Dr. John A. Dennehy, Jr.
Northport Chiropractic Centre

#15 Northport Plaza
Hannibal, MO 63401
573-221-2001
PATIENT HISTORY FORM
Date:
Name: Age: Date of birth:
Occupation:

Do you have any problems with (circle affected area): headache arm shoulder hand finger leg feet
toe hip neck mid-back lowback pelvis pain?

Subjective complaints

1. Chief complaint and location:

How did this occur:

O (onset): Date of injury or onset of symptoms:

P (palliative): What helps relieve the pain or symptoms? (rest, hot bath, exercise, other?)

P (proactive): What action worsens the pain or symptoms? (sitting, standing, work, coughing, etc.)?

Q (quality): Sharp, dull, throbbing, boring, numb, tingling, shooting, ache, other?

R (radiation): Where does the pain travel or is it localized?

S (setting): Does it occur at work, home, exercise, A.M., P.M,, etc.?

S (severity): Mild, moderate, severe, very severe?
T (timing): Constant or intermittent or constant with varying degrees of intensity?

P (progression): Better, same, worse?

2. Secondary complaint and location:

How did this occur:

O (onset): Date of injury or onset of symptoms:

P (palliative): What helps relieve the pain or symptoms? (rest, hot bath, exercise, other?)

P (proactive): What action worsens the pain or symptoms? (sitting, standing, work, coughing, etc.)?

Q (quality): Sharp, dull, throbbing, boring, numb, tingling, shooting, ache, other?

R (radiation): Where does the pain travel or is it localized?

S (setting): Does it occur at work, home, exercise, AM., P.M., etc.?

S (severity): Mild, moderate, severe, very severe?

T (timing): Constant or intermittent or constant with varying degrees of intensity?

P (progression): Better, same, worse?

3. Other complaints and their locations:
EXERCISE WORK ACTIVITY Habits
None Sitting Smoking Packs/Day
Moderate Standing Alcohol Drinks/Week
Daily Light Labor Coffee/Caffeine Drinks Cups/Day
Heavy Heavy Labor High Stress Level Reason




Injuries / Surgeries you have had: Description: Date:

Falls: B
Head Injuries: 2
Broken Bones: =
Dislocations: .

Surgeries:
Scars: - ~

Medications: (prescription & OTC): Allergies: Vitamins / Herbs / Minerals:

Please mark area(s) of injury or discomfort as shown below in the example. Include degree of pain using a scale
of 1 (discomfort) to 10 (extreme pain).

PRSI vohisive  rromt side

Laft Side

Mumbness . . N

Pins & Meadlas . . P ’ \
Burning . . B

Aching A : -
Stabbing .5

I certify that the above information is correct to the best of my knowledge. I will not hold my doctor or any
members of the staff responsible for any errors or omissions that [ may have made in the completion of this

form.

Date:

Patient Signature: =

Date:

Reviewed by:

(Doctor)

Notes:




