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                                                                   CASE HISTORY UPDATE

Patient Name: ______________________________________________   Height: ________ Weight: _______

Address: ________________________________  City: ____________________  State: ______ Zip: _______

Date of Birth: _____/_____/_____  Date of Accident: _____/_____/_____      M      F

Home Phone: __________________  Work Phone: ___________________  Marital Status: ______________

Primary Insurance Company: ___________________ Address: _____________________________________

Describe Complaints: _______________________________________________________________________

Date Symptoms began: _____/_____/_____  What caused symptoms: ______________________________

Pain is now (circle one):    mild     moderate      severe      dull     sharp     deep     improving     same     worse

What helps the symptoms: __________________________________________________________________

What aggravates Symptoms: ________________________________________________________________

Describe any falls, accidents, surgeries since last visit: ____________________________________________

Date of last physical: _________________  Date of last adjustment: _________________

What where you previously treated in this office for: _____________________________________________

Any work related or motor vehicle accidents in the last 2 years?  __________________

                                                 SYMPTOMS (check each symptom you have)

Stiffness / pain in neck _____ Tingling or numbness in arms or fingers (R) ____ (L) ____

Pain in arms / hands (R) ____ (L) ____  Headaches ____  Dizziness ____  Blurred Vision ____

Stiffness / pain in upper or mid back  Tingling / Numbness upper / mid back (R) ____ (L) ____

Stiffness flow back pain ____  Tingling / numbness in legs (R) ____ (L) ____ Leg pains (R) ____ (L) ____

Elbow pain (R) ____ (L) ____  Shoulder pain (R) ____ (L) ____ Wrist pain (R) ____ (L) ____

Hip pain (R) ____ (L) ____  Knee pain (R) ____ (L) ____ Antclc pain (R) ____ (L) ____

Any other symptoms you have not listed: _______________________________________________________

List any previous diagnostic tests: (X-Rays, MRI, CT's etc.) ________________________________________


Staff use: Initials _______
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