
Chiropractic Case History 

 
 

Confidential Patient Information                                                                                       Date: ____________________ 
 

First Name____________________ Middle Initial ______ Last Name________________ ___________________________   
Address ______________________________________________City__________________ State ______postcode_______ 
Home Phone ______________________ mobile phone ______________________work___________________________ 
E-mail address _______________________________________________________________________________________ 
Age ______ Birth Date ____/____/______ Marital Status: M S W D How Many Children? ______ Ages: _______________ 
Occupation __________________________________ Employer _______________________________________________ 
Health Fund_________________________________________________________________________________________ 
 
Who referred you to Fiona Lewis?______________________________________________________________________ 
 
Date of last GP appointment ____________________________________________________________________________ 
What operations have you had? __________________________________________________________________________ 
___________________________________________________________________________________________________ 
When? _____________________________________________________________________________________________ 
Serious Illnesses? ____________________________________________________________________________________  
When?______________________________________________________________________________________________ 
Name of Primary Medical Physician ______________________________________________________________________ 
Address of Primary Medical Physician ____________________________________________________________________ 
 
Have you ever seen a chiropractor? No Yes – last visit? ______________________________________________________ 
___________________________________________________________________________________________________ 
Your reason for this visit: ______________________________________________________________________________ 
_____________________________________________________________________________________________________
_________________________________________________________________________________________________ 
Other practitioners seen for this condition: _________________________________________________________________ 
___________________________________________________________________________________________________ 
Have you been treated for any health condition by any physician in the last year? No Yes- describe____________________ 
___________________________________________________________________________________________________ 
What medications or drugs are you currently taking and why?__________________________________________________ 
___________________________________________________________________________________________________ 

 
1. What is your major symptom? ________________________________________________________________________ 
2. If this is a recurrence, when was the first time you noticed this problem? _______________________________________ 
How did it originally occur? ____________________________________________________________________________ 
___________________________________________________________________________________________________ 
Has it become worse recently? Yes , No, Same, Better, Gradually, Worse, If yes, when and how? _____________________ 
___________________________________________________________________________________________________ 
3. How frequent is the condition? Constant, Daily, Intermittent, Night only_______________________________________ 
How long does it last? All Day, Few Hours, Minutes_________________________________________________________ 
4. Do you have any other conditions or symptoms that you feel may be related to your major symptom? No Yes 
If yes, describe: ______________________________________________________________________________________ 
5. Describe the pain. Sharp, Dull, Numbness, Tingling, Aching, Burning, Stabbing, Other: ___________________________ 
___________________________________________________________________________________________________ 
6. Is there anything you can do to relieve the symptoms? Yes No____If yes, describe: ______________________________ 
___________________________________________________________________________________________________ 
If no, what have you tried to do that has not helped? _________________________________________________________ 
 
7. What makes the problem worse? Standing, Sitting, Lying, Bending, Lifting, Twisting, Other:_______________________ 
___________________________________________________________________________________________________ 
8. Have you had any broken bones? No Yes If yes, please list and give dates: _____________________________________ 
___________________________________________________________________________________________________ 
9. List any major accidents you have had other than those that may be mentioned above. ____________________________ 



Please mark the location of your symptoms in the appropriate areas on the images below. 
 

 
On the lines below, please draw a vertical line representing your pain / discomfort: 
Rate the pain/symptoms you have right now: 
                                                                        _______________________________________________ 
                                                                                       no symptoms                                                       unbearable symptoms 
 
Rate your pain/symptoms at their best in the past week: 
                                                                        _______________________________________________ 
                                                                                       no symptoms                                                        unbearable symptoms 
 
Rate your pain/symptoms at their worst in the past week: 
                                                                        _______________________________________________ 
                                                                                       no symptoms                                                        unbearable symptoms 
 
HAVE YOU HAD ANY OF THE FOLLOWING 
DISEASES? – please tick if applicable 

HABITS FAMILY HISTORY 

Alcoholism Smokes per day Diabetes 
Anemia Alcohol per day/wk  Heart 
Appendicitis Coffee per day/wk Kidney 
Arthritis Soft drink per day/wk Cancer 
Cancer  Other 
Chicken pox EMOTIONAL – please tick if applicable  
Polio Emotional trauma  
Mumps Fear  
Measles Anger  
Diabetes Anxiety  
Epilepsy Grief  
Goiter Irritability  
HIV positive Stressed  
Influenza Worry  
Mental disorder Happy  
Pleurisy   
Pneumonia   
Rheumatic fever   
Scoliosis   
Sprain/strain sacroiliac   
Whiplash   
Osteoporosis   
 
 
 
 
 
 



Please enter:  “P”  (previously),  “C”  (Current), in the related box of all the following signs & symptoms. Leave blank 
if not applicable. A complete history and understanding of your health will facilitate care. 
 
 
GENERAL SYMPTOMS GASTRO-INTESTINAL EYESEAR/NOSE/THROAT RESPIRATORY 
Headache Poor appetite Poor vision Chronic cough 
Migraine Poor digestion Crossed eyes Spitting blood 
Fever Starvation Pain in eyes Phlegm 
Chills Belching Deafness Chest pain 
Night sweats Gas Earache Difficulty breathing 
Fainting Nausea Ear noises  
Dizziness Vomiting Ear discharges GENITIO-URINARY 
Convulsions Vomiting blood Nasal obstruction Frequent urination 
Loss of sleep Pain over stomach Nose bleeds Painful urination 
Fatigue Constipation Sore throats Blood in urine 
Nervousness Diarrhea Hoarseness Kidney infection 
Loss of weight Colon trouble Hay fever Bed wetting 
Numbness or pain in 
arms/legs/hands 

Hemorrhoids (piles) Asthma Inability to control urine 

Allergy(what?) Fluid retention Frequent colds Prostate trouble 
Wheezing Liver trouble Enlarged thyroid  
Neuralgia Gout Tonsillitis FOR WOMEN ONLY 
Nerve disorders Jaundice Sinus trouble Painful periods 
 Gall bladder trouble  Excessive flow 
MUSCLES & JOINTS  SKIN OR ALLERGIES Irregular cycle 
Weakness CARDIO-VASCULAR Skin eruptions Hot flushes 
Twitching Rapid heart beat/palpitations Itching Cramps or backache 
Stiff neck Slow heart Bruise easily Vaginal discharge 
Backache High blood pressure Dryness Pregnant at this time 
Swollen joints Pain over heart Boils  
Tremors Heart trouble Sensitive skin  
Foot trouble Swollen ankles Hives or allergy  
Painful tail bone Poor circulation Eczema  
Pain between shoulders Varicose veins   
Spinal curvature Strokes   
 
 
 
10. To your knowledge, have you had any diseases, major illnesses, or injuries in the past or the present that are not indicated 
on this form? No Yes, describe: _________________________________________________________________ 
___________________________________________________________________________________________________ 
 
Do you exercise? If so what do you do?  
I have reviewed the information on this questionnaire and it is accurate to the best of my knowledge. I understand that this information will 
be used by the chiropractor to help determine appropriate and healthful treatment. If there is any change in my health status, I will inform the 
chiropractor. 
 
Appointments not attended or cancelled with less than 24 hours notice may incur a charge. 24 hours allows time for 
other patients in need to be offered your appointment. I ____________________________________________understand 
this cancellation policy.  
 
 
 
 
 
 
 
 
 
 
 



 
 
 
Chirotechnic Chiropractic Examination Form       Patient Name:_____________________ 
 
LISTINGS RED FLAG 
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Ortho tests   
  
  
  
  
  
  
  
  
  
  
  
  
  
 


