   Grosman Chiropractic, Inc.

Mark A. Grosman, D.C.
20300 Ventura Blvd., #245
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Tel (818) 704-5121 ~ Fax (818) 704-5847

PATIENT INTAKE FORM

General Information

Patient Name:___________________________________    Date:___________________

Address:________________________City:_______________State:_______Zip:_______

Sex: M____ F____

Date of Birth:___________
Soc. Sec. #:______________

Home Phone:(____)__________  Work Phone:(___)__________ Cell:(___)___________

Occupation:_________________________

Employer:_____________________

Referred By:________________________

Email:________________________
Complaint History










Pain Scale

1. Describe your current complaint: 

     (1 – 10) 10 being worst


1._______________________________________ 

1.______


2._______________________________________

2.______


3._______________________________________

3.______

2. How long have you had this complaint? _____________________________

3. Symptoms are Worse in:  ___ Morning  ___Afternoon ___ Evening

4. How would you describe the pain?

__Sharp
__Soreness
__Throbbing
__Tingling
__Dull
  __Stiffness

__Spasm
__Burning
__Ache
__Weakness
__Numbness

5. How often is your pain present?

__Constant(81-100%)
__Frequent(51-80%)
__Occasional(26-50%) __Intermittent(25% or less)

6. Since your problem began is the pain:

__Getting better
__Getting worse
__Staying the same

7. How did your problem begin?
__Auto accident
__Work injury
   __Other type of accident 

__Gradual

__Sudden
   

8. What makes your problem better?

__Nothing
 __Walking
__Standing
 __Sitting 

__Moving/Exercise   __Lying down
__Other_______________________


9. What makes your problem worse?

__Nothing   __Walking    __Standing   __Sitting  

__Moving/Exercise     __Lying down
__Other_______________________

__Bending  ___Reaching __Coughing __Straining at Stool __Sneezing

10. Are you currently taking any medications or vitamins/supplements for this problem or for any other conditions?

__Yes
__No
List:____________________________________________

______________________________________________________________________________________________________________________________

Past or Present Symptoms, Conditions or Habits

Symptom
         Past     Present

Symptom
         Past    Present

Neck Pain

__
__

High Blood Pressure
__
__

Shoulder Pain

__
__

Heart Condition
__
__

Arm/Elbow Pain
__
__

Respiratory Cond.
__
__

Hand Pain

__
__

Digestive Problems
__
__

Upper Back Pain
__
__

Kidney/Bladder
__
__

Lower Back Pain
__
__

Menstrual Problems
__
__

Hip Pain

__
__

Loss of Balance
__
__

Knee Pain

__
__

Sinus Condition
__
__

Ankle/Foot Pain
__
__

Allergies/Asthma
__
__

Jaw Pain

__
__

Cancer


__
__

Swelling/Stiffness
__
__

Stroke


__
__

Headaches

__
__

Weight Gain/Loss
__
__

Dizziness

__
__

Skin Condition
__
__

Fainting Spells
__
__

Arthritis

__
__

Convulsions

__
__

Diabetes

__
__

Prolonged fatigue
__
__

Prostate Condition
__
__

Pregnancy

__
__

Surgical Procedure
__
__

Comments:_____________________________________________________________________________________________________________________________________

Signature:_____________________

Date:_______________
