
 
Demographic Information 

Patient Legal Name:  First: ______________________________ Middle Initial: _____ Last: _________________________________ 

 

Nickname, “I prefer to be addressed as”:______________________  How did you hear about Frankum Chiropractic?________________ 

 

Address:_____________________________________________ City: __________________________ State: ______ Zip: ___________ 

 

Home Phone: ________________________ Work Phone: ______________________ Cell Phone: __________________________ 

 

Date of Birth: _______________ Sex: _____ Email: ____________________________________________________________ 

 

Social Security Number: ___________________________   Marital Status: ____________ Spouse Name:_________________________ 

 

    Employer: ___________________________________ 

 

Employer Address:_________________________________________________ City: __________________ State: ______ Zip: _______  

 

Job Title:______________________  Type of Work:_______________________ 

 

Emergency Contact Name: ___________________________________ Emergency Contact Phone: ____________________________ 

 

IF A MINOR Parent/Guardian:  Legal Name:  First:____________________ Middle Initial:____ Last:____________________________ 

          

DOB:______ Address:_______________________________________ City:______________________ State:_____ Zip:_____________ 

 

Home Phone:______________ Cell Phone: ______________ Work Phone: ______________  Social Security Number:______________ 

 

Employer:___________________ Address:____________________________ City:__________________ State:_____ Zip:__________ 

 

FAMILY HISTORY 
Does anyone in your family have a history of (please list relation in the blank beside the condition)? 

Arthritis__________     Diabetes__________    Cholesterol__________   
Cancer__________     Thyroid__________    Psychiatric__________ 

Cardiovascular Problems: __________   Stroke__________     Other:_________________________ 

Patient’s Health and Social History and Review of Systems 
Recreational Activities:___________________________________                    List Children’s Names and Ages 

Alcohol Frequency of Use:________________________________ *_________________ *_________________ *_______________ 

Substance Use:__________________________________________ *_________________ *_________________ *_______________  

Do you currently smoke tobacco of any kind?   Yes   Former smoker  Never been a smoker 

If yes, how often do you smoke:  Current every day smoker  Current sometimes smoker 

Current medications, including frequency and dosage if known (Use back of sheet if necessary) 

No current medications, check here:  

Medication Frequency Dosage Start Date 

    

    

    
Have you ever seen a chiropractor?  Yes  No   When?____________________  Who?___________________________ 

Are you pregnant?  Yes  No N/A   Due Date:___________ 

List any known allergies you have had to any medications or other.  If no allergies are known, check here:  

____________________________________________________________________________________________ 
List Any and All Health Problems 

______________________________________________________________________________________________________________

______________________________________________________________________________________________________________ 
Has any doctor diagnosed you with Hypertension?   Yes  No  If yes, describe:_______________________ 

Has any doctor diagnosed you with Diabetes?  Yes  No  If yes, what kind?   Type I    Type II 

Please list ALL surgeries and dates:__________________________________________________________________________________ 

______________________________________________________________________________________________________________ 

Print Patient Name:___________________________ 

Patient/Parent/Guardian Signature:______________________  Date:___________________ 



 
Please describe in detail why you are here today: 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

Have you had any of the following symptoms in the past 60 days?    NO 

 Numbness/Tingling  Lightheaded  Chest Pain/Discomfort Confusion   

Headaches  Dizziness  Shortness of Breath Trouble Speaking 

Changes in vision Nausea/Vomiting Skin Rashes   Change in bladder/bowel function 

Numbness in groin Muscle Weakness Fever   Trouble Sleeping 

Quadruple Visual Analog Scale - Circle the number 

 

What is your pain RIGHT NOW? 

0 1 2 3 4 5 6 7 8 9 10 

No pain          Worst Pain Possible 

What is your TYPICAL or AVERAGE pain? 

0 1 2 3 4 5 6 7 8 9 10 

No pain          Worst Pain Possible 

What is your pain level AT ITS BEST (How close to “0” does your pain get at its best)? 

0 1 2 3 4 5 6 7 8 9 10 

No pain          Worst Pain Possible 

What is your pain level AT ITS WORST (How close to “10” does your pain get at its worst)? 

0 1 2 3 4 5 6 7 8 9 10 

No pain          Worst Pain Possible 

Functional Assessment/Activities of Daily Living – Check the box 

Standing 

 Able to stand as long as desired without pain 

 Able to stand 60 minutes without pain 

 Able to stand 30 minutes without pain 

 Unable to stand at all without pain 

Sitting 

 Able to sit with no trouble 

 Able to sit 6 hours without pain 

 Able to sit 3 hours without pain 

 Unable to sit at all without pain 

Personal Care 

 Able to do without causing extra pain 

 Able to do, but causes extra pain 

 Able to do independently with pain, but must do slowly 

and carefully 

 Able to do with daily assistance 

Sleeping 

 Able to sleep with no trouble 

 Mildly disturbed (loss of 1-2 hours of sleep) 

 Moderately disturbed (loss of 2-3 hours of sleep) 

 Severely disturbed (loss of 3-5 hours of sleep) 

Walking 

 Able to walk with no pain 

 Able to walk medium distances without pain 

 Able to walk short distances without pain 

 Unable to walk at all without pain 

Carrying 

 Able to carry heavy objects without pain 

 Able to manage medium weights 

 Able to manage light weights 

 Unable to carry anything at all 

 

Print Patient Name:_________________________________ 

Patient/Parent/Guardian Signature:____________________  

Date:___________ 

 

What are your expectations? (check all that apply) 

 Relief – quick, short term relief of pain 

 Correction – continued care to correct the problem 

 Strengthening – active exercise protocols to strengthen weak  

                                 areas  

 Supportive – maintain  pain free state, provide  

                            supportive care for aggravations of the  

                            problem 

 

Please draw a diagram of your complaints here: 

 
X = Pain   S = Stiffness  

Z = Numbness/Tingling List any others 

 
OFFICE USE ONLY      BP:_______/________  Pulse:______ 

 
Height:___________  Weight:___________  BMI:__________ 
 

NP___  6 months ___    1 year ____  New condition____ 

History of Present Illness 


