                   SILLER CHIROPRACTIC

                                   Patient Case History

Date:_______________________

Name:__________________________________________Phone: (hm) ______________(cell)________________

(M)____ (F) _____ Address_____________________________City_______________State_____Zip_________

Referred By: ___________________________________Date of Birth____/____/____/SS#______/_____/______

E-mail:_____________________________________        Married (  ) Single (  ) Div (  ) Widowed (  )

Occupation:____________ Employer:_________________________________Spouse name:________________
When was the last time you’ve been adjusted (seen by a Chiropractor)? _______________________________

If Female: Is there any chance that you might be PREGNANT?      Yes (  )      No (  )    
Have you been in an auto accident?______________________________________________________________

List surgical operations and years_______________________________________________________________

Please rate your health on a scale from 1-10_______________________________________________________

Have you ever been diagnosed with any condition or illness?_________________________________________

List any medications you are presently taking_____________________________________________________
Please describe the reason for today’s visit________________________________________________________

____________________________________________________________________________________________
How long have you had this condition if any?______________________________________________________
What activities aggravate your condition?_________________________________________________________
Any radiating  pain into:   (  )Shoulder      (  ) Arm      (  ) Buttocks     (  )   Legs     (  )  Hands       (  )  Feet

Is this condition getting worse?  (  )  Yes  (  )  No  (  )  Constant  (  ) Comes & Goes

Is this condition interfering with: (  )Work (  ) Sleep (  ) Daily Routine (  ) Activities

Would you like to: ( please circle)

A. Get out of Pain?   B.  Get out of pain and keep it from coming back?     C. Have Increased Health & Body Function?        D.  Be the best version of myself and keep my body functioning at optimal levels?
Your Nerve System controls all bodily functions, are you having any problems with the following?

(  ) Bladder Trouble               (  ) Limb Weakness           (  ) Colds or Flu           (  ) Allergies

(  ) Ringing in Ears                (  ) Heart Trouble               (  ) Fainting                 (  ) Leg Cramps

(  ) Trouble Sleeping              (  ) Vision Changes            (  ) Arthritis                 (  ) Deafness

(  ) Difficult Urination            (  ) Loss of Weight            (  ) Depression             (  ) Bursitis

(  ) Menstrual Problems          (  ) Stomach Problems       (  ) Headaches             (  ) Chest Pain

(  ) Cold Hands or Feet           (  ) Sinus Problems            (  ) Dizziness               (  ) Spasms

(  ) Trouble Breathing             (  ) Indigestion                   (  ) Numbness              (  ) Irritability

(  ) Joint Stiffness                    (  ) Diarrhea                       (  ) Constipation          (  ) Asthma

(  ) High Blood Pressure          (  ) Nervousness                (  ) Paralysis                (  ) Nausea

What are your future health goals? (i.e. take less medications? Anything that you used to do but can no longer do, such as, exercise, lifting kids or grandchildren, etc.)?______________________________________

____________________________________________________________________________________________
Do you use any of the following?     Take suppliments or vitamins?        Exercise?          Eat organic foods?
Bottled drinking water?       Tobacco?       Alcohol?      Regular Cola?       Diet Cola?      Milk?       Coffee?

