655 Kearny Avenue                                                                                                  Office: 201-991-0050
Kearny, NJ 07032                                                                                                           Fax: 201-991-2383                                              

[image: image2.png])@ Ch|ropr0ct|c & Rehabilitation




Web: www.distanochiro.com          

Email: doctors@distanochiro.com


Patient Name__________________________________Date____________________________________
Prefers to be called_________________________      DOB_____________     Sex_______     Age______     
Address__________________________________     City____________________      State_______    
Zip____________     Home phone____________________    Cell phone____________________________
SS# _______________________    Email ______________________ Occupation____________________
Who may we thank for referring you ____________________________________________________
Emergency contact______________________      Relationship to you___________________________

Address___________________________________     City__________________________

State________________      Zip_________________      Phone_________________________

Primary care physician____________________________     Address____________________________
City_____________________     State__________     Zip___________   Phone_____________________
I prefer to be reminded of future appointments and/or missed appointments and give my consent to contact me by home phone, cell phone or Email (Yes / No)
PAST MEDICAL HISTORY

List any medications that you are taking (prescription and over the counter)
List any surgeries/hospitalizations and year of occurrence

List any accidents (motor vehicles, slips, falls, head injuries) and year of occurrence

List any fractures/dislocations and year of occurrence
List any past x-rays, MRIs, CT scan, Bone Scan, nerve testing and year of occurrence
Are you pregnant?  _______________         Have you ever received chiropractic care__________________
Mark “S” for self and/or “F” for family member

	AIDS/HIV         
	High blood pressure
	Stroke

	Alcoholism         
	High cholesterol
	Infections                    

	Anemia
	Kidney disease
	Heart Disease

	Arthritis
	Migraines
	Hepatitis

	Asthma
	Mononucleosis
	Herniated disc

	Bleeding Disorder
	Multiple sclerosis
	Herpes

	Bruising
	Osteoporosis
	Tuberculosis

	Clotting Disorder
	Pacemaker
	Thyroid disorders

	Bronchitis
	Parkinson's disease
	Tumors/growth

	Cancer
	Pneumonia
	Tonsillitis

	Diabetes
	Polio
	Other:

	Glaucoma
	Prostate problems
	

	Goiter
	Prosthesis
	

	Gonorrhea
	Psychiatric care
	

	Gout
	Rheumatoid arthritis
	


SOCIAL HISTORY

Marital Status:  Single, Married, Divorced, Widowed   

Exercise:  Type: ____________Freq. ____/wk; Duration _____ Min. / Hrs;
Tobacco: ___ pk / day for ___ yrs;   Chew ___ yrs;    Pipe___ yrs   
Caffeine (Soda, Tea, Coffee) ______/ day

Alcohol ____ glasses of wine, beer, mixed drink / week
REVIWE OF SYSTEMS

CIRCLE ALL OF THE FOLLOWING THAT APPLY TO YOU:

