount   □  I have ⬆  them   



                 
4. If you had to spend the rest of your life with your condition as it is right now, how 
would you feel about it? 
Delighted 0      1     2     3     4     5     6     7     8     9     10  Terrible 

III) ACTIVITY TOLERANCE -   
5. On a scale of 0 to 10, how certain (confident) are you that you will be doing 
normal activities or working in six months?   
Very certain   0      1     2     3     4     5     6     7     8     9     10    Not certain at all 

6. How confident are you that you are moving in the right direction? 
Very confident  0      1     2     3     4     5     6     7     8     9     10  Not confident at all 

7. Physical activity (in general) makes my pain worse? 
Completely disagree 0      1     2     3     4     5     6     7     8     9     10   Completely agree 

8. What specific daily tasks give you the 
most problems, & rate the pain (0-10) of each? 
1:____________________  Pain:______    
2:____________________ Pain:_______ 
3:____________________ Pain:_______     

IV) FITNESS -   
9. List your 3 most strenuous weekly activities or 
workouts - time (min), level of exertion (RPE), 
frequency/week 

 

     

 

Activity 1:_____________________ 
Avg. Duration of Activity:________ Min. 
RPE:____________Days/week _______ 

Activity 2:_____________________ 
Avg. Duration of Activity:________ Min. 
RPE:____________Days/week _______ 

Activity 3:_____________________ 
Avg. Duration of Activity:________ Min. 
RPE:____________Days/week _______

Rest

Rest

Hardest exercise 
exertion ever

________________________________ 
Signature 

















Requests	for	
correspondence	or	
documentation	$130-150	

•	Le%er	wri)ng,	treatment	summaries	or	documenta)on	
beyond	customary	expecta)ons	may	be	requested.	
•	Adequate	no)ce	is	required	to	allow	)me	to	prepare	
documents.	

_______________________________________	
Signature																																							Date


