KEYSTONE SPINAL & 
WELLNESS CENTER ADULT HISTORY


Please complete this health history questionnaire as thoroughly as possible.  The doctor requires this information prior to you beginning care, as it helps determine the best care to improve your health.

	Patient Name:
	
	Date: 
	
	

	Current Health Complaint (reason for being seen today):
	
	

	
	

	
	

	
	

	When did condition start? 
	
	

	What relieves condition?
	
	

	What worsens condition?
	
	

	Describe pain (circle):
	Dull   Achy   Sharp   Stabbing   Numbing   Radiating   Soreness   Dizzy   Burning   Cracking
	

	Rate the severity of pain (circle):        [None]   0   1    2    3    4    5    6    7    8    9    10   [Severe]
	

	Frequency of pain/condition: (circle): Occasional (25%)  Intermittent (50%) Frequent (75%)  Constant (100%)
	

	Have you been treated for this condition in the past?*     YES            NO
	

	      If yes, what doctor did you see?  Name:
	
	

	Address:
	
	Phone:
	
	

	When were you seen?
	
	List your diagnoses:
	1.
	
	

	     2.
	
	3.
	
	4.
	
	

	*This information may be required by your insurance company if you have pre-existing clauses and limitations in your policy.
	

	
	

	Please circle Yes or No to indicate which conditions you have experienced within the past year:
	

	Head/Neck:
	

	Head Injuries 
	Yes
	No
	Skull Fracture
	Yes
	No
	Become Unconscious
	Yes
	No

	Headaches
	Yes
	No
	Ears Ringing
	Yes
	No
	Dizziness/Imbalance
	Yes
	No

	Hearing Loss
	Yes
	No
	Ear Congestion 
	Yes
	No
	Ear Infections
	Yes
	No

	Vision Loss
	Yes
	No
	Blurred Vision
	Yes
	No
	Visual Disturbance
	Yes
	No

	Cataracts 
	Yes
	No
	Visual Floaters
	Yes
	No
	Light Sensitivity
	Yes
	No

	Glaucoma
	Yes
	No
	Grind Teeth
	Yes
	No
	Frequent Colds
	Yes
	No

	TMJ/Jaw Pain
	Yes
	No
	Facial Pain
	Yes
	No
	Sinus Congestion
	Yes
	No

	Stroke
	Yes
	No
	Neck Pain
	Yes
	No
	Sense of Taste Loss
	Yes
	No

	Sensitive Teeth
	Yes
	No
	Neck Stiffness
	Yes
	No
	Sense of Smell Loss
	Yes
	No

	Neck Tension
	Yes
	No
	Whiplash Injury
	Yes
	No
	
	
	

	Please explain any Yes answers: 
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


	Upper Extremities:
	
	
	
	
	
	
	
	

	Hand Injury
	Yes
	No
	Hand Pain
	Yes
	No
	Hand Stiffness
	Yes
	No

	Hand Tingling
	Yes
	No
	Hand Numbness
	Yes
	No
	Hand Weakness
	Yes
	No

	Wrist Injury
	Yes
	No
	Wrist Pain
	Yes
	No
	Wrist Stiffness
	Yes
	No

	Wrist Tingling
	Yes
	No
	Wrist Numbness
	Yes
	No
	Wrist Weakness
	Yes
	No

	Elbow Injury
	Yes
	No
	Elbow Pain
	Yes
	No
	Elbow Stiffness
	Yes
	No

	Elbow Tingling
	Yes
	No
	Elbow Numbness
	Yes
	No
	Elbow Weakness 
	Yes
	No

	Shoulder injury
	Yes
	No
	Shoulder Pain
	Yes
	No
	Shoulder Stiffness 
	Yes
	No

	Shoulder Tingling
	Yes
	No
	Shoulder Numbness
	Yes
	No
	Shoulder Weakness
	Yes
	No

	Please explain any Yes answers: 
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


Thoracic Spine/ Ribcage:

	Upper Back Pain
	Yes
	No
	Upper Back Stiffness
	Yes
	No
	Shoulder Blade Pain
	Yes
	No

	Muscle Spasm
	Yes
	No
	Pain with Breathing
	Yes
	No
	Rib/Sternum Pain
	Yes
	No

	Please explain any Yes answers: 
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Cardiovascular/Respiratory System: 

	Asthma
	Yes
	No
	Bronchitis
	Yes
	No
	Influenza
	Yes
	No

	Pneumonia
	Yes
	No
	Frequent Cough
	Yes
	No
	Shortness of Breath
	Yes
	No

	Heart Attack
	Yes
	No
	Heart Disease
	Yes
	No
	Irregular Heart Rate
	Yes
	No

	Rapid Heart Rate
	Yes
	No
	Heart Murmur
	Yes
	No
	Angina/Chest Pain
	Yes
	No

	Heavy Chest
	Yes
	No
	High Blood Pressure
	Yes
	No
	Low Blood Pressure
	Yes
	No

	Please explain any Yes answers: 
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Gastrointestinal/Urinary System: 

