Chiropractic Clinic

Patient Health
Questionnaire

401 South Main Street, Suite 104
Blacksburg, VA 24060
540.552.5202 « www.southmainchiro.com

Date:

Last Name First Name M.1.

Address Apt #

City Stafe Zip

Home Phone Mobile Phone

Date of Birth Age Gender: Male Female
Occupation Employer

Health Care Plan Provider (if applicable)

Are you new to South Main Chiropractice Yes No

How did you hear about our clinic?

Height Ft. In.  Weight Lbs.

What brings you to the clinic? jaicieiXeli®elaglellelig)

symptoms by circling or shading the example.



. : < 401 South Main Street, Suite 104
South Main Street Chiropractic O kabres VA 24080
Patient Health Questionnaire 540.552.5202 « www.southmainchiro.com

Are your symptoms: Decreasing Not Changing Getting Worse
Symptoms are worse in the:  Morning  Afternoon  Night ~ Same All Day

Does the problem/pain radiate or travel to any other areas in your body2  Yes No

If so, where?

Do you have any numbness or tingling in your body2  Yes  No

If so, where?

What makes your problem betfer? In the last 5 years have you had any of the following?
Ng’rhmg Siffing ) Drugs/Medications

Lying Down Movement/Exercise

Walking Inactivity talizatt

Standing Surgery/Hospitalization

What makes your problem worse?2 )
Previous lllnesses

Nothing Sitting
Lying Down Movement/Exercise )
. o Previous Traumas
Walking Inactivity
Standing

What are your symptomse Check all that apply.

Please check the appropriate boxes if there is a history of family illness. Circle M for your mother's side of the
family and F for you father’s side of the family.

Heart Disease M F Diabetes M F Allergies/Asthma M F
High Blood Pressure M F Back Problems M F Cancer M F
Lung Problems M F Migraines M F
Arthritis M F Epilepsy/Seizures M F

Patient/Guardian
Signature Date




