
Patient Historv

Name:

Date

Social Sec#:
Address Phone(H)
City, St., Zip Phone(C)
Date of Birth: Age_ Spouse's Name:
Employer: Phone(W)

Who may we thank for referring You?Address:
City, St., Zip:
lnsurance Carrier:
EmailAddress:
b ihi; #ir 

-o" 
o

How did the accident occur Auto Accident - On the Job - Sports- Other-
List any previous injuries, accidents, or illnesses including hospitalizations:

Policy #:

Svmptoms

With this episode of pain was the onset - gradual or - sudden?
Please indicate which activities worsen your pain:
_ Walking
_ Sitting
_ Lifting
_ Sleeping
_ Fatigue
_ Exercise

_ lntercourse
_ Bending
_ Reclining

Alcohol
_ Tension
_ Coughing

_ Medication
_ Standing
_ Sneezing
_ House Cleaning
_ Other

Do you have any associated symptoms? - Nausea - Headaches - Vomiting
How often do you stop your activities due to pain to sit or lie down? - Occasionally

- 1 time a day - several times a day - most of the day

Functional/ Recreational Historv

Please indicate how long, in hours, you can:
Sit continuously - hrs. Stand continuously - hrs.
Drive continuously - hrs. Walk continuously - hrs.

Do you have difficulty with?
Dressing _ lf yes, please specifY
Housef/ard work- lf yes, please specify
Your occupation - lf yes, please specify

List things you enjoyed doing prior to your pain, that you are now unable to do:

Do you currently exercise? lf yes, How often?

The information provided is true and correct to the best of my knowledge.

Signature Date:



Medi*:al|{i*tor-y
Hove you been treoted for ony conditions in the lost yeor? Q No O Ves

lf yes, pleose describel

Dote of lost physicol exom ls there o chonce thot you ore pregnonl? Q No

Hove you hod X+oys token? Q No O Ves lf Yes, where?

Whot medicotions ore ond for whqt conditions ond omounts. etc

O ves

list for w[q! conditions, dosoge-,.gnq lIeqqqnq]

Hove Vou ever: No V€3 Bilbtlv Exploln
Broken bones?
Been hospilolized?
Been in on oulo qccident?
Hod Sproins/Slroins?
Been struck unconscious?
Hod surgery?

o oo oo oo oo oo o

Members - Presenl ond post heqlth condillons- (Exqmple: heqrt dlseose. ggl1_ceI, diobefes. qrthdfl@ -

Do you experience poin every doy?
Do your symploms inierfere with doily l i fe?
Does poin woke you up ot night?
Are your symploms worse during certoin times of the doy?
Do chonges in weother offecl your symptoms?
Do you weor orthotics?
Do you toke vitomin supplements?
Whol octivit ies oqorovole
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No
No
No
No
No
No
No

oo
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Yes
Yes
Yes
Yes
Yes
Yes
Yes

llublts None Lioht Modetole Heovy
Alcohol
Coffee
Iobocco
Drugs
Exercise
Sleep
Appetite
Soft Drinks
Woter
Solty Foods
Sugory Foods
Artificiol Sweeleners
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Patient Health Questionnaire - PHQ
ACN Grouo. Inc. - Form PHG202

,atient Name Date

ACN GmD, lr€. U* Olly Ev 7/l8ns

1. Describe your symptoms

a. When did your symptoms staft?

b. How did your symptoms begin?

2. How often do you experlence your symptoms?
('l) Constantly (76-100% of the day)

(2) Frequently (51-75% of the day)

(3) Occasionally (26-50% of the day)
(4) Intermittently (0-25% of the day)

3. What describes the nature ol your symptoms?

lndicate where you have pain ot other symptoms
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(4) Fair

(3) Medical Doctor
(4) PhysicalTheraPist
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Unbearable
(8) (9) (10)

(5) Extremely

(1) Sharp
(2) Dull ache
(3) Numb

(4) Shooting
(5) Burning
(6) Tingling
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4. How are your symptoms changlng?
(1) Getting Better
(2) Not Changing
(3) Getting Worse

5. During the past 4 weeks:
a. Indicate the average intensity of your symptoms

a. What treatment did you receive and when?

b. What tests have you had for yow symptoms
and when were they Performed?

9. Have you had similar symptoms in the past?

a. tf you have received treatment in the past fol
the same or similar symptoms, who did you see2

10. What is Your occuPation?

a. lf you are not retired, a homema4eL or a
student, what is your cuffent wotk status?

None
(0) (1) (2) (3) (4) (s) (6) (7)
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b. How much has pain interfered with your normal work (including both work outside the home, and housework)

(1 )  No t  a t  a l l (2) A little bit (3) Moderately (4) Quite a bit

6. Durtng the past 4 weeks how much of the time has your condition interfered with your social actlvlties?
(like visiting with friends, relatives, etc)

(1) All of the time (2) Most of the time

7. ln general would you say your overall health right now is...

(3) Some of the time (4) A l itt le of the time (5) None of the time

(5) Poor

(5)Other

(1) Excel lent (2)Very Good (3)Good

8. Who have you seen for your symptoms? (1) No one
(2) ChiroPractor

(1) XraYs aarc:

(2) MRI date:

( 1 ) Y e s

(1) This Office
(2) ChiroPractor

(1 ) Prolessional/Executive
(2) White Collar/Secretarial
(3) TradesPerson

(1)  Ful l - t ime
(2) Part{ime

(3) CT Scan date:

(4) Other date:

(2) No

(3) Medical Doctor
(4) PhysicalTheraPist

(4) Laborer
(5) Homemaker
(6) FT Student

(3) SeltemPloYed
(4) UnemploYed

(5)Other

(7) Retired
(8)Other

(5)Otf work
(6)Other

Patient Signature
Date


