DATE: SUNSHINE CHIROPRACTIC CHART:

Patient Name: Birthdate:

Address: City: State: Zip:

Home Phone: Work Phone: Cell Phone:

SS #: Sex: DMaIe DFemaIe Marital Status: DSingIe |:|Married DWidowed DDivorced
Email: Referred By:

Occupation: Employer:

Spouse Name: Spouse Birthdate: Spouse SS #:

Emergency Contact: Relation: Phone #:

Patient Complaints:

SSS=Stabbing Place symbol on Pain Area
Date Symptoms Began PPP=Pins & Needles
How Problem Began AAA=Aching
Is this [JWork Related [JAuto Related [ Junknown BBB=Burning

NNN=Numbness

Current Complaint (How You Feel Today)

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

In the past week, how much has your pain interfered with your
daily activities (e.g. work, social activities or household chores)

o 1 2 3 4 5 6 7 8 9 10
No Interference Unable to carry on activities

How often are your symptoms present? (0-25% 26-50% 51-75% 76-100% ) (Day or Week)

What Makes Your Condition Better? [ JExercise [JHeat Oice [Jtying Down [OMedications
[JRest [Jsitting [JsStanding [JStretching

What Makes Your Condition Worse? []Bending [JCoughing [JLifting []Sitting
DSneezing DStanding DWaIking

Please check all of the following that apply to you: Please check all that apply to your family History:
[JRecent Fever [JProstate Problems Ccancer [Cpiabetes [JHeart Problems
[Jpiabetes [J™enstrual Problems [Jstroke [CJRheumatoid Arthritis
DHigh Blood Pressure DUrinary Problems DHigh Blood Pressure
D Stroke Date D Pregnant #Weeks ___

[Juse cortisone/Prednisone [JAbnormal Weight aain [Jross
DTaking Birth Control Pills DMorning Pain/Stiffness

DDizziness/Fainting Pain Unrelieved by Position or Rest
DNumbness in Groin/Buttocks EPain at Night
[ cancer/Tumor [Jvisual Disturbances

DEpiIepsy/Seizures

Other Health Problems




