Pennington Family Wellness
Personalized Care for Sustainable Results

PLEASE COMPLETE SECTIONS AND PRINT LEGIBLY
	NAME _________________________ ADDRESS _______________________

_______________________________    

AGE ____
BIRTH DATE ___/___/___

HOME PHONE ___________________

CELL PHONE __________________ 

Email ______________________

Preferred method of communication:

Email
 Home phone
   Cell phone
Mail

Children’s Names
____________________Age_____

____________________Age_____

____________________Age_____ 

Referred by _____________________


Primary Medical Doctor ________________

Dr. Phone # ________________________

Sex _____  Spouse Name ___________

Marital Status:  Sin Mar Wid  Div  Sep Other
According to Federal Guidelines, we are required to ask:
Preferred Language: _____________
Race (Circle one):   Native American/Alaska Native 
Asian      Black/African American      White (Caucasian)
Native Hawaiian/Islander    Other    Decline to Answer
Ethnicity (Circle one):  Hispanic/Latino  
Not Hispanic or Latino

I Decline to Answer
Occupation _____________________
Employer _______________________
Please ensure to give all insurance information to Front Desk during your first visit!
Name of any person with whom you wish you share information about your care: _____​​​​___________________________________________________________________

________________________________________________________________________
Primary reason for seeking chiropractic care:
________________________________________________________________________________________________________________________________________________

HAVE YOU EVER VISITED A CHIROPRACTOR? YES____NO____NAME_______________
REASON FOR CARE _________________ HOW LONG UNDER CARE_________________
WERE XRAYS TAKEN?  YES____NO____DATE TAKEN_______________
WAS CHIROPRACTIC EXPLAINED TO YOU?  YES____NO____
In accordance with Federal guidelines, we offer clinical summaries after every visit. These summaries are often unchanged between visits due to the nature of chiropractic care and can be requested at any time. 

□ I choose to decline receipt of my clinical summary after every visit.

□ I choose to receive my clinical summary through my email or printed receipt every visit.
Please answer all questions thoroughly and to the best of your ability.
What is the primary reason you are seeking care? _______________________________________ 
________________________________________________________________________________
How long have you had this problem? _________________________________________________
What was the initial event or time that you noticed the issue? _____________________________
________________________________________________________________________________
On a scale of 0 to 10, with 10 being the worst, rate your current pain: _____   At worst: _________
If pain is not your initial concern, please rate the intensity of your primary complaint.

WHAT do you feel when your problem is at its worst? ____________________________________
________________________________________________________________________________
What actions have you taken to get rid of this problem, even if it hasn’t worked? ________________________________________________________________________________
What makes the problem worse? _____________________________________________________
 ________________________________________________________________________________
Before you began to suffer with this problem, was there an earlier accident, injury or condition that could have brought this on or be related to it? _______________________________________ 
________________________________________________________________________________
Does anyone in your family have this same or similar problems? Who? _______________________
 ________________________________________________________________________________
Are there any other health problems you’re currently experiencing? _________________________
________________________________________________________________________________
Please record any history of car accidents: _____________________________________________

________________________________________________________________________________

Please provide all your history of major health issues and/or trauma, and the year it occurred. ________________________________________________________________________________

________________________________________________________________________________
How many hours a day do you sit (including work, travel, TV/computer, meals, etc.): ____________
How many hours per week do you perform physical activity (gym, walking, yoga, etc.): __________

What is your normal sleeping position (circle all):  stomach   sides   back   other:  ______________
What is your hand preference:   right      left      either (ambidextrous)?
Any other comments about your overall health, current problem, or intentions with care?

________________________________________________________________________________

________________________________________________________________________________

MEDICAL/FAMILY HISTORY 
S = Self     M = Mother     F = Father
Please indicate which conditions have been experienced by the above by marking appropriate boxes.

   S    M    F


           S    M    F



   S    M    F
[image: image33.png]


[image: image34.png]



          anemia
          

     
      dislocated joints
   

          neck pain



          arthritis



      epilepsy



          nervousness


          asthma


      
      German measles


          numbness


          back pain


      headaches



          polio


          bladder trouble


      heart trouble


          poor circulation

          bone fracture

                  hepatitis



          reproductive dz

          bowel control loss

      high blood pressure

          rheumatism 


          cancer



      indigestion
    


          scoliosis


          chest pain


      kidney disorder


          serious injury


          concussion


      menstrual cramps
   

          sinus trouble



          diabetes



      multiple sclerosis   

          tuberculosis

Have you been treated by a physician for any health condition in the last year?            Yes         No

Describe Condition: ____________________________ Date of Last Physical Exam: _________
ARE YOU PREGNANT? 
NO       YES        If yes, what week are you? _________________
SURGICAL HISTORY

1. ________________________________________
Date ___________________
2. __________________________________
Date ___________________
3. ________________________________________
Date ___________________
FRACTURES _________________________________________________________________________

	Are you currently taking any medications?

	Medication Name
	Dosage and Frequency (i.e. 5mg once a day, etc.)

	
	

	
	

	
	


Please continue with an additional sheet of paper if more space is required.

	Do you have any medication allergies?

	Medication Name
	Reaction
	Onset Date
	Additional  Comments

	
	
	
	

	
	
	
	


PLEASE CHECK ANY SYMPTOMS YOU CURRENTLY ARE EXPERIENCING:

[image: image1] blurred vision   
[image: image2] buzzing in ears   
[image: image3] cold feet   
[image: image4] cold hands   
[image: image5] cold sweats   
[image: image6] loss of focus     
[image: image7] confusion   
[image: image8] constipation    
[image: image9] depression   
[image: image10] diarrhea   
[image: image11] dizziness   
[image: image12] face flushed                    
[image: image13] falls/unsteady standing    
[image: image14] fainting    
[image: image15] fatigue    
[image: image16] fever    
[image: image17] head seems too heavy   
[image: image18] headaches    
[image: image19] insomnia    
[image: image20] light bothers eyes    
[image: image21] loss of balance    
[image: image22] loss of smell    
[image: image23] loss of taste     
[image: image24] low resistance to colds    
[image: image25] muscle spasms    
[image: image26] numbness in fingers    
[image: image27] numbness of toes    
[image: image28] pins & needles in arm   
[image: image29] pins & needles in legs    
[image: image30] shortness of breath    
[image: image31] stiff neck    
[image: image32] stomach upset
OTHER Symptoms not listed: ​​​​_____________________________________________________
Patient’s Signature: ________________________________________ Date ________________

General Function Index Questionnaire
We would like to know how much your condition presently prevents you from doing what you would normally do. Regarding each category, please indicate the overall impact your present condition has on your life, not just when the pain is at its worst. Please circle the number which best describes how your function is affected in these six categories of activities.

1. Family/At-Home Responsibilities such as yard work, chores around the house or driving the kids to school

0
1
2
3
4
5
6
7
8
9
10

​​​​​​​​​​​​​​completely able









totally unable

to function









to function

2. Recreation including hobbies, sports or other leisure activities


0
1
2
3
4
5
6
7
8
9
10

​​​​​​​​​​​​​​completely able









totally unable

to function









to function
3. Social Activities including parties, theater, concerts, dining out and attending other social functions with friends


0
1
2
3
4
5
6
7
8
9
10

​​​​​​​​​​​​​​completely able









totally unable

to function









to function
4. Employment including volunteer work and homemaking tasks


0
1
2
3
4
5
6
7
8
9
10

​​​​​​​​​​​​​​completely able









totally unable

to function









to function
5. Self-Care such as taking a shower, driving or getting dressed


0
1
2
3
4
5
6
7
8
9
10

​​​​​​​​​​​​​​completely able









totally unable

to function









to function
6. Life-Support Activities such as eating and sleeping


0
1
2
3
4
5
6
7
8
9
10

​​​​​​​​​​​​​​completely able









totally unable

to function









to function
	Additional comments:

	

	


______________________________________

_________________________________________
Patient Name





Patient Signature

______________________________________

_________________
_____________________
Examiner





Date


Score [60]

Based upon Pain Index published by Fuerstein M. Multidisciplinary rehabilitation of occupational musculoskeletal disorders.                                                LACC Chiro Rehab. Chicago: Session 1, 9/95

23 Route 31 North, Suite B26, Pennington, NJ 08534
  www.familychiropractic.com


