DIAMOND STATE CHIROPRACTIC, P.A.
Kristina A. Hollstein, D.C., D.AB.C.O & Gregory J. Serge, D.C., F.I.LAM.A

Today’s Date: Who is your Primary Doctor?

Name: Your health Insurance:

Review of Systems
Since your last visit has any of the following below changed? O No O Yes (Check below)

Cardiovascular issues? () Aortic Aneurism (O chest Pain () Heart Attack (O Heart Disease

O High Blood Pressure O High Cholesterol OVascuIar Disease O Pace MakerO Blood Clots O Swelling
Genitourinary issues? OBIood in UrineO Painful Urination O Frequent Urination O Kidney Disease
(O Kidney Stones
Hematologic/lymphatic problems? () Blood clots (O Hepatitis O Easy Bleeding/Bruising
O Fever/Chills/Sweats

Neurological issues? OCarpaI Tunnel O Brain/Head Injury (O Numbness (O Parkinson’s Disease

O Seizures O Severe Headaches O Dizziness/Balance O Stroke
Respiratory issues? (O Asthma OSIeep Apnea O Emphysema (O Shortness of Breath () Pneumonia

O Tuberculosis
Head and ENT issues? (O Bleeding Gums O Difficulty Swallowing (O Dizziness () Hearing

O Nose Bleed O Sinus Infection
Eye conditions? O Blurred Vision O Double Vision () Glaucoma O Cataracts

Dermatological issues? () Eczema O Psoriasis () Rashes () Skin Disease (O skin Ulcers

Psychiatric complaints? (O Anxiety Disorder () Depression

Endocrine issues? (O Diabetes (O Hair Loss () Menopausal () Thyroid Disease

Weight changes, weakness, fatigue, or fever? () Fatigue/Weakness (O) Weight Loss () Weight Gain

Gastrointestinal issues? () Bloody Stools ()Bowel Problems () Constipation () Gallbladder

OLiver Disease O Nausea/Vomiting O Poor Appetite O Ulcers
Musculoskeletal issues? (O Arthritis (O Broken Bones (O Gout (O Joints Replaced

OJoint Stiffness/Pain O Muscle Weaknesso Osteoporosis

Do you have any personal history of Cancer? (O Breast () Lung O Pprostate O Thyroid (O Skin
Other:
Patient's surgical history? (O Discectomy OSpinaI Fusion () Gallbladder Removed (O Hysterectomy

O Gastric Bypass O Other:
New medication(s)? Any new medications since your last visit? (ONo (O Yes (Name and dose below)
(Dose and Frequency)
Do you have any drug allergy? If no allergies, check here: (O




DIAMOND STATE CHIROPRACTIC, P.A.
Kristina A. Hollstein, D.C., D.AB.C.O & Gregory J. Serge, D.C., F.I.LAM.A

Any NEW Immediate Family Health History since your last visit: (O No
M=Mother F=Father B=Brother SO=Son  S=Sister = DA=Daughter

Cancer: Type: Hypertension:

Dementia/Alz: Type: Kidney Disease: Type:
Diabetes: Type: Lung Disease: Type:
Heart Disease: Type: Osteoporosis: Type:
High Cholesterol: Stroke/Brain: Type:

Social habits? (O Does not smoke, drink alcohol, or take rec. drugs.
(O 1sasocial drinker () Current every day smoker () Former Smoker () Never Smoked

Have you received any past care for this complaint? O No O Yes
If yes where and when:

Patient height? Patients Weight? ?

Describe your current problem?

When did your symptoms begin? (Must be within the past 30 days for Acute) / /

What caused your symptoms? (Ex: Lawn/gardening, Lifting, Slept wrong)

How often do you experience your symptoms?

