ProSpine Chiropractic 
Case History

Name____________________________________________ Preferred Name ___________________________    
Date_____________________________________________ Sex: ______M _______ F _______other
Email Address _____________________________________________________________________________
Address_____________________________________City_________________State_______Zip___________
Cell Phone (       )__________________________ Work Phone (       )_________________________________
Date of Birth_____________________________ Age___________________ Married_______ Single_______
 Referred by_______________________________________________________________________________
Occupation____________________________Employer____________________________________________
Primary Doctor: _____________________________Have you ever received Chiropractic Care?    Yes     No  

Chief Complaint or Primary Reason for seeking chiropractic care: __________________________________________________________________________________________
__________________________________________________________________________________________
Complaint began when and how? __________________________________________________________________________________________
__________________________________________________________________________________________
Please circle the Quality of the complaint/pain:  dull  aching  sharp  shooting  burning throbbing  deep  nagging  other_________________________________
Does this complaint/pain radiate or travel (shoot) to any areas of your body? Where? __________________________________________________________________________________________
Grade Intensity/Severity:  0      1      2      3      4      5      6      7      8      9      10 
How frequent is complaint present, how long does it last? _________________________________________________________________________________________
Does anything aggravate the complaint? _________________________________________________________________________________________
Does anything make the complaint feel better? _________________________________________________________________________________________
Previous interventions, treatments, medications, surgery, or care you’ve sought for your complaint: __________________________________________________________________________________________

Past Health History:
Previous major illnesses: __________________________________________________________________________________
__________________________________________________________________________________________
Previous injury or trauma (accidents, broken bones etc.): __________________________________________________________________________________________
__________________________________________________________________________________________
Allergies: _________________________________________________________________________________________
Medications and Reason for taking them: __________________________________________________________________________________________
__________________________________________________________________________________________
Surgical Procedures and Dates: __________________________________________________________________________________________
__________________________________________________________________________________________
Pregnancies: __________________________________________________________________________________________
Family Health History:
Associated health problems of relatives (parents and siblings): __________________________________________________________________________________________
__________________________________________________________________________________________
Job description/Schedule: __________________________________________________________________________________________
Recreational Activities or Hobbies: __________________________________________________________________________________________
__________________________________________________________________________________________
Lifestyle (Circle those that apply):  Alcohol, Tobacco, Other Drugs
I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby authorize this office of ProSpine Chiropractic to provide me with chiropractic care, in accordance with this state’s statutes.
Patient or Guardian Signature____________________________________________________________Date__________________
Doctor’s Signature_____________________________________________________________Date_________________
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