
Chiropractic Case History 
 
Name________________________________________________    Date_______________________________________ 
 
 
     
1.   PrimaryComplaint:_______________________________________________________________________________________ 
 
      Secondary Complaint:_____________________________________________________________________________________ 
 
Complaint began when and how?_________________________________________________________________________________ 
 
Please circle the Quality of the complaint/pain:   dull   aching   sharp   shooting   burning   throbbing   deep   nagging    other _______  
 
Does this complaint/pain radiate or travel (shoot) to any areas of your body? Where?________________________________________ 
 
Do you have any numbness or tingling in your body? Where? __________________________________________________________ 
 
Grade Intensity/Severity (No complaint/pain)    0    1    2    3    4    5    6    7    8    9    10    (Worst possible pain/complaint imaginable) 
 
How frequent is complaint present, how long does it last? _____________________________________________________________ 
 
Is the complaint due to injury or sickness arising out of employment?____________________________________________________ 
 
Is the complaint due to injury or sickness arising out of an auto or other accident?__________________________________________ 
 
Days lost from work?_________________               If due to an accident what was the date of the accident?_____________________ 
 
Have you seen any other doctors for this condition?__________________________________________________________________ 
 
 
 
2.    Previous interventions, treatments, medications, surgery, or care you’ve sought for your complaint: ___________________ 
 
____________________________________________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
 
 
 
3.   Medications: 
 Drugs You Now Take: 

 Muscle Relaxers    Tranquilizers             Birth Control             
 Blood Pressure    Insulin                        Thyroid                      
 Blood Thinners               Anxiety                       Decongestants 
 Cholesterol    Pain Killers  Antidepressants 
 Steroids(allergy/asthma meds)   Other__________________________ 

 
 
4.    Surgeries:           
Date                                        Type of Surgery 
___________________________________________  _________________________________________________________ 
 
___________________________________________  _________________________________________________________ 
 
___________________________________________  _________________________________________________________ 
 
 
                             






