
     
 Name: _______________________________________      Preferred Name (Nick Name):____________________________ 

Address: ____________________________Apt#:________ City: _____________________ State: _______ Zip:__________    

Marital Status:     

Home Phone: ______-______-________ Work: ______-______-___________ Cell Phone: _______-_______-___________ 

Email Address: __________________________________    Occupation: __________________  Employer______________ 

Date of Birth: ________________________    Social Security #: _______-______-  

Were You Referred To Our Office? ____ NO  ____YES    If Yes, Please List Name(s):______________________________ 

Primary Care Doctor’s Name:____________________________________  Other Doctors:___________________________ 

        

 

 

If any sections below are left blank, “NONE” will be the default answer. 

List any Allergies:  

  

-  

 

List any Surgeries:  

 

 

List All Past Medical History conditions for YOURSELF (not family members):   

 

 

 

-Back Pain  

 

 

 

 

List Type of Medications you are taking:  

PLEASE LIST THE NAME OF ALL MEDICATIONS & THE CONDITION THEY TREAT:_____________________ 

___________________________________________________________________________________________________  

 

List your Family History:  

 

 

 

Example(s): Paternal Grandmother - High Blood Pressure, Maternal Grandfather - Diabetes, Mother - Headaches  

___________________________________________________________________________________________________

___________________________________________________________________________________________________

___________________________________________________________________________________________________ 

LYNCH CHIROPRACTIC CENTER 

PATIENT CASE HISTORY 



 

 
        

Have you had  

For what condition(s) were you treated:___________________________________________________________________ 

Where X- how long ago was your last adjustment?_______________________ 

 

Have you had any auto or other accidents?   - how long ago? ______________________________ 

Describe: __________________________________________________________________________________________ 

 

SOCIAL HISTORY: 

Date of last physical examination: _________________  

- -How many per day? ______  

 - How many per day? _________________  

- How many per day? _________________   

 

 

 

 
 

PATIENT COMPLAINTS – PLEASE LIST ONE COMPLAINT PER SECTION 

 
 

What is your PRIMARY complaint? PLEASE LIST ONE COMPLAINT PER SECTION:_______________________ 

Date problem began? ____________________ 

How did this problem begin (falling, lifting, etc.)? _________________________________________________________ 

 

 

How often do you experience your symptoms?  

76- -75% of the day) 

- -25% of the day) 

 

 

Please rate your pain on a scale of 1 to 10 (0= no pain and 10= excruciating pain)  

 

What activities aggravate your condition (working, exercise, etc)? _____________________________________________ 

What makes your pain better (ice, heat, massage, etc)? ______________________________________________________ 

 

Main reason for consulting the office: 

 

 Become pain free 

 Explanation of my condition 

 Learn how to care for my condition 

 Reduce symptoms 

 Resume normal activity level 

 

PLEASE MARK YOUR AREAS OF PAIN ON THE DIAGRAM 

BELOW 

 

 

 

If Yes, how many weeks? _________ 

Anticipated due date? ____________  



 

 

 

What is your SECOND complaint? _________________________________Date problem began? __________________ 

How did this problem begin (falling, lifting, etc.)? _________________________________________________________ 

 

Have you had this condition in the p -   

How often do you experience your symptoms?  

- -75% of the day) 

- -25% of the day) 

 

 

Please rate your pain on a scale of 1 to 10 (0= no pain and 10= excruciating pain)  

 

What activities aggravate your condition (working, exercise, etc)? _____________________________________________ 

What makes your pain better (ice, heat, massage, etc)? ______________________________________________________ 

 

 

 

 

 
What is your next complaint? _________________________________Date problem began? _____________________ 

How did this problem begin (falling, lifting, etc.)? _________________________________________________________ 

  

-   

How often do you experience your symptoms?  

- -75% of the day) 

- ly (0-25% of the day) 

 

 

Please rate your pain on a scale of 1 to 10 (0= no pain and 10= excruciating pain)  

 

What activities aggravate your condition (working, exercise, etc)? _____________________________________________ 

What makes your pain better (ice, heat, massage, etc)? ______________________________________________________ 

 

 

 

 

 

 

___________________________________________  _________________________ 

 Patient’s/Guardian’s Signature      Date 


