Welcome to Trillium Health & Wellness, S.C.

Patient Information Date:

Patient Full/Legal Name: Preferred Name:

Address:

City: State: Zip + 4:

Birth Date: Age:

Marital Status: Spouse’s Name:

How did you find out about Trillium?

Have you ever been to a Chiropractor before?

If yes, what doctor and what for?

Employer Information

Occupation:
Employer: Employer Phone: Ext:
Employer Address: City: Zip:
Emergency Contact (Someone who does not live with you)
Name:
Relation: Home Phone: Cell Phone:
The BEST place to call me is (circle one): Home Cell Work
Home Phone: ( ) - Cell Phone: ( ) -
__ OK to leave a message with detailed __ OK to leave a message with detailed
information information
__ Leave message with contact number only __ Leave message with contact number only
Work Phone: ( ) - E-mail:
__ OK to leave a message with detailed
information Other:

__ Leave message with contact number only

Primary Care Doctor Please provide the following information so we can send a report.
Doctor’s Name / Practice:
Address:

Phone:

Fax:




Current Condition:

1. What is the reason for your visit today?

2. When did your symptoms appear?

3. Is the condition getting progressively worse?  Yes  No  Unknown

4. Describe how it feels? (Circle all that apply) Numb Aching Pins & Needles
Burning  Stabbing Sharp Dull  Throbbing Cramps Stiffness  Other:

5. Have you had anything like this before?  Yes No  When?

6. How often do you have this?

7. Please circle the best description of you symptoms:

Constant (every minute of every day) On & Off - usually lasting min days weeks

8. Does it interfere with your: ~ Work  Sleep  Recreation  Daily Routine Other:

9. Activities that are painful to perform: Sitting  Standing Walking Bending Lying Down Other:

11. Is there any other information that you would like to note here that you would like the Doctor to know?

Please mark area(s) of injury or discomfort as shown in the example below.
NN= Numbness = PP=Pins & Needles AA=Aching BB=Burning SS=Stabbing

(0=No Pain / 10=Severe Pain)

Please rate your pain on the scale below:
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Today’s Pain
01 2 3 4 5 6 7 8 9
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Pain when it’s at it’s worst
Oo1 2 3 4 5 6 7 8 9

Typical Pain
01 2 3 4 5 6 7 8 9

Patient Name: Date:




Review of Systems: Please write in a number:
1. PRESENTLY HAVE 2. PREVIOUSLY HAD 3. RELATED TO ACCIDENT

General Ears, Nose, Throat Cardiovascular
_ Chills __Allergy __Hardening of arteries
__Cancer __Asthma __High blood pressure
__Seizures _ Colds __Low blood pressure
__Dizziness/Vertigo __Sore Throat __Pain over heart
__Fainting __Deafness __Poor circulation
__Fatigue ___Ear infection __Racing heart beat
__Fever __Sinus infection __Slow heart beat
___Headache __Enlarged glands __Swelling in ankles
__Sleep Loss __Enlarged thyroid
__Weight loss/gain __Hypo/Hyper thyroid Gastrointestinal
__Sweats __Blindness / Blackouts __Belching or gas
__Anxiety __Hoarsness __Constipation
__Depression __Diarrhea
Genito-Urinary __Difficult digestion

NeuroMusculoskelatal __Blood/pus in utine __Distention of abdomen
__Arthritis __Frequent urination __Excessive hunger
__Bursitis / Tendonitis __Painful urination ___Heartburn/reflux
_ Numbness __Dribbling __Gall bladder trouble
__Tremors __Bladder infection __Hemorrhoids
___Pain or stiffness in: __Kidney stones __Janundice

_ Neck __Prostate trouble __Liver trouble

__Upper Back (between ___Hot flashes __Nausea

shoulder blades) __Lump in breast __Pain over stomach

_Low Back __Abnormal Pap smears __Poor appetite

__Tailbone __Hernia __Vomiting

__Ribs __Vomiting blood

__Shoulders Respiratory

__Elbows __Chronic cough Skin:

_ Wrists __Difficulty breathing __Acne

__Hips __Spitting up blood _ Eczema

_ Khnees __Spitting up phlegm __Rash

__Ankles / Feet __Wheezing __Changes in mole or freckle

__Sciatica (pain in leg)

Other: (Please describe)

Family History: Note any diseases that your relatives have had (if known):

Relatives Arthritis Cancer Diabetes Heart Stroke Neurological | Thyroid
Disease MS, Parkinson, etc.

Father

Mother

Brothers/Sister

Grandparents

]
DOCTOR ONLY:

Patient Name: Date:




Current Medication or Supplements: Please list the name, reason, and dosages, if possible. (Include all
vitamins, herbal supplements, prescription and over-the-counter medications.)
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Allergies (medication, food, other substance): Please list and state the reaction you had:

Date of your last physical exam / doctor visit: / / Results of exam:

Date of your last cholesterol test: / / Results:

Injuries /Surgeries: Description Date
Falls

Head Injuries

Broken Bones

Dislocations

Motor Vehicle Collisions

Surgeries

Additional space:

Social History (Please circle)
Exercise: None  Moderate  Daily = Heavy Describe:

Work Activity: Sitting ~ Standing  Light Labor Heavy Labor
Stress Level: Please rate your stress level on a scale of 0 (no stress) to 10 (Highly stressed)

012345678910

Tobacco Use:
Previous Smoking: Never  Previously- Date Quit: Packs/Day # of years
Cutrent Smoking: None  Packs/Day # of years

Other: _ Pipe _ Cigar _ Chew __ Snuff

Are you interested in quitting? Yes No

Alcohol Use: Do you drink alcohol? Yes No If so, how much?
Caffeine Intake: _ None _ Coffee/Tea __ cups/day _ PoporSoda__ /day __ Chocolate __ oz./day

Water Intake: oz. per day OR Number of 8oz. glasses per day

Patient Name: Date:




Women Only
Are you pregnant?
__ No- Date Last Period Began: _/_ /_ or Age at Menopause:
__ Yes-DueDate: _ / /
__ Unsure
Date of last Pap Smear / Pelvic Exam: ___ /_ / Mammogtam: ___/_ /
History of abnormal Pap Smears?  Yes No

Menstrual Periods: Frequency (i.e. monthly) : days Regular? Yes No Length: days
Difficulty with Periods?  Yes No Describe:

Number of Children: Born Alive Cesarean Premature Stillborn Miscarriages

Describe Pregnancies or Other Complications (if applicable):

Men Only (over 35 years old)

What was the date of your last digital rectal exam (prostate exam)? ___/_ /  Results:

When was your last PSA (Prostate Specific Antigen) blood test? __ /_/_ Results:

DOCTOR ONLY:

Patient Name: Date:




