
HealthPoint Clinic

12381 Route 30W Suite B

North Huntingdon, PA 15642

Phone: 724-864-6560

New Patient Information Form Instruction:

To save time on your visit please complete this form with as much information as you can.

Print this form when you have completed all information.

Sign and date the form.

Bring the form in the office on your next office visit.

HealthPoint Clinic
12381 Route 30W Suite B

North Huntingdon, PA 15642

Phone: 724-864-6560

Chiropractic Case History

CONFIDENTIAL PATIENT INFORMATION





Today’s Date: ____/___/____

First Name: __________________  Middle Initial: _____     Last Name: ___________________        Social Security: ____-____-_____

Address: ______________________________ 
City: __________________ 
State: PA 
Zip:__________

Age: ____     Birth date: ___/___/____  Marital:  S  M  D  W     How many children? ___    Email: _______________________  

Home Phone: (____)____-______ Occupation: _________________    Employer: ________________   

Employer Address: ___________________________   Student:   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    Office Phone: (___)____-____ ext. ____  

Cell Phone: (___)____-_____   Name of spouse: _________________ Spouse Occupation: _____________ 

Spouse Work Phone: (___)____-_____  Name of Nearest Relative: _____________        Phone: (___)____-____     

Referred by: _________________________

Have you ever had the same or a similar condition: Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 
    

If yes, when and describe: ________________________________________________________________________________

Name of family physician: ___________________________  May we contact  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No Phone Number: (___)____-______

Please circle for each of the following:

Y        N
       Patient Comment

Doctor’s Comments

Current Health Habits:







Did/do you smoke?


 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Did/do you drink alcohol?


 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________



If so, how much?



   ___________________

_____________________

Diet, do you eat healthy foods?

 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________

Have you been in accidents?

 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Have you had surgery?


 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Drugs, including Prescription?

 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Teeth or jaw problems?


 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Eye problems?



 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Do you exercise regularly?


 FORMCHECKBOX 
     FORMCHECKBOX 
     ___________________

_____________________

Do you sleep well and how many hours?
 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Did/do you have occupational stress?
 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Physical stress?



 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Emotional/Mental stress?


 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Hobbies/Sports injuries?


 FORMCHECKBOX 
     FORMCHECKBOX 

   ___________________

_____________________


Sleeping posture?      FORMCHECKBOX 
 side     FORMCHECKBOX 
 stomach    FORMCHECKBOX 
 back     ___________________

_____________________


Have you had any broken bones?

 FORMCHECKBOX 
     FORMCHECKBOX 
     ___________________

_____________________

Previous Chiropractic treatment




Y       N

Have you seen a Doctor of Chiropractic (DC)  in the past?
 FORMCHECKBOX 
     FORMCHECKBOX 
 (If NO skip this section)

How old were you on your first DC visit?  ____________________________________________________________

When was your last DC visit? _____________________________________________________________________

What were you being seen for?  ___________________________________________________________________

Did you go through corrective care?  _______________________________________________________________

Did you have X-RAY taken?  ____________________________     How old is your newest X-RAY?   ___________

What technique do you prefer?  __________________________________________________________________

Briefly describe your typically office visit:  ____________________________________________________________

Symptoms and Present State of Health

Previous years of unnoticed and or unattended damage to the nervous system and spine may show up as acute or chronic symptoms.


Present Complaint/Reason for Seeking Care in this Office:


Major  __________________________________________Pain Problem started on  ____________


Pains are:
 FORMCHECKBOX 
 Sharp      FORMCHECKBOX 
 Dull/ Ache    FORMCHECKBOX 
 Constant
 FORMCHECKBOX 
 Intermittent    FORMCHECKBOX 
 Other __________

Does this pain shoot, radiate, or travel in your body? Where? ___________________________________________________

Are you experiencing numbness or tingling in any area of your body? Where? ______________________________________

What activities aggravate your condition/pain?

____________________________________________________________________________________________________


What activities lessen your condition/pain?

____________________________________________________________________________________________________


Is this condition worse during certain times of the day?

____________________________________________________________________________________________________


Is this condition interfering with work?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Routine?  FORMCHECKBOX 
 Yes  FORMCHECKBOX 
 No   Sleep?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No    Other: ___________


Is this condition progressively getting worse?

____________________________________________________________________________________________________


Please check where you’re: (No Complaint/Pain= 0 )   (Worst Possible Complaint/Pain =10)  

 1     2    3    4    5    6    7    8    9    10


Other Doctors seen for this condition ______________________________________________________________________

Any home remedies? __________________________________________________________________________________

Please mark any of the following that you have now or have experienced:

Other Symptoms: 


 FORMCHECKBOX 
 Headaches


 FORMCHECKBOX 
 Pain in Hands or Arms


 FORMCHECKBOX 
 Chest Pains


 FORMCHECKBOX 
 Neck Pain


 FORMCHECKBOX 
 Numbness in Hands or Arms

 FORMCHECKBOX 
 Heart Attack


 FORMCHECKBOX 
 Sleeping Problems

 FORMCHECKBOX 
 Pain in Legs or Feet


 FORMCHECKBOX 
 High Blood Pressure


 FORMCHECKBOX 
 Low Back Pain

 FORMCHECKBOX 
 Numbness in Legs or Feet

 FORMCHECKBOX 
 Stroke


 FORMCHECKBOX 
 Nervousness


 FORMCHECKBOX 
 Fatigue



 FORMCHECKBOX 
 Cancer


 FORMCHECKBOX 
 Tension


 FORMCHECKBOX 
 Depression



 FORMCHECKBOX 
 Painful Urination


 FORMCHECKBOX 
 Irritability


 FORMCHECKBOX 
 Lights Bother Eyes


 FORMCHECKBOX 
 Diabetes


 FORMCHECKBOX 
 Dizziness


 FORMCHECKBOX 
 Loss of Memory


 FORMCHECKBOX 
 Diarrhea


 FORMCHECKBOX 
 Pain Between Shoulders
 FORMCHECKBOX 
 Shoulder Pain



 FORMCHECKBOX 
 Constipation


 FORMCHECKBOX 
 Neck Stiff

 
 FORMCHECKBOX 
 Sinus




 FORMCHECKBOX 
Stomach Upset


 FORMCHECKBOX 
 Joint Swelling


 FORMCHECKBOX 
 Shortness of Breath


 FORMCHECKBOX 
 Menstrual Cramps


 FORMCHECKBOX 
 Fever



 FORMCHECKBOX 
 Asthma



 FORMCHECKBOX 
 Weight Loss


 FORMCHECKBOX 
 Loss of Balance

 FORMCHECKBOX 
 Allergies



 FORMCHECKBOX 
Loss of Smell or Taste

Are you  FORMCHECKBOX 
 currently     FORMCHECKBOX 
 recently under drug and medical care? _____________________________________

What Medications are you taking? _______________________________________________________________________________

For how long? _____  Have you had any surgery?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      If Yes, what and when: ____________________________________

___________________________________________________________________________________________________________

What side effects have you experienced from the drugs and surgery?

___________________________________________________________________________________________________________

Females Only – Date last Menstrual Period began on ______________________________________

Are you possibly pregnant?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
  No

Is there a family History of:




Heart Disease
   Arthritis
    Cancer           Diabetes       
Other      
Father’s side
  FORMCHECKBOX 


      FORMCHECKBOX 


     FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Mother’s side
  FORMCHECKBOX 


      FORMCHECKBOX 


     FORMCHECKBOX 


 FORMCHECKBOX 


 FORMCHECKBOX 

Patient or Guardian 

Signature_____________________________________________________Date_____________________
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