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Department of Chiropractic Medicine

9201 Pinecroft Drive   •   The Woodlands, Texas  77380   •   Phone (281) 297-6378   •   Fax (281) 297-6390
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perry chiropractic health Center
1207 C Houston Lake Drive
Perry, GA 31069
Ph:  478-987-9666
Fx:  478-988-8091

Patient Information

First Name:________________________________________
Nick Name:___________________________________


Last Name: ________________________________________ Middle Name: _______________ Suffix:_____________

Address 1_________________________________________________________________________________________

City ___________________________________  State_____________________________ Zip Code________________

Primary Phone____________________________________
Secondary Phone ______________________________

Mobile Phone _____________________________________ 
Work Email __________________________________


Home Email ______________________________________________________________________________________
By providing my email address, I authorize my doctor to contact me via the email address(es) provided.

Preferred Contact Method  (check one)    □ Primary Phone    □ Mobile Phone     □ Home Email     □ Work Email

Birthday _____/_____/______  Age _______  
SSN __________________________________  
Gender (check one)
□ Male

□ Female  
□ Unspecified

Race (check one)

□ White
□ Black/ African American

□ Hispanic
□ American Indian/Alaskan 
□ Korean
□ Asian

□ Native Hawaiian or Pacific Islander
□ Japanese
□ Guamanian or Chamorro
□ Samoan

□ Chinese
□ Other ________________________
□ Vietnamese
□ I chose not to specify

□ Multi-Racial
Preferred Language: ________________________________________________________________________________


Ethnicity (check one)  □ Hispanic or Latino
□ Not Hispanic or Latino
□ I chose not to specify

Insurance Company: ________________________________________________________________________________
Address __________________________________ Policy Number___________________________________________

If Worker’s Comp





If Personal Injury or Auto Accident

Claim Representative________________________________
Claim Representative __________________________

Claim # __________________________________________
Claim # _____________________________________









Attorney ____________________________________

In case of emergency Contact: ___________________________ Relationship_____________ Phone#:______________


I AUTHORIZE A PAYMENT OF MEDICAL BENEFITS TO: PERRY CHIROPRACTIC HEALTH CENTER, OR DR. BRIAN GILLIS, D.C. FOR SERVICES RENDERED

SIGNATURE _________________________________________________________ DATE_______________________________

I AUTHORIZE THE RELEASE OF MEDICAL INFORMATION NECESSARY TO PROCESS ANY CLAIMS

SIGNATURE __________________________________________________________ DATE ______________________________


PERSON AUTHORIZING CARE/RESPONSIBILITY: SIGNATURE ____________________________________ Date______
Security Question (pick one): □ In what city were you born?  □ What is your favorite movie? □ What’s your mother’s maiden name?
□ On what street did you grow up? □ When is your anniversary?  Answer to security question: ______________________________

PAST MEDICAL HISTORY

Please list any significant conditions that you’ve been diagnosed with or been treated for over the course of your life: _________
_________________________________________________________________________________________________

Please list any surgeries you have had over the course of your life: ___________________________________________________
_________________________________________________________________________________________________

MEDICATIONS & ALLERGIES

Are you allergic to any medications? (Yes (No  If yes, please list: ____________________________________________________
List any medications you are taking: _____________________________________________________________________________

___________________________________________________________________________________________________________
FAMILY HISTORY

Mother: (Living (Deceased  List any medical problems: ______________________________________________________________

Father: (Living (Deceased  List any medical problems: _______________________________________________________________

List any problems common in your family: (Cancer   (Diabetes   (Heart disease    (High blood pressure   (Stroke    (Arthritis 

(Scoliosis   (Thyroid disease   (Osteoporosis ________________________________________________________________________

SOCIAL HISTORY

Marital status: (Married    (Single    (Divorced    (Common Law    (Engaged    (Widowed

Do you have any children? (Yes (No   If yes, how many? _____________________________________________________________

Do you drink alcohol? (Yes (No  If yes, how much & how often? _______________________________________________________

