Casalino Chiropractic
Patient No.___________
1000 E. Camelback Rd Phoenix AZ 85014   602.279.7376
PERSONAL HISTORY                                                                                       Date_______________
Name 

Nickname

Address

Apt# __________ City ___________________

State

Zip

Occupation


Birth date

Age ________                  Male     Female
Home Phone
       

Social Security #

Cell Phone

Work Phone  

E-mail Address _______________________________________________________
       Circle One:
Married        Single        Partnered        Divorced        Widowed        # of Children

       Name of spouse / partner 


How did you learn about our office


Name in case of emergency 
________________________________Phone _______________________

HEALTH INFORMATION:                                                                                                    Relation:

Describe Your Current Complaint

When did this start
 Did it develop over time   Yes____ 
How did it start __Trauma  __ Repatitive __ Post Surgical __ Auto accident __ On the Job __ Other
Please describe 


Is it getting worse
yes
no
       Does it Come & Go    Yes____   No____
How much has this interfered with your daily life?  __A little __Moderately __Quite a bit __Extremely
Others doctors seen for this condition


Previous chiropractic care   Yes____ No____  If so, For what condition


Date of last visit__________________ Drs. Name


How would you describe your overall health? __Excellent  __ Very good __ Good __ Fair __ Poor

Primary Care Physician Name & Phone

When was your last physical  ____________________                Phone ___________________________
I understand and agree that health and accident policies are an arrangement between an insurance carrier and myself. Furthermore, I understand that Casalino Chiropractic will prepare any necessary reports and forms to assist me in making collection from the insurance company and that any amount authorized to be paid directly to Casalino Chiropractic will be credited to my account upon receipt. However, I clearly understand that all services rendered to me are charged directly to me and that I AM PERSONALLY responsible for payment. I also understand that if I suspend or terminate my care and treatment, ANY fees for professional services rendered to me will be immediately due and payable. I also understand and agree to give Casalino Chiropractic Office, P.C. the POWER OF ATTORNEY to sign any insurance check mailed to the doctor with my name on the check for any services rendered at Casalino Chiropractic Offices, P.C. I authorize payment of medical benefits to Casalino Chiropractic Office P.C. for any and all services rendered. I also authorize the release of any information pertinent to my case to any insurance, adjuster, or attorney involved in this case.

Name of person responsible for payment 

Patients Signature 
Date 


Parent or Guardian Signature
Date 


Please mark all the areas of discomfort or pain

on the figures using the right symbols that best describe the feeling:

Numb – n         Pins & Needles – o           Burning – b          Stabbing - x
Dull ache – d          Tightness – t          Spasm – s          Other: describe off to the side

[image: image1.wmf]
Please mark the table below to show the location, severity of symptom and what percentage of the day that you have that pain.
	Please list where your Pain or Symptoms are located 

in the area below:
	Please circle how severe your pain or symptoms are using the scale in which 

“0” is no pain or symptoms and 

“10” is severe pain or symptoms(s):



	Please check the box below that best represents how often or what percent of the day you feel your pain or symptoms:
	Date you first noticed this symptom?

	1.
	0    1    2    3    4    5   6   7   8   9   10
	( 0-25%  ( 26-50%  ( 51-75%  ( 76-100%
	

	2.
	0    1    2    3    4    5   6   7   8   9   10
	( 0-25%  ( 26-50%  ( 51-75%  ( 76-100%
	

	3.
	0    1    2    3    4    5   6   7   8   9   10
	( 0-25%  ( 26-50%  ( 51-75%  ( 76-100%
	

	4.
	0    1    2    3    4    5   6   7   8   9   10
	( 0-25%  ( 26-50%  ( 51-75%  ( 76-100%
	

	5.
	0    1    2    3    4    5   6   7   8   9   10
	( 0-25%  ( 26-50%  ( 51-75%  ( 76-100%
	

	6.
	0    1    2    3    4    5   6   7   8   9   10
	( 0-25%  ( 26-50%  ( 51-75%  ( 76-100%
	



Please check the box that best describes whether your pain or symptom(s) limit normal activities:


Somewhat
Very
Somewhat
Very


Activity
normal
limited
limited
Activity
normal
limited 
limited


Lifting
(
(
(
Running
(
(
(

Bending
(
(
(
Sleeping
(
(
(

Standing
(
(
(
Intercourse
(
(
(

Walking
(
(
(
Work
(
(
(

Computer work/typing
(
(
(
Household activities
(
(
(

Sitting
(
(
(
Recreational Activities
(
(
(

Climbing Stairs
(
(
(
Other (list below)







__________________
(
(
(
How would you rate the following categories in your daily living:
	Your Exercise Routine
	Your Work Activity
	Your Habits

	(  None
	(  Sitting
	(  Smoking  ____ Packs/day

	(  Moderate
	(  Standing / Bending
	(  Alcohol   ____ Drinks/day

	(  Heavy
	(  Light Labor
	(  Caffeine  ____ Drinks/day

	_____ Days per Week
	(  Heavy Labor
	(  High Stress


Casalino Chiropractic     1000 E. Camelback Rd.     85014     602.279.7376
Casalino Chiropractic
Name ______________________________

1000 E. Camelback Rd Phoenix AZ 85014

602.279.7376

File #_________________
List any medications you are taking & for what condition you are taking them for:
	List the Medications You Are Taking
	For What Condition

	(   None   (Please check if this is accurate)
	

	
	

	
	

	
	

	
	

	
	


Check any of the following conditions that applies to you:
	
	Heart Disease
	
	
	Osteoarthritis
	
	History of Cancer: Type & When

	
	High Blood Pressure
	
	
	Degenerative Disc Disease
	
	
	

	
	Stroke / Aneurysm 
	
	
	Herniated / Slipped Disc 
	
	
	

	
	Diabetes
	
	
	Spinal Block Injections
	
	
	

	
	Kidney Disease
	
	
	__ Lumbar / low back
	
	
	

	
	Lupus
	
	
	__ Neck 
	
	Surgeries: Location & When

	
	Gout
	
	
	Scoliosis
	
	
	

	
	Seizures
	
	
	Osteoporosis/Osteopenia
	
	
	

	
	Valley Fever
	
	
	Rheumatoid Arthritis
	
	
	

	
	HIV / AIDS
	
	
	Unexplained weight loss
	
	
	

	
	COVID/When __________
	
	
	Abdominal Waist Size
	
	Broken Bones: Location & When

	
	Vaccine/When____________
	
	
	__ Over 35 inches (female)
	
	
	

	
	Polio
	
	
	__ Over 40 inches (male)
	
	
	

	
	Blurred vision, dizziness, or light headed when changing  positions, laying down or moving your neck
	
	

	
	
	
	

	
	Other
	
	
	


	FAMILY HEALTH HISTORY

	
	

	Mother’s Side
	Father’s Side

	
	Cardio Vascular Disease
	
	Cardio Vascular Disease

	
	High Blood Pressure
	
	High Blood Pressure

	
	Diabetes
	
	Diabetes

	
	Arthritis
	
	Arthritis

	
	Autoimmune Disease
	
	Autoimmune Disease

	
	Kidney Disease
	
	Kidney Disease

	
	Cancer – What type?
	
	Cancer – What type?
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