Adirondack Family Chiropractic

Dr. Joseph J. Clauss Dr. Philip Scarano Dr.C arolyn F. Clauss

PATIENT QUESTIONNAIRE

TO SAVE TIME AND ALLOW US TO BETTER SERVE YOU, PLEASE COMPLETE ALL QUESTIONS.
PLEASE INDICATE “NA” (NOT APPLICABLE) WHEN A QUESTION DOES NOT APPLY TO YOUR SITUATION.

First Name / M.I. / Last Name Nickname

Home Address City State Zip

Mailing Address (if different from home address) C ity State Zip

Home Phone Mobile Phone Social Security N 0. Date of Birth E-Mail Address

Occupation Employer Business Phone / Extensi  on
Name of Spouse Spouse’s Occupation / Employer /  Business Phone

Name of Nearest Relative Relationship Mailing Addr  ess / Home Phone

Referred to this office by

COLLEGE STUDENTS — PLEASE PROVIDE YOUR PARENT(S) / GUARDIAN'S MAILING ADDRESS AND PHONE NUMBER

INSURANCE INFORMATION

SHOULD WE BILL YOUR CARE UNDER (CHECK ONE):

CICASH CIPRIVATE INSURANCE LJWORKERS COMP LINO-FAULT
Name of Primary (1*) Insurance Policyholder Name Policyholder’s Date of Birth
Is there a secondary insurance? (check one) Clves CIno
Name of Secondary (2" Insurance Policyholder Name Policyholder’s Date of Birth

PLEASE PROVIDE YOUR INSURANCE CARD(S). WE WILL MAKE A COPY FOR YOUR FILE AND VERIFY YOUR
****CHIROPRACTIC BENEFITS****




Adirondack Family Chiropractic

Patient Name:

Date:

If you are not retired, a homemaker, or a student, what is your current work status? (check all that apply)

o Other(explain):

Last physical exam:

o Full-time o Self-employed o Laborer o Off Work
o Part-time o Clerical o Professional

o Unemployed o Tradesperson o Executive

Is this a general check-up? oYES o NO

Is this your first chiropractic visit? o YES o NO

Women: Are you pregnant oYES oNO Due date:

1. What is your major complaint?

2. When did your symptoms start?

3. Describe your symptoms and how they began:

4. How often do you experience your symptoms?
O Constantly (76%-100% of the day)

O Frequently (51%-75% of the day)

o Occasionally (26%-50% of the day)

O Intermittently (0%-25% of the day)

6. What describes the nature of your symptoms?

O Sharp O Shooting
o Dull Ache O Burning
o Numb o Tingling

7. How are your symptoms changing?
O Getting better
o Not changing
O Getting worse

8. How bad are your symptoms at their:

5. Indicate where you have pain or other symptoms (place an ‘X’):

None Unbearable
A. Worst 0 1 2 3 4 5 6 7 8 9 10
B. Best 0 1 2 3 4 5 6 7 8 9 10
9. How do your symptoms affect your ability to:
A.Perform daily activities?
0 1 2 4 6 8 9 10
No complaints Mild, forgotten Moderate, interferes Limiting, prevents Intense, preoccupied Severe, no
with activity with activity full activity with seeking relief activity possible
B.Sleep or rest?
0 1 2 4 6 8 9 10
No complaints Mild, forgotten Moderate, interferes Limiting, prevents Intense, preoccupied Severe, no
with activity with activity full activity with seeking relief activity possible
10. Have you had similar symptoms in the past? o YES o NO
If so, who did you see? O This office O Medical doctor o Other
o Other chiropractor O Physical therapist
11. What activities make your symptoms worse?
12. What activities make your symptoms better?
13. Who have you seen for your symptoms? o No one O Medical doctor o Other

o Other chiropractor

A. When and what treatment

O Physical therapist

B. What tests have you had for your symptoms and when were they performed?

0O X-RAYS Date

O MRI Date

o CT SCAN Date

0 OTHER Date




Adirondack Family Chiropractic

Patient Name: Date:

Health History Questionnaire

1. GENERAL SYMPTOMS: Circle ALL letters/numbers that apply OR if this section does not apply to your health history,

check here and go to the next section.

A: Nervousness/Irritable (799.2)
E: Loss of Sleep (780.52)
H: Other I: Other

2. HEAD: Circle ALL letters/numbers that apply OR if this section does not apply to your health history, check here

and go to the next section.

