


Please mark off all 
areas of complaint on 
the diagrams with the 
following indicators: 

A=ache 
D=dull 

N= numbness 
T= tingling 
B= burning 

S=sharp/stabbing 
X = other 

Please list any medications or 
v.tamins you are currently 
taking (including dosage). 

Please rate the intensity of your symptoms on a scale of 0-10 (O being no symptoms, 10 being extreme) 

Oooo1ooo2ooo3ooo4ooo5ooo6ooo7ooo8ooo9ooo10 

Do you smoke? □ yes Ono If yes, how many packs per week? __ Have you ever smoked in the past?Oyes □no When did you quit? __ 
Do you consume alcohol? □yes □ no If yes. how many drinks per week? 
Do you consume caffeine? □yes □ no If yes, how many drinks per day? _____ _ 
Do you exercise? oyes □no lfyes, how many times per week and what type? _____________ _ 

Do you have a high stress level? □yes □no If yes. list reasons: __ 

Is there any possibility that you may be pregnant? oyes o no Date of Last Menstrual Cycle __________ _ 

Please check if you have had any of the following: 
-

□ Headaches/ Miqraines □ Arthritis □ Anxietv/Deoressior □ Joint Pain/ Stiffness □ Rheumatoid Arthritis
□ Low Back Pain □ Fatigue □ Dioestive Problems □ Diabetes □ Parkinson's Disease
□ Dizziness D High Cholesterol □ AIDS/HIV □ Osteooorosis □ Disc Degeneration
□ Alleraies □ Loss of Sleep □ Kidnev Disease □ PMS/ Cramps □ Menstrual Problems
□ Pinched Nerve □ Sciatica □ Sinus Pain □ Pacemaker □ Hiah Blood Pressure
□ Cancer □ Tumors/Growths □ Urinarv Problems □ Vascular Disease □ Heart Disease/ Problems
□ Paralysis D Upper Back Pain □ Shoulder Pain □ Midbacls eaio □ S troke
□ Thyroid Problem □ Fibromyalgia D Armf-1...,:::,n Pain □ Jaw Pain/ Clickina □ Vision Problems
□ Neck Pain □ Glacoma □_As_ttm1a □ Numbness/ Tingli_Q.9 D___E_rQslate.Er.o..b!.em.s ______
□ Other:

I understand and agree that health insurance policies are an arrangemevt between an insurance carrier and myself. 
Furthermore, I understand that Neuroedge Chiropractic will prepare any necessary reports and forms to assist me in 
making collection from the insurance company. I authorize payment of insurance benefits directly to 
Neuroedge Chiropractic. I also authorize the doctor to release all information necessary to communicate with personal 
physicians, other healthcare providers, and/or pay to secure the payment of benefits. However, I clearly understand 
that I am personally responsible for all costs of treatment rendered, regardless of insurance coverage. I also 
understand that if I suspend or terminate my care and treatment, any fees for professional services rendered will be 
immediately due and payable, 

Patient's Signature: _____________________ Date: __________ _ 
Guardian's Signature: Date: __________ _ 




















