
Primary Complaint: _________________________________________________________________________

When did symptoms begin? __________________________________________________________________

Did you injure yourself at work?    ☐Yes ☐No   Date of injury: ___________________________________ 

Are you currently working? ______ ☐ Full-Duty ☐ Light Duty 

How did the injury occur? ___________________________________________________________________

Have you had previous back or neck problems? ☐Yes ☐No

If yes, describe: ___________________________________________________________________________

What makes it worse? _______________________________________________________________________

What makes it better? _______________________________________________________________________

Does coughing or sneezing make it worse? ☐Yes ☐No

Do you have any associated symptoms? (Check all that apply)

☐ Numbness ☐ Tingling ☐ Weakness ☐ Balance Problems 

☐ Fatigue ☐ Dizziness ☐ Headache  ☐ Bowel or Bladder Incontinence

Mark the areas on your body where you feel the described sensations. Use the appropriate symbol. Include all 

affected areas.



Have you ever had an epidural block or steroid injection for pain? ☐Yes ☐No

For which part of the body? ________________________ How many blocks received? _________________ 

Who performed blocks? ____________________________________________________________________

Date(s) blocks received: ____________________________________________________________________

How long did you get relief from the blocks? ___________________________________________________

Have you ever seen a Chiropractor?             ☐Yes ☐No   If yes, name of provider and dates seen: 
_________________________________________________________________________________________
Have you undergone any physical therapy for this issue? ☐Yes ☐No   If yes, name of provider and dates seen:
_________________________________________________________________________________________

Have you had any recent imaging (X-Ray, MRI, CT, etc.)?

Facility: ________________________________________ Phone #: _________________________________

Type of Imaging: __________________________________________ Date: __________________________

Facility: ________________________________________ Phone #: _________________________________

Type of Imaging: __________________________________________ Date: __________________________

Please list any previous neck or back surgery and date performed: ___________________________________

________________________________________________________________________________________

Please list all past and present medical problems:

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Please list any major surgeries with dates:

__________________________________________________________________________________________

__________________________________________________________________________________________

PLEASE LIST ANY MAJOR COMPLICATION AFTER ANY MAJOR SURGERY PERFORMED IN THE 

PAST. (i.e. infections, blood clots, lung disorders, nerve damage, bleeding disorders, anesthesia, sexual 

dysfunctions.)

__________________________________________________________________________________________



Do any immediate family members have any of the following medical conditions?

Relationship to you

☐ Diabetes ___________________________________________________________

☐ Hypertension ___________________________________________________________

☐ Heart Disease ___________________________________________________________

☐ Stroke ___________________________________________________________

☐ Cancer (Specify type) ___________________________________________________________

☐ Aneurysm ___________________________________________________________

☐ Other (Please specify) ___________________________________________________________

Smoking Status:  ☐Never ☐Former ☐Current, how much? ____________________

Do you drink alcohol? ____ How much? _____________  Any illicit drugs? ____ How much?______________

Please list any drug allergies and reaction caused:                       ☐ Check if no known drug allergies
________________________________________________________________________________________

________________________________________________________________________________________

Please list all current prescription and over-the-counter medications:          ☐ I do not take any medications

Medication name Dosage Frequency

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

Signature of Patient _________________________________________ Date: ____________________
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