A: Tension (307.81)
E: Menopausal (627.2)

B: Fatigue (780.79)
F: Jaw Pain (524.60)

B: Migraine (346.1)
F: Facial Pain (784.0)

C: Stress (308.9)
G: Other
J: Other

D: PMS (625.4)

C: Cluster (346.2)
G: Other

D: Allergic (346.2)

3. NECK: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check here

and go to the next section.

A: Pain (723.1) 1) Left side 2) Right side
B: Pain Level 1) Mild 2) Moderate
C: Pain increased by 1) Forward movement

3) Turning right 4) Turning left

D: Stiffness E: Muscle spasm (728.85)
G: Radiating pain into head (723.2)

I: Disc Herniation (722.0)

K: Osteoarthritis (721.0)

M: Muscle inflammation (729.4)

O: Sprain/Strain (847.0)

Q: Other

3) Both

3) Severe

2) Backward movement

5) Bending right 6) Bending left
F: Radiating pain into arm (723.4)

H: Disc Bulge (722.0)

J: Disc Degeneration (722.4)

L: Muscle pain (729.1)

N: Whiplash (847.0)

P: Torticollis (723.5)

4. MID BACK: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check

here and go to the next section.
A: Pain (724.1) 1) Left side 2) Right side
B: Pain Level 1) Mild 2) Moderate

C: Pain increased by 1) Forward movement

3) Turning right 4) Turning left

D: Stiffness E: Muscle spasm (728.85)
G: Radiating pain into head (724.4)

I: Disc Herniation (722.11)

K: Osteoarthritis (721.2)

M: Muscle inflammation (729.4)

O: Other

3) Both

3) Severe

2) Backward movement

5) Bending right 6) Bending left
F: Radiating pain into arms/legs (724.4)

H: Disc Bulge (722.11)

J: Disc Degeneration (722.51)

L: Muscle pain (729.1)

N: Sprain/Strain (847.1)



Adirondack Family Chiropractic

Patient Name: Date:

5. LOW BACK: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check
here and go to the next section.

A: Pain (724.2) 1) Left side
B: Pain Level 1) Mild

C: Pain increased by
3) Turning right

D: Stiffness

G: Disc Bulge (722.10)
I: Disc Degeneration (722.52)

K: Muscle pain (729.1)

M: Sprain/Strain (847.2)

O: Stenosis (724.02)

Q: Acquired Spondylolisthesis (738.4)

2) Right side
2) Moderate
1) Forward movement

4) Turning left

E: Muscle spasm (728.85)

3) Both

3) Severe

2) Backward movement

5) Bending right

F: Radiating pain leg(s) (724.4)
H: Disc Herniation (722.10)

J: Osteoatrthritis (721.3)

L: Muscle inflammation (729.4)
N: Sciatica (724.3)

P: Congenital Spondylolisthesis (756.12)
R: Other

6) Bending left

6. SHOULDER: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check
here and go to the next section.

A: Pain (719.41) 1) Left side 2) Right side 3) Both
B: Stiffness (719.51) 1) Left side 2) Right side 3) Both
C: Osteoarthritis (715.11) 1) Left side 2) Right side 3) Both
D: Frozen shoulder (726.0) 1) Left side 2) Right side 3) Both
E: Rotator cuff syndrome (726.10) 1) Left side 2) Right side 3) Both

F: Other

7. ARM: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check here

and go to the next section.

A: Pain (719.42) 1) Left side 2) Right side 3) Both
B: Stiffness (719.52) 1) Left side 2) Right side 3) Both
C: Osteoarthritis (715.12) 1) Left side 2) Right side 3) Both
D: Numbness/Tingling (782.0) 1) Left side 2) Right side 3) Both

E: Other

8. ELBOW: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check here

and go to the next section.

A: Pain (719.43) 1) Left side 2) Right side 3) Both
B: Stiffness (719.53) 1) Left side 2) Right side 3) Both
C: Osteoarthritis (715.13) 1) Left side 2) Right side 3) Both
D: Tennis elbow (726.32) 1) Left side 2) Right side 3) Both
E: Numbness/Tingling (782.0) 1) Left side 2) Right side 3) Both

F: Other

9. WRIST: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check here

and go to the next section.

