Belcher Family Chiropractic
“On the Path to Wellness”

Re-Activation  

In order to serve you better, we ask that you complete (IN DETAIL) the questions below. The questions are intended for your Doctor to grasp the nature of your complaints in an easy to understand format (in your own words). Be sure to tell us what happened and when it happened. If you were hospitalized or received treatment elsewhere, please give details.

Name:________________________________________   Date:________________________

Date of Birth:__________________________________

Have you changed your address or telephone # since your last visit to our office?


Yes____   No____
If yes, new address
 ___________________________________________

____________________________________________

____________________________________________
Have you changed your insurance since your last visit to our office?


Yes____   No____
If yes, new insurance name:______________________________





Customer service phone #:  ______________________________





ID#:_____________________ Group#_____________________

Reason for visit: (In Detail) _____________________________________________________

___________________________________________________________________________
___________________________________________________________________________

When did you first notice the symptoms?__________________________________________
___________________________________________________________________________
Is this condition getting progressively worse?_______________________________________
Where specifically is this problem(s) located?_______________________________________

___________________________________________________________________________

Medications presently being taken:_______________________________________________

Any treatment you have received for this condition:_________________________________

___________________________________________________________________________

Which activities are difficult to perform?

*Standing
*Sitting    *Walking     *Bending    *Lying Down     Other:_________________

Type of Pain:   *Sharp    *Throbbing    *Numbness    * Aching    *Shooting    *Tingling


*Cramps      * Stiffness     * Swelling      *Dull        Other:_________________

Rate the severity of your pain (1, mild or discomfort, to 10, severe pain):

1
2
3
4
5
6
7
8
9
10

Is the pain…    constant     intermittent?

Is your complaint…   getting worse     remaining the same     getting better?
When are complaints most intense?    Morning    Afternoon     Evening     Bedtime
Office use only: VITALS

Height: _______ Weight: _______Blood Pressure: _____ /_____ Pulse: ______ Age: ___ Temp: _____ Respirations: _____ SEMG: ______ Thermography: _____ 

ROM:  C / T / L  ________

Need for Neurological Examination: _____ Vertebrobasilar Insufficiency: ______