Do you smoke? ( Yes ( No ( Former If yes, how much, how often, & how long? ___________________________________________
If yes, what is your interest in quitting smoking? (Not Interested) (0   (1   (2   (3   (4   (5   (6  (7  (8  (9   (10 (Very Interested)
Has any doctor diagnosed you with Hypertension or Diabetes? ( No    (Hypertension    (  Type I Diabetes    ( Type II Diabetes
If yes to Diabetes, was your blood lab-work test for hemoglobin a1c> 9.0%?       ( Yes    ( No    (Not Sure
Do you use any illegal drugs? (Yes (No  If yes, what drugs, how often & how long? ________________________________________

Are you currently employed? (Yes (No If yes, what is your occupation? _________________________________________________

Who is your current employer? ___________________________ How long have you been at this job? _______________________
PERSONAL HEALTH GOALS
	(Improve Nutrition/Eating Habits
	(Lower Cholesterol                           (Get off Medications          (Feel  Better                                                                                                      

	(Weight Loss/Fat Loss  
	(Lower Blood Pressure                     (Improved Sleep                  (Look Better                                                                                   

	(Increase Lean Muscle Mass 
	(Start Exercising                                (Improved Energy                (Reduce Stress

	(Increase Bone Density 
	(Improved Posture                           (Improved Outlook/Happiness


On a scale of 1 to 10 with 1=Poor and 10=Excellent, please rate how well you think you are doing in the following categories:

Exercise________  Sleep ________ Diet _________ Stress Level _______ Water Intake ________ Energy Level__________

Do you take:   Omega 3 (Fish Oil)?  ( Yes  ( No                      Vitamin D3?  ( Yes   (No                                    Probiotics?  (  Yes   ( No

Who is your Family Physician or Primary Doctor that monitors you? __________________________________________________ 
When was the last time you had blood work done? ________________________________________________________________


Please let us know who we can thank for referring you to our office: _______________________________________

Please indicate the main reason you are seeing us today:  _____________________________________________________
If you are seeing us for a pain related issue, use the symbols to show what type of pain you feel on the diagram. 
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Using the pain scale below, circle the pain level you experience when this problem is at its very worst: 
                    .  

Do you have any other health conditions, regardless of whether you think it’s related to your spine: __________________________________________________________________________________________________

__________________________________________________________________________________________________

Is there any radiating pain into the arms or legs? ___________   Is there any numbness or tingling? ________________
How long have you been suffering with this problem, has it been more than a month or two? ____________________

When was the first time you EVER recall having a problem in this area? _______________________________________

How often have you suffering with this problem?  (Please indicate for each of the body area of concern) 
     Constant (75 – 100% of the time) ____________________________________________________________________
     Frequent (50 – 75% of the time) _____________________________________________________________________
     Occasional (25 – 50% of the time) ____________________________________________________________________

     Intermittent (0 – 25% of the time)  ___________________________________________________________________ 

Every trauma is recorded in the spine.  Please give a brief description of any significant injuries or accidents you can
recall (slips, falls,  injuries, car accidents) , whether or not you think they are related to your spine: 
__________________________________________________________________________________________________
__________________________________________________________________________________________________
Did you go to the Hospital for any of these injuries? _______________________________________________________ 

Did you get any X-rays for any of these injuries? __________________________________________________________
Did you get checked by a Chiropractor after any of these injuries?____________________________________________

List any MD’s or Chiropractors you’ve already seen for this problem: _________________________________________
What do you do most of the day in your job postures, positions and repetitive movements:______________​​​​​​​________
__________________________________________________________________________________________________

What tests have you already had for this problem?      (X-rays    (MRI    (C.T. Scan    (Myelogram     (EMG/NCV 
      (None    (Other__________________________________________________________________________________

What have you already tried for this problem? (Anti-inflammatory   (Pain Meds   (Muscle Relaxers  ( Surgery
      (Injections  (Physical Therapy  (Chiropractic  (Massage  (Exercise   (Other _________________________________

What makes your problem worse? (Sitting   (Standing   (Changing Position   (Walking   (Bending   (Lifting   (Twisting 
(Reaching   (Driving   (Sleeping   (Sneeze/Cough  (Computer Work   (Telephone   (Going From Sit To Stand                            (Other_________________________________________________________________________________________
What activity does this problem prevent you from doing, either partially or totally, that you would really like to be able to do again?  _______________________________________________________________________________________
What area of your life has this problem affected the most? (Family   (Relationships   (Work   (Exercise   (Recreation 
__________________________________________________________________________________________________
On a scale of 1 to 10, with 10 being the highest, rate your level of commitment to get rid of this problem: __________