A: Pain (719.44) 1) Left side 2) Right side 3) Both
B: Stiffness (719.54) 1) Left side 2) Right side 3) Both
C: Osteoarthritis (715.14) 1) Left side 2) Right side 3) Both
D: Carpal tunnel syndrome (354.0) 1) Left side 2) Right side 3) Both

E: Other



Adirondack Family Chiropractic

Patient Name: Date:

10. HAND: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check here
and go to the next section.

A: Pain (719.44) 1) Left side 2) Right side 3) Both
B: Stiffness (719.54) 1) Left side 2) Right side 3) Both
C: Osteoarthritis (715.14) 1) Left side 2) Right side 3) Both
D: Carpal tunnel syndrome (354.0) 1) Left side 2) Right side 3) Both
E: Other

11. THIGH/HIP: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check
here and go to the next section.

A: Pain (719.45) 1) Left side 2) Right side 3) Both
B: Stiffness (719.55) 1) Left side 2) Right side 3) Both
C: Osteoarthritis (715.15) 1) Left side 2) Right side 3) Both
D: Other

12. LEG: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check here
and go to the next section.

A: Pain (719.46) 1) Left side 2) Right side 3) Both
B: Stiffness (719.56) 1) Left side 2) Right side 3) Both
C: Osteoarthritis (715.16) 1) Left side 2) Right side 3) Both
D: Other

13. ANKLE: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check here
and go to the next section.

A: Pain (719.47) 1) Left side 2) Right side 3) Both
B: Stiffness (719.57) 1) Left side 2) Right side 3) Both
C: Osteoarthritis (715.17) 1) Left side 2) Right side 3) Both
D: Other

14. FOQT: Circle ALL letters and numbers that apply OR if this section does not apply to your health history, check here
and go to the next section.

A: Pain (719.47) 1) Left side 2) Right side 3) Both
B: Stiffness (719.57) 1) Left side 2) Right side 3) Both
C: Osteoarthritis (715.17) 1) Left side 2) Right side 3) Both

D: Other




Adirondack Family Chiropractic

Patient Name: Date:
What type of regular exercise do you perform? O None O Light O Moderate O Strenuous
What is your height and weight? Height Weight Ibs.

Feet Inches

For each of the conditions listed below, place a check in the Past column if you have had the condition in the past. If you presently have a condition
listed below, place a check in the Present column.

Past Present Past Present Past Present
o O Headaches o O High Blood Pressure o O Diabetes
o O Neck Pain o O Heart Attack o O Excessive Thirst
o O Upper Back Pain o O Chest Pains o O Frequent Urination
o O Mid Back Pain o O Stroke
o O Low Back Pain o O Angina o O Smoking/Use Tobacco Products
o O Drug/Alcohol Dependence
o O Shoulder Pain o O Kidney Stones
o O Elbow/Upper Arm Pain o O Kidney Disorders o O Allergies (List Below)
o O Wrist Pain o O Bladder Infection o O Depression
o O Hand Pain o O Painful Urination o O  Systemic Lupus
o O Loss of Bladder Control o O Epilepsy
o O Hip/Upper Leg Pain o O Prostate Problems o O Dermatitis/Eczema/Rash
o O Knee/Lower Leg Pain o o HIV/AIDS
o O Ankle/Foot Pain o O Abnormal Weight Gain/Loss
o O Loss of Appetite Females Only
o O Jaw Pain o O Abdominal Pain o O  Birth Control Pills
o O Ulcer o O Hormonal Replacement
o O Joint Swelling/Stiffness o O Hepatitis o O Pregnancy
o O Arthritis o O Liver/Gall Bladder Disorder
o O Rheumatoid Arthritis
Other Health Problems
O O General Fatigue ¢ o Cancer ¢ o)
o O Muscular Incoordination o O Tumor o o
o O Visual Disturbances o O Asthma o o
o O Dizziness o O Chronic Sinusitis o o
Indicate if an immediate family member has had any of the following:
O Rheumatoid Arthritis O Heart Problems O Diabetes O Cancer O Lupus O Other

List all prescription and over-the-counter medications and nutritional/herbal supplements you are taking:

List all of the surgical procedures you have had and times you have been hospitalized and when:

Allergies:

Patient’s Signature Date

Doctor’s Signature Date




