Cumberland Valley Chiropractic Clinic
222 East Oak Ridge Drive, Ste 1800

               Fax:  240-420-8057


Hagerstown, MD  21740


               www.healthwithoutlimits.com

240-420-8055                email:  healthwithoutlimits@gmail.com
Personal and Family Health History
Date:____________






Account#:____________

How did you locate us?
□Location
□Phone Book
□Screening
□Advertisement




□Lecture
□Web Site
□Blog

□Facebook

Referred By:______________________________________________

[Please Check]

□Child
   □12-17 yrs old      □Adult (18+)
□Adult (65+ )
Last Name____________________________ First Name_________________________ MI___

Address_________________________________City_______________________ St/Zip______

Phone (H)_______________________ (W)______________________ (C)_________________

Email_____________________________________ (We respect your privacy & will not sell to any 3rd party)
DOB:______________ Age_____ Sex:  M / F  Marital Status:  □S  □M  □Partner  □Widowed

Occupation:__________________________  Employer________________________________

Spouse / Partner’s Name:_____________________ Spouse’s Occupation___________________

Name of Children and Ages:

1.__________________ Age_____

4. __________________ Age_____

2.__________________ Age_____

5. __________________ Age_____
3.__________________ Age_____

6. __________________ Age_____
Have you ever been to a Chiropractor before?  □Yes  □No  (If Yes, Chiropractor’s Name, Year, and Results)  ___________________________________________________________________

______________________________________________________________________________

______________________________________________________________________________

Financial Responsibility:  □Personal
□Parent (Guardian’s Name_________________________)
Past Health History (please check all that apply):
___ Head Injuries

___ Rendered Unconscious

___ Take Yearly Flu Shots
___ Spinal Injuries
___ History of Smoking


___ Do Not Exercise
___ Child Abuse

___ Poor Diet



___ Not Getting Enough Rest
___ Physical Abuse
___ Use of Recreational Drugs

___ Do Not Drink 6-8 Glasses Water / Day
___ Sexual Abuse
___ Drink Alcohol

___ Verbal Abuse
___ Use of Artificial Sweeteners
What Brought You To Our Office:
What is the number one thing that bothers you the most today? ___________________________

______________________________________________________________________________

How did your pain begin? ________________________________________________________

_____________________________________________________________________________

What is your pain level ? (0=no pain , 10=intense pain) 0..1..2..3..4..5..6..7..8..9..10..

Is your condition… ___ Staying the Same
___ Getting Better
___ Getting Worse

Type of Pain:  ___ Sharp ___Stabbing ___Burning ___Aching ___Dull ___Stiff &Sore

Does your pain travel… ___Left / Right ___Base of skull ___Shoulder ___Arm ___Hand ___




   ___ Hip ___Leg ___Foot ___Ribs ___ Other:___________________

What makes it better?    ___Ice ___Heat ___Rest ___Movement ___Stretching

What makes it worse?   ___Sitting  ___Standing ___Walking ___Lying Down ___Sleep



  ___ Overuse ___Other:________________________________

Have you seen anyone else for this problem? ___No ___Yes (Dr’s name___________________)
Is this problem due to an accident? ___No ___Yes [if Yes:  ___Auto ___Fall ___Work ___Other______________________ ]

Do you have any other physical complaints?  ___No ___Yes ( if Yes, please list below)

· _____________________________________________

· _____________________________________________

· _____________________________________________
Please Check Any Other Symptoms Experienced in the Last 6 Months:

□Acid Reflux

□Diarrhea

□High/Low Blood Pressure
□Neck Stiff
□Allergies

□Dizziness

□Irritability


□Numb In Toes/Fingers
□Balance

□Ears Ring R L

□Knee Pain  R  L


□Panic Attacks
□Bowel Problems
□Fainting 

□Light Bothers Eyes

□Pins/Needles in Arm/Leg
□Carpal Tunnel

□Fatigue

□Loss Of Memory

□Shortness of Breath
□Chest Pains

□Feet/Hand Pain

□Low Back Pain


□Sinus
□Chest Congestion
□Foggy Thinking

□Menstrual Cramps

□Sleeping Problems
□Constipation

□Gas/ Bloating

□Mood Swings


□Stomach Upset
□Depression

□Headaches

□Neck Pain


□Tightness B/T Shoulders
Symptom NOT In The Above List:___________________________________________________________
SURGERIES:  Name Part of Body and Year:__________________________________________________
_____________________________________________________________________________________________

Medications For What Symptom?__________________________________________________
_____________________________________________________________________________________________
____________________________________________________   DATE:__________________

Client Signature or Guardian

Do Not Write Below This Line    Do Not Write Below This Line      Do Not Write Below This Line
DOCTOR’S ADDITIONAL NOTES:  ____________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
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