Please list any concerns you may have about getting this problem corrected such as time or transportation: 
____________________________________________________________________________________________________
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Please answer the questions on a scale of 1 to 10 , 1 representing that you don’t agree with the statement and 10 representing that there is no doubt in your mind or heart that you agree with the statement… BE HONEST WITH YOURSELF.
Physical Stress

1. I am a physically fit person and formally exercise on a regular basis. 

a. 1   2   3   4   5   6   7   8   9   10                                                                                                       

2. I have a physically attractive body that I am proud to look at in the mirror.                                                                                                                                                

a. 1   2   3   4   5   6   7   8   9   10

3. I have not had many traumas in my life (auto accident, broken bones, bad falls).   

a. 1   2   3   4   5   6   7   8   9   10

4. I get at least 7 hours of sleep, 7 days a week

a. 1   2   3   4   5   6   7   8   9   10

5. I have gotten regular Chiropractic care within the past 5 years.

a. 1   2   3   4   5   6   7   8   9   10

Total ______

Emotional/Mental Stress
6.
 I am a calm, peaceful person. I can shut my mind off and focus my mind at will.

1   2   3   4   5   6   7   8   9   10

7.    I practice some form of mental relaxation (meditation, yoga, breathing exercises, prayer, etc.) on a regular basis.

1   2   3   4   5   6   7   8   9   10

8.   Most of the time, I am truly happy and feel a sense of purpose in my life.

 

1   2   3   4   5   6   7   8   9   10

9.    I have healthy relationships and a rich social network of friends and activities.



1   2   3   4   5   6   7   8   9   10

10.  I am organized, have time for myself, and can prioritize the important tasks in my life.  

                  1   2   3   4   5   6   7   8   9   10                        

Total _______
Chemical/Nutritional Stress
11.  I eat 4-6 small meals daily and properly combine my protein, carbs. and fats.

1   2   3   4   5   6   7   8   9   10

12.  I supplement everyday with good supplements such as a vitamin/mineral complex, antioxidants, and

        good fatty acids (fish oil, flax seeds).

1   2   3   4   5   6   7   8   9   10

13.  I do not take medications for chronic medical problems such as digestive disorders; cardiovascular

        problems; headaches; chronic pain; blood sugar problems; chronic fatigue; immune problems or chronic

        infections; or any other chronic conditions.

 
 1   2   3   4   5   6   7   8   9   10

14.  I do not smoke cigarettes.


 1   2   3   4   5   6   7   8   9   10

      15.  I drink water as my primary beverage and consume at least 30 ounces per day.



1   2   3   4   5   6   7   8   9   10

Total________                                                         Total of all 3 (physical, emotional, chemical) sections________________
XXXXXXXXX         /  /  /  /  /  /  /  /  /  /         o  o  o  o  o  o  o  o  o         s   s   s   s   s       - - - - - - - -


DULL/ACHY        SHARP/STABBING          NUMBNESS/TINGLING     STIFF/TIGHT      BURNING 





� EMBED PBrush  ���





0 = No Pain. No Discomfort


1 = Minimal Discomfort. Minor stiffness or tightness. 


2 = Discomfort. Stiff, tight, sore. Muscle fatigue.


3 = Minimal Pain. More than just sore. Uncomfortable.


4 = Mild Pain. Noticeable pain but tolerable. 


5 = Moderate Pain. Aggravating. Still allows movement. 


6 = Strong Pain. Quite aggravating. Movement slightly limited. 


7 = Very Strong Pain. Very aggravating. Movement definitely limited.


8 = Very, Very Strong Pain. Extremely aggravating. Movement very limited.


9 = Severe Pain. Brings tears. Almost impossible to move.


10 = Excruciating Pain. Agony. Unbearable. Cannot move. ER.





REVIEW OF SYMPTOMS





Please use the 0 to 4 guide below to rate each of the symptoms on this page according to your health status over the past 30 days. 
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