
Name _____________________________________________________________________________________________  Date __________________

Address __________________________________________________________________________________________________________________

City ___________________________________________________________________  State _______________________  Zip __________________

Phone Numbers:  Home _______________________________  Work ______________________________  Cell ______________________________

Email ________________________________________________  Date of Birth ___________________________  S.S.# _________________________

Martial Status:   q Single   q Married   q Divorced   q Widowed  Number of Children and Ages ___________________________________

Employer Name ____________________________________________________________________________________________________________

Employer Address __________________________________________________________________________________________________________

How did you hear about us? __________________________________________________________________________________________________

Whom may we thank for referring you? ________________________________________________________________________________________

Primary Reason for Care ______________________________________________________________________________________________________

Secondary Reason for Care ___________________________________________________________________________________________________

Date symptoms started ______________________________________________________________________________________________________

What are your main treatment goals? ____________________________________________________________________________________________

How often do you experience the symptoms? 

q Constant 100%   q Frequent 75%   q Intermittent 50%   q Occasional 25%   q Rare 10%

Are symptoms:   q Improving   q Progressively Worse   q Same

Describe any recent related accident or fall _____________________________________________

_________________________________________________________________________________

What makes symptoms increase? _______________________________________________________

_________________________________________________________________________________

What makes symptoms decrease? ______________________________________________________

__________________________________________________________________________________

Type of pain:

	 q Sharp	 q Dull	 q Aching	 q Burning

	 q Throb	 q Numbness	 q Other ______________________________________________

Where does the pain radiate to? _______________________________________________________

__________________________________________________________________________________

How bad is your pain (indicate 0 no pain to 10 unbearable)

0- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -5- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - 10

Name ________________________________________________________________  Relationship _________________________________________

Home Phone # _________________________________________________  Work Phone ________________________________________________

Confidential Patient Health Record

Patient Condition

Emergency Contact

Alternative Chiropractic Center, P.C.
1805 South Bellaire Street • Suite 101 • Denver, Colorado 80222

Ph. 303.504.3600 • Fax 303.504.3605
email: altchiropractic@aol.com

www.altchirocenter.com

Please mark your areas of pain on the figure below


