Patient History Update

Name: Address:
Postal Code: Email:
Phone: (H) (©) W) Ext.
1) Reason for today’s consultation: Spinal check-up Other:
2) How long have you had your primary complaint?
3) How did it start?
4) Is it getting better? worse? staying the same? What makes it Better/Worse?
5) Any injuries/surgeries since your last visit? No Yes Explain:
6) Any current medications?: Painkillers__ Anti-Inflammatory__ Muscle relaxants ___ Birth control___ Blood thinners ____
Other (please specity)
7) Diagnosed conditions?: High blood pressure ___ Diabetes ___ Arthritis_ Cancer ___ Stroke ___ Transient Ischemic attacks___
Other (please list)
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