	Acid Reflux
	Yes
	No
	Abdominal Pain
	Yes
	No
	Abdominal Cramps
	Yes
	No

	Bloating
	Yes
	No
	Constipation
	Yes
	No
	Colitis
	Yes
	No

	Diarrhea
	Yes
	No
	Ulcers
	Yes
	No
	Difficulty Swallowing
	Yes
	No

	Diabetes
	Yes
	No
	Nausea
	Yes      
	No
	Frequent Vomiting
	Yes         
	No

	Hemorrhoids
	Yes
	No
	Rectal Bleeding
	Yes
	No
	Rectal Spasm
	Yes
	No

	Bladder Infections
	Yes
	No
	Kidney Infections
	Yes
	No
	Kidney Stones
	Yes
	No

	Please explain any Yes answers: 
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Reproductive System – Men Only: 

	Incontinence 
	Yes
	No
	Frequent Urination
	Yes
	No
	Painful Urination
	Yes
	No

	       Impotence 
	Yes
	No
	  Difficult Urination 
	Yes
	No
	Erectile Dysfunction
	Yes
	No

	Please explain any Yes answers: 
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


Reproductive System – Women Only: 

	Incontinence 
	Yes
	No
	Frequent Urination
	Yes
	No
	Painful Urination
	Yes
	No

	Infertility
	Yes
	No
	Difficult Urination 
	Yes
	No
	Irregular Menstruation
	Yes
	No

	Menopause
	Yes
	No
	Severe Bleeding
	Yes
	No
	Severe Cramping
	Yes
	No

	
	
	
	Painful Intercourse
	Yes
	No
	Pregnancy Complications
	Yes
	No

	Please explain any Yes answers: 
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	



Lower Back/Lower Extremity: 

	Disc Injury
	Yes
	No
	Low Back Pain
	Yes
	No
	Low Back Stiffness
	Yes
	No

	Sciatica
	Yes
	No
	Low Back Tingling 
	Yes
	No
	Low Back Weakness
	Yes
	No

	Sacroiliac Injury
	Yes
	No
	Low Back Tension
	Yes
	No
	Low Back Numbness
	Yes
	No

	Hip Pain
	Yes
	No
	Hip Stiffness
	Yes
	No
	Hip Weakness
	Yes
	No

	Leg Pain
	Yes
	No
	Leg Numbness
	Yes
	No
	Leg Tingling
	Yes
	No

	Knee Injury
	Yes
	No
	Knee Pain
	Yes
	No
	Ankle Strain/Sprain
	Yes
	No

	Leg Cramps 
	Yes
	No
	Cold Feet
	Yes
	No
	Numb Feet
	Yes
	No

	Tailbone Injury
	Yes
	No
	
	
	
	
	
	

	Please explain any Yes answers: 
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	


General Health: 

	Have you ever been diagnosed with cancer?  Yes/No   Explain: 

	

	

	Do you have any skin conditions/diseases?  Yes /No   Explain:

	

	Rest/Energy/Exercise:

How many hours of sleep per night?

Do you awaken feeling rested? 

YES     NO

Do you wake up during the night? 

YES     NO          If yes, how often?  1  2  3  4  5  6  times per night

Do you have difficulty falling asleep?

YES     NO

Do you experience low energy levels?

YES     NO

Do you have episodes of fatigue? 

YES     NO

List any exercise programs: 



	Stress Factors: 
	

	List the major stress factors in your life:
	

	
	


Please circle Yes or No to indicate which conditions you have experienced within the past year:

	Phobias
	Yes
	No
	Depression
	Yes
	No
	Anxiety
	Yes
	No

	Panic Attacks
	Yes
	No
	Low Motivation
	Yes
	No
	Memory Loss 
	Yes
	No


Nutrition: 

	Are you on any specific diet?   Yes  No     If yes, explain.
	

	List any dietary supplements: 
	

	Do you use (circle) nicotine, caffeine or alcohol?  How much and how often? 
	

	
	

	How many glasses of water do you drink daily?  
	1   2   3   4   5   6   7   8   9   10

	List any broken bones/fractures:
	
	

	
	

	List ALL surgeries/hospitalizations and dates:
	
	

	
	

	
	

	
	


	List ALL accidents/injuries during your lifetime: 
	
	

	
	
	

	
	
	

	
	
	

	List major diseases within your immediate family:
	
	

	
	
	

	
	
	

	List ALL current prescription & over-the-counter medications:
	
	

	
	
	

	
	
	


Health Attitudes 

How would you describe your current health? (Please circle)  

	Excellent
	Very Good
	Good
	Fair
	Poor


How much would you rate your overall health today compared to one year ago? (Please circle) 

	
	
	
	
	

	Much Improved
	Somewhat Improved
	Same
	Somewhat Worse
	Much Worse

	
	
	
	
	


We can better assist in meeting your expectations by understanding your attitudes about health and wellness.  Listed below are four prevalent health attitudes.  Please mark the one that accurately describes your personal values:

· Treatment only - I only consult a health care provider when I have a specific health concern and I discontinue care as soon as the concern has been relieved

· Maintaining health – I regularly participate in exercise, eating a balanced diet, stress reduction, and healthy relationships to maintain my current health status. 

· Prevention – I regularly make decisions and perform behaviors that I know will assist in preventing certain illnesses/conditions/diseases.

· Wellness – I regularly participate in experiences to integrate my physical, mental, emotional, spiritual, and social health to create an optimal state of wellness that does not currently exist.  

	
	

	Practice Member Signature
	Date 


OUR VISION IS MAXIMIZING YOUR FAMILY’S HEALTH POTENTIAL THROUGHOUT A LIFE TIME


