Inline Chiropractic Group

Consultation History
Name__________________________________________________________________Date_______________

Reason for consulting our office.  Please list your concerns/symptoms in order of severity:

1.________________________________________________________________________________________

   For how long?_______________________How did it start?________________________________________

2.________________________________________________________________________________________

   For how long?_______________________How did it start?________________________________________

How often is this problem present?      ( Constant      ( Intermittent      ( Occasional      ( Cyclic

Is this condition getting worse?      ( Yes      ( No
What have you tried to do to get rid of this problem that DID NOT WORK?
( Medication    ( Rest    ( Stretching    ( Exercise    ( Taking it easy   ( Physical Therapy    ( Surgery

( Other___________________________________________________________________________________

Have you become discouraged about handling this problem?    ( Yes      ( No

When your problem is at it’s worst, how does it make you feel?_______________________________________

Does this problem cause you to be:  ( Moody    ( Irritable    ( Interrupted Sleep    ( Restricted from activity

( Stressed    ( Lose Patience with Spouse or Children    ( Other____________________________________

Does this affect your work when it comes to  ( Decision Making    ( Attitude    ( Decreased Productivity    ( Exhausted at the End of the Day    ( Unable to Work Long Hours

Give us some specific examples of how these problems interfere with the following areas of your life:

Work:_________________________________________ Family:_____________________________________
Hobbies:_______________________________________ Life:_______________________________________

What do you do that makes this problem worse?__________________________________________________

What seems to give you some temporary relief?___________________________________________________

Have you ever seen a Chiropractor before?  ( Yes    ( No        If yes, when?___________________________

On a scale of 1 to 10 with 10 being the highest, what is your commitment level in helping us solve this problem?__________
General History (Do you currently have or have ever had the following)

(  Cancer  (if so please explain)_______________________________________________________________

(  Broken Bones    (  Numbness in Extremities   (  Difficulty Sleeping    (  Back Pain    (Venereal Disease

(  Fatigue   (  Headaches   ( HIV/AIDS   (  Tension Across Shoulders   (  Depression   (Cold Hands/Feet   (  Stress Problems   (  Other:________________________________________________________________

