   Coastal Chiropractic Center                                                      

         “The Natural Choice in Health Care”                                          Date______________________
Name: __________________________________________    Preferred Name (Nickname) :________________________

Address:____________________________________City:_____________________State:_____Zip:_________________

Home Phone (____)__________ Work:(____)_________Cell:(____) ___________ Best Contact: (Home  (Work  (Cell

Date of Birth: _______________  Sex: M/F _____  E-Mail_____________________________  Fax #________________ 

Check if you are: (Married   (Single    (Divorced   (Separated   (Widowed   (Work Full Time  (Work Part Time

Occupation: __________________ Employer: __________________________Name of Spouse ____________________

Spouse Birth Date  ___/____/___ Spouse Employer _____________________ Spouse Work Ph.#__________________

Spouse Cell #______________ Emergency Contact: (Spouse or :_____________________Phone: _________________

Who May We Thank For Referring You ? _______________________________________________________________    
CURRENT  COMPLAINT(s):           MEDICAL  HISTORY:       FAMILY MEDICAL HISTORY:
                                                                                                                                                           Please Circle Below:

[image: image1.emf]Past  Present           (R)ight (L)eft (B)oth        Past    Present                                  S=Sibling ,M=Mother,F=Father,GP=Grand Parent                                                                               

    (      (  Headaches                  (R (L (B   (      (    High Blood Pressure               

  S, M, F, GP   High Blood Pressure      

    (      (  Neck Pain/Stiffness
(R (L (B  
(      (    Heart Attack

    S, M, F, GP   Heart Attack

  

    (      (  Upper Back
(R (L (B 
(      (    Cancer  Type?______________ S, M, F, GP   Cancer                             

    (      (  Low Back Pain           (R (L (B  
(      (    Diabetes , Type?____________ S, M, F, GP   Diabetes

    (      (  Muscle Spasms                  
      
(      (    Tobacco Use # Packs______   
  S, M, F, GP   Osteoporosis                   

    (      (  Hip/Buttocks Pain  
(R (L (B 
(      (    Alcohol Use # Drinks______
  S, M, F, GP   Arthritis                           

    (      (  Knee/Leg Pain          
(R (L (B 
(      (    Liver Disease

  S, M, F, GP   Aneurysm                       

    (      (  Ankle/Foot Pain         (R (L (B   (      (    Stroke / Aneurysm
            S, M, F, GP   Low Back Pain               

    (      (  Shoulder,Arm,Hand  
(R (L (B
(      (    Communicable Disease               S, M, F, GP   Neck Pain                       

    (      (  Elbow, Wrist Pain      (R (L (B
(      (    Osteoporosis                     
  S, M, F, GP   Herniated Disc            

    (      (  Tingling-arms/hands 
(R (L (B  
(      (    Neurological  Disorders               Other, Please describe below:

    (      (  Tingling- legs or feet 
(R (L (B
(      (    Kidney  Disorder / Stones         
  S, M, F, GP ______________________     

    (      (  Sciatica                      
(R (L (B
(      (    Herniated Disc     
            S, M, F, GP ______________________     

Circle the Diagram Below Where You Hurt  
    Pain      |    Percent  of  Time You     |   Circle Description  or Type  of  Pain Below:

Intensity  |    Have Pain Each Day :      |     
                  |                                               |   
←______    |   0-25% -50% -75% - 100%      | Sharp    Spasm   Aching    Throbbing   Sore   Dull   Tingle 

          ( 0 – 10)     |    (Off and On….Half….Most.. All the time)  |

                    |




|

←______    |   0-25% -50% -75% - 100%      | Sharp    Spasm   Aching    Throbbing   Sore   Dull   Tingle
          ( 0 – 10)     |    (Off and On….Half….Most.. All the time)  |

                    |

←______    |   0-25% -50% -75% - 100%      | Sharp    Spasm   Aching    Throbbing   Sore   Dull   Tingle
          ( 0 – 10)     |    (Off and On….Half….Most.. All the time)  |

                    |

←______    |   0-25% -50% -75% - 100%      | Sharp    Spasm   Aching    Throbbing   Sore   Dull   Tingle
          ( 0 – 10)     |    (Off and On….Half….Most.. All the time)  |

←______    |   0-25% -50% -75% - 100%      | Sharp    Spasm   Aching    Throbbing   Sore   Dull   Tingle
          ( 0 – 10)     |    (Off and On….Half….Most.. All the time)  |

←______    |   0-25% -50% -75% - 100%      | Sharp    Spasm   Aching    Throbbing   Sore   Dull   Tingle
          ( 0 – 10)     |    (Off and On….Half….Most.. All the time)                                                                                                                                                                                                                                                                 

Reviewing Doctors  Signature: ________________________________               __________________________________________    
                                                         Philip Van Campen, DC, FACO                                             Tracy LaBrecque, DC                         Entrance Form 2 (5rd Rev 9-2014)

 Name (Printed)____________________________________________                Date ___________________
1). What Caused this   Condition? (Auto Accident (Fall (Lifting  (Bending/Twisting  (Other: ______________________
2). Please Explain:_____________________________________________________________________________________
3). Date This Started: __________________ (1week or less (1-2 weeks (2-4 weeks (4-12 weeks (3-6 months  (6+Months
4). Ever had this Same Exact  Problem Before? (Yes  (No  Similar to This?(Yes (No  What year?_________________
5). My Pain is Getting: (Better  (Worse  (No Change   9). List Your Missed Work Days (Dates)?____________________
6). My Pain is Worse: ( Mornings  (Afternoon   (Evening  (When I Sleep, it is ( Hard to Fall Asleep   (Wakes me up
7). My Pain:  (Prevents Daily Activities  (Moderately Affects Activities  (Somewhat Affects Activities  (No Affect
8). My Pain is Worsened by: (Sitting    (Standing   (Bending/Twisting   (Getting up from a chair   (Walking   (Reaching     

9). My Pain is Helped by: (Rest   (Activity  (Heat   (Ice  (Pain Meds   (Sitting  (Standing   (Lying down    (Exercise   

10). Do You Take Over The Counter Pain Relievers? (Yes  (No  Which Ones?__________________________________
11). Are You Currently Undergoing Medical Treatment? (Yes  (No For What?_________________________________
12). Do You Have a  Primary Care Physician? (Yes   (No  Who?______________________________________________
13). Previous Surgeries (Year and Type): (_____________________________  (_________________________________
        (______________________________  (_____________________________ (_________________________________

14).Do You Get  Blood Clots (Yes  (No            Have You Ever Had an Aneurysm or  Stroke? (Yes  (No  

15). Please Describe Your Overall  Health Status:   (Excellent   (Very Good   (Good    (Fair     (Poor   

16). Have you seen a Chiropractor before? (Yes  (No  Year? _________  For what?______________________________
17). Do you twist your spine or your neck to make it  “pop” or “click”?  (Yes  (No   

18). Do you “pop” your  own neck? (Yes  (No   Has anyone besides a chiropractor adjusted you? (Yes  (No 
NOTES
________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________
________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________
 Reviewing Doctors  Signature:       ________________________________               _________________________            __________________________                 Entrance Form 2 (5th Rev 9-2014)           Philip Van Campen, DC, FACO                            Tracy LaBrecque, DC                              Kelly Van Campen, DC
