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Paragon Chiropractic, Inc.
1628 E. Bethany Home Rd.
Phoenix, AZ 85016

Personal History Form

The following is a confidential questionnaire which will help us determine the best possible course of treatment
for you. Please take your time and complete the information accurately. Thank you!

First Name

Middle Last

Preferred Name

Address

City State Zip

Social Security #

Gender: 0 Male O Female

Marital Status OS OM OwW OD
Your D.O.B

Spouse Name

Age

Home # Work #

E-Mail

Cell#

Emergency Contact

Phone #

Employer

Occupation

How did you hear about our office?

Have you ever been treated by a Chiropractor before? [ Yes [ No

If so, when was your last adjustment?

Chief Complaint(s)
Please list your complaints in order of importance
Ist 4th
2nd 5th
3rd 6th
Patient Signature Date:
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Details of PRIMARY COMPLAINT (First):

1. Location of Symptoms

2. How did it happen?

Paragon Chiropractic, Inc.
1628 E. Bethany Home Rd.
Phoenix, AZ 85016

Doctor’s Notes

3. Date when symptoms first appeared?

Did they begin [ Gradually? [ Suddenly?
5. What makes symptoms better?

6. What makes symptoms worse?

7. How often do you experience symptoms?

0 0-25% O026-50% 0O 51-75% 0O 76- 100%
8. Since onset, symptoms have...

O Increased O Decreased O Same [ Erratic
9. Type of Pain

O Sharp O Burn O Dull O Ache O Throb O Other
10. Does pain radiate into your...

O Arm OLeg O Head O Does not radiate
11. Do you experience numbness or tingling?
O No O Yes If so, where?

12. Circle Pain Intensity (0=No Pain 10=Excruciating!!!)
01 23 456 7 8 9 10

13. Does pain wake you at night? O Yes [ No
14. Do you have a past history of your current complaint? [J Yes [1 No
If yes, when was the first occurance?

15. What do you think is causing your complaints(s) or preventing
you from healing?

Patient Signature Date:
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Please use an X or
shading on the diagram
to indicate the location
of your symptoms.

16. Changes in body functions?
O Balance [ Bowel habits [ Gait (0 Coordination
O Sexual 00 Weight O Breathing O Grip O Urination
O Weakness O Hearing [ Sleep 00 Menstrual O Vision.
O No changes in body functions.
17. Changes in Activities of Daily Living. Symptoms?
O Forgotten with activity [ May prevent activity
O Prevent activity [ Interfere with activity
O Do not affect activity. [ Activity continues despite problem.
18. What are you doing for this complaint?
O Store bought, or home remedies [ Ice [1 Heat
O Other professional care
O Nothing [ Other
19. Are you currently under a doctor’s care for this or any
other condition? [0 Yes [ No

20. Do you have any other complaints/conditions that we should
know about? [ Yes [ No.
21. Are you now or could you be pregnant? O Yes [ No

Due Date Complications?
22. What do you think is the biggest barrier to you getting over your

current complaint?

23. Concerning this complaint, do you have any particular worries,
concerns or fears? [ Yes [0 No

23. What activities are you hoping to return to?

Patient Signature Date:

Paragon Chiropractic, Inc.
1628 E. Bethany Home Rd.
Phoenix, AZ 85016

Doctor’s Notes




Paragon Chiropractic, Inc.
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Medical History Review

Please answer the questions below concerning your
HEALTH HISTORY. Be sure to list all conditions or symptoms,

BOTH PAST AND PRESENT.
O Headaches O HIV Positive O Gall bladder trouble
O Urinary Problems O Hardening of Arteries [ Jaw Pain
O Osteoporosis/penia O Hands or feet cold O Ringing Ears
O Migraines O Cancer O Digestive Problems
O Easy Bruising O Arthritis O Ear Problems
O Bone or Spinal O Muscle aches O Pain all over
Fractures O Depression O Sleeping Problems
O Shortness of Breath O Pregnant O Tension/Irritability
O Dental Problems O Trouble walking O Vision Problems
O Screws/Plates Neck O High or O Chest Pains
or Spine O Low Blood Pressure O Thyroid Problems
O Allergies/Asthma O Steroid History O Heart Pacemaker
O Fibromyalgia O Leg/Foot Numbness O Liver Disease
O Bleeding Disorders O Stroke/TIA History O Heart Problems
O Medication Side O Spinal Fusion or O Kidney Problems
Effects Hardware O Light Bothers Eyes
O Blood Thinner Use O Fainting
O Aneurysms O High Cholesterol
[ Diabetes O Nervous System

Problems

Anything else you think might be a contraindication to an

adjustment?

FEMALES ONLY:

O Menstrual Problems 00 Chance Pregnant Now? [0 Yes [ No
O Birth Control Pills [0 Breast Problems
0O Hormone Replacement Meds

Date of last Pap

Breast Exam

Patient Signature

Date:

Doctor’s Notes
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Medical History: (Cont)

Please list any surgeries you have had.
(Don't forget Appendix, tonsils, ear tubes, etc.)

Date

Paragon Chiropractic, Inc.
1628 E. Bethany Home Rd.
Phoenix, AZ 85016

Doctor’s Notes

Date

Date

Date

List any surgical/medical implanted devices.
(pacemakers, pumps, joints, breasts, rods, screws, staples, etc.)

Date

Date

Date

Date

Are you currently taking medications? [ Yes 00 No
If so, please list all medications, including over the counter medica-
tions you are taking or have taken in the past five years.

Are you currently taking vitamins/minerals or supplements?
O Yes O No

If so, please list all of the vitamins/minerals or supplements
you have taken in the past few years.

Patient Signature Date:
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Paragon Chiropractic, Inc.
1628 E. Bethany Home Rd.
Phoenix, AZ 85016

SOCIAL HISTORY:
Doctor’s Notes

Doyou...,
Drink coffee or black tea? O Yes O No

How much each day?
Smoke or chew tobacco, vape or use pouches? O Yes O No

How much each day?
Drink alcohol? O Yes OO No

How often?
Drink soda, sports drinks, or energy drinks? O Yes O No

How much each day?

Do you smoke marijuana or take recreational drugs? 0 Yes [ No

How often?

Are you dependent on any of the above substances? O Yes [ No

If so, which ones?

FAMILY HISTORY:

Are there any diseases or conditions that are common among your

blood relatives?

Who is your...
Medical Doctor?

OB/Gyn?

Dentist?

Specialist?

Patient Signature

Date:
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