	GENERAL
	EYE, EAR, NOSE, THROAT
	GENITOURINARY
	

	Anemia
	Blurry vision
	Frequent urination
	

	Change in appetite
	Change in vision
	Burning on urination
	

	Change in sleep
	Glaucoma
	Blood in urine
	

	Easy bruising
	Ringing in the ears
	Urgency to urinate
	

	Fatigue
	Hearing difficulties
	Urinary hesitancy
	

	Fever
	Allergies/ Hay fever
	Urinary incontinence
	

	Hair loss
	Runny nose/congestion
	Frequent bladder infections
	

	Excessive hair growth
	Sinus infections
	Kidney stones
	

	Intolerance to heat/cold
	Hoarseness
	Gynecological
	

	Night sweats
	Swollen lymph glands
	Irregular periods
	

	Radiation treatment
	RESPIRATORY
	Painful periods
	

	Rheumatic fever
	Asthma
	Menopausal concerns
	

	Shakiness
	Cough
	Hot flashes
	

	Sweating
	Coughing blood
	Infertility
	

	Domestic violence
	Emphysema
	Vaginal infections
	

	Weight loss
	Shortness of breath
	Uterus or tube infection
	

	(unexplained)
	Snoring
	Sexual transmitted disease
	

	Weight problem
	Wheezing
	Sexual assault
	

	INTEGUMEANTARY
	Asbestos exposure
	MUSCULOSKELETAL
	

	Acne
	CARDIOVASCULAR
	Arthritis
	

	Eczema
	High blood pressure
	Back pain
	

	Psoriasis
	Chest pain/pressure
	Gout
	

	Rash
	Ankle swelling
	Joint pain/stiffness
	

	Skin cancer
	Blood clots/phlebitis
	Leg pain
	

	Warts
	Cholesterol problem
	Muscle weakness
	

	Sensitive to sun
	Lightheaded spells
	NEUROLOGICAL
	

	Nail changes
	Irregular heart beat
	Memory loss
	

	New lesions/moles
	Murmur
	Dizziness
	

	GASTROINTESTINAL
	Heart disease
	Loss of sensation
	

	Abdominal distention
	Valvular disease
	Paralysis
	

	Abdominal pain/cramping
	Mitral valve prolapse
	Seizures
	

	Blood in stool
	PSYCHIATRIC
	Stroke
	

	Change in bowel habits/stool
	Anxiety
	Tremor
	

	Constipation
	Chronic fatigue
	Headaches/severe
	

	Diarrhea
	Depressed mood
	
	

	Difficulty swallowing
	Difficulty concentrating
	
	

	Loss of stool
	Emotional problems
	
	

	Excessive gas/bloating
	Feeling of hopelessness
	
	

	Heartburn
	Guilty feelings
	
	

	Hemorrhoids
	Insomnia
	
	

	Hepatitis
	Loss of interest in work
	
	

	Jaundice
	Nervousness
	
	

	Nausea
	Panic attacks
	
	

	Rectal bleeding
	Stress, severe
	
	

	Ulcers
	Tension/Stress
	
	

	Vomiting
	
	
	


Please circle one number that best describes you in each question:

1. What is your usual level of pain during the past week?

	No Pain
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Worst Pain


2. Does pain, numbness, tingling or weakness extend into your leg (from your low back) or arm (from your neck)?

	None of the time
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	All of the time


3. How would you rate your general health?

	Poor
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Excellent


4. If you were to spend the rest of your life with the condition as it is right now, how would your feel? 

	Delighted
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Terrible


5. How anxious (tense, uptight, irritable, fearful, difficult relaxing/concentrating) have you felt during the past week?

	Not at all
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Extremely anxious


6. How much have you been able to control (reduce/help) your pain on your own the past week?

	I can reduce it
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	I can’t reduce it


7. Please indicate how depressed (down in the dumps, sad, down hearted, low spirited, pessimistic, hopeless) you have been feeling the past week?

	Not depressed
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Extreme depressed


8. How certain are you that you will be doing normal activities or working in six months?

	Very certain
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Not certain


9. I can do light work for an hour

	Agree
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Disagree


10. I can sleep at night

	Agree
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Disagree


11. An increase in pain is an indication that I should stop what I am doing until the pain decreases

	Disagree
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Agree


12. Physical activity makes my pain worse

	Disagree
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Agree


13. I should not do my normal activities including work with my present pain

	Disagree
	0
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	Agree


Pain Diagram 

Instructions: Mark the location of your symptoms using these symbols:

Sharp Pain                XXXXX



Numb/Tingling         ++++++

Dull Pain                   0000000



Other ____________________   
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Pain Scale

Instructions:  Indicate your level of pain by choosing the appropriate number on the scale below:

______________________________________________________________

0       1       2       3       4       5       6       7       8       9       10



        No




Moderate


      Very Severe



       Pain                                      Pain
                        Pain
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