




History Sheet 

 

Name:___________________________________ 

1. Primary Complaint(s): When did it start and how? Does it refer anywhere? 

 

2. What makes it feel better? 
 

 

3. What makes it feel worse? 

 

4. Please circle all that apply for the type of pain you are suffering from: 
Sharp—Ache—Stabbing—Burning—Weakness—Deep—Numbness—Stiff—Shooting 
 
 

5. Timing changes: Worse in the AM—PM and if so for how long? 

 

6. Is your condition worse at Rest—Sitting—Standing—with movement—changing positions? 
 

 

7. What job or personal home activities make it worse, or are more difficult to perform due to the 
problem? 

 

8. Have you had any previous accident or traumas? 
 

 

9. Have you had any previous Treatments—Surgery—Chiropractic Care for the issue in the past? If 
so, when? 

 
10. What do you do for Hobbies—Fun—Sports on a regular basis? Have those been affected? 

 

 

11. How much water do you drink a day in 8oz glasses? What else do you drink? 

 



History Sheet 

12. Do you have any other health issues? If so, what? (Heart, GI, Lungs, Nervous System, Urinary, 
etc.)? 
 

 

13. What made you come in today? Answer only if you have had the pain longer than 3 months. 

 

14. Do you exercise? If so, what do you do? How long have you been doing it? 
 

 

15. Are you committed to doing what you need to do to get better? 

 

Please mark your areas of pain or injury on the pictures below using these markings as needed. 

Pain Scale: Please circle where your worst pain would be if measured on this scale 
(No Pain) 0—1—2—3—4—5—6—7—8—9—10 (Worst Pain) 

 


