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515-412-1003

Patient Information

Name:_______________________________________________________________________

Date of Birth:___________________ Email:_________________________________________

Address:_____________________________________________________________________

City:_________________________________ State:_________ Zip Code:_________________

Phone:______________________________ Mobile Carrier:____________________________

Marital Status:______________________________ Tobacco Use:_______________________

Pregnant? (Women only)___________________ SSN:________________________________

How did you hear about us?______________________________________________________

Emergency Contact

Name:_______________________________________________________________________

Relationship:_____________________________ Phone:______________________________

Complaint Summary

Describe Complaint:____________________________________________________________

____________________________________________________________________________

How & When Did it Begin:_______________________________________________________

____________________________________________________________________________

Pain Intensity
· Minimal
· Slight
· Moderate
· Severe

Describe Pain
· Sharp
· Stabbing
· Dull
· Achy
· Stiff/Sore
· Numbness/Tingling
· Other_________________________________________________________________
Frequency
· Intermittent
· Occasional
· Frequent
· Constant

Does This Pain Radiate? (If so, where?)
· Forehead
· Base of Skull
· Side(s) of head
· Temple
· Shoulder(s)
· Forearm(s)
· Hand/Fingers
· Hip(s)
· Calf(s)
· Foot/Feet/Toe(s)
· Thigh(s)/Knee(s)
· Other:_________________________________________________________________


List Daily Activities Most Affected:_______________________________________________

____________________________________________________________________________

List Any Treatment You Have Received for This Complaint:__________________________

____________________________________________________________________________

____________________________________________________________________________


What Medications are you Currently Taking?______________________________________

____________________________________________________________________________

____________________________________________________________________________


Allergies:____________________________________________________________________

____________________________________________________________________________









Basic Health Questionnaire

Have you ever been told you have High Cholesterol or Triglycerides?  	     YES /  NO
Have you ever been diagnosed with High Blood Pressure?     YES / NO
Have you been Diagnosed as Diabetic?     YES / NO
Have you been diagnosed as Pre-Diabetic or Metabolic Syndrome?     YES / NO
Are you interested in losing weight?   YES / NO
Do you have cancer/tumor?	   YES / NO
Do you have a skin infection?    YES / NO
Do you have a tear in the tendon?    YES / NO
Do you have a cardiac pacemaker?    YES / NO
Do you have bleeding disorder/tendency to bleed?    YES / NO
Are you on NSAIDS, OPIODS or anti-coagulant treatment?    YES / NO
Have you received a cortisone injection within the last 30-days?    YES / NO


Please list all nutritional supplements/vitamins you take regularly:
(Staff can photocopy a list if you have one)
Supplement Name/Type	               Frequency	           Brand or Where Purchased
___________________________________     __________________     ______________________________________
___________________________________     __________________     ______________________________________
___________________________________     __________________     ______________________________________
___________________________________     __________________     ______________________________________
___________________________________     __________________     ______________________________________


Check Below Any Symptoms You’ve Had:

· Headache/Migraine
· Chest Pain
· Asthma
· Difficulty Breathing
· Skin Problems
· Arthritis
· Dizziness
· Bruise Easily
· Hearing Loss
· Frequent Colds
· Excessive Gas
· Diarrhea
· Constipation
· Heart Attack
· ADHD/ADD
· Eating Disorder
· Sciatica
· Anxiety Disorder
· Varicose Veins
· Stroke
· Depression
· High Blood Pressure
· Learning Disability
· Trouble Sleeping
· Ear Infection
· Low Blood Pressure
· Gall Bladder Issues
· Cancer
· Prostate Issues
· IBS
· Menstrual Cramps (Women only)
· Kidney Infection or Stones
· Thyroid Issues











Patients Signature____________________________________ Date___________________
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