(O Constantly O Frequently O Occasionally O Intermittently

(76-100% of the day) (51-75% of the day) (26-50% of the day) (0-25% of the day)

List your main problem: Pain # (On your worst day)
Other problems: No Pain Moderate Pain Severe Pain

2.) Pain # (On your worst day) ‘ ‘ 6 . ‘ ’
3.) Pain # (On your worst day)
2 3 45 6 7 8 9 10

What aggravates your pain? (O Sitting (O Standing OWalklng O Bending O Lifting O Sleeping
O Straining OReacthgO Looking up O Looking down (O Movement (O Driving (O House Chores
O Exercise O Stairs Laying Supine O Laying Prone

What relieves it? O Sitting O StandingO Lying(©O Knees bent up Support O No movement
O Heat O 1ce O Ibuprofen O Medication O Rest O Stretching/Exercise (O Adjustment

Does your pain radiate down? O Right Arm O Left Arm (O Both Arms (O R Leg OO L Leg (X1 Both Legs
Who have you seen for your symptoms? (O No one OO MD O Phys Therapy OO Other:
What treatment did you receive for your symptoms? (O Physical Therapy (O Medicine (O Surgery/Injection

When did you receive this treatment? (O Inlast30days (O Lessthan 1yearago BL ¥ 1-5years ago
What test have you had for your symptoms? (OX-Ray (O MRI (O T O Other:
Where did you have your imaging done at?
When were these tests done? O In the last month (O Less than 1 year (O 5yearsago (O 5 +years ago




	untitled1: 
	untitled2: 
	untitled3: 
	untitled4: 
	untitled5: 
	untitled6: 
	untitled7: 
	untitled8: 
	untitled9: 
	untitled10: 
	untitled11: 
	untitled47: Off
	untitled48: Off
	untitled49: Off
	untitled50: Off
	untitled51: Off
	untitled52: Off
	untitled53: Off
	untitled54: Off
	untitled55: Off
	untitled56: Off
	untitled57: Off
	untitled58: Off
	untitled59: Off
	untitled60: Off
	untitled61: Off
	untitled62: Off
	untitled63: Off
	untitled64: Off
	untitled65: Off
	untitled66: Off
	untitled67: Off
	untitled68: Off
	untitled69: Off
	untitled70: Off
	untitled71: Off
	untitled72: Off
	untitled73: Off
	untitled74: Off
	untitled75: Off
	untitled76: Off
	untitled77: Off
	untitled78: Off
	untitled79: Off
	untitled80: Off
	untitled81: Off
	untitled82: Off
	untitled83: Off
	untitled84: Off
	untitled85: Off
	untitled86: Off
	untitled87: Off
	untitled88: Off
	untitled89: Off
	untitled90: Off
	untitled91: Off
	untitled92: Off
	untitled93: Off
	untitled94: Off
	untitled95: Off
	untitled96: Off
	untitled97: Off
	untitled98: Off
	untitled99: Off
	untitled100: Off
	untitled101: Off
	untitled102: Off
	untitled103: Off
	untitled104: Off
	untitled105: Off
	untitled106: Off
	untitled107: Off
	untitled108: Off
	untitled109: Off
	untitled110: Off
	untitled111: Off
	untitled112: Off
	untitled113: Off
	untitled114: Off
	untitled115: Off
	untitled116: Off
	untitled117: Off
	untitled118: Off
	untitled119: Off
	untitled120: Off
	untitled121: Off
	untitled122: Off
	untitled123: Off
	untitled124: Off
	untitled125: Off
	untitled126: Off
	untitled127: Off
	untitled128: Off
	untitled129: Off
	untitled130: Off
	untitled131: Off
	untitled132: Off
	untitled133: Off
	untitled134: Off
	untitled12: 
	untitled13: 
	untitled14: 
	untitled15: 
	untitled16: 
	untitled17: 
	untitled18: 
	untitled19: 
	untitled20: 
	untitled21: 
	untitled22: 
	untitled23: 
	untitled24: 
	untitled25: 
	untitled26: 
	untitled27: 
	untitled28: 
	untitled29: 
	untitled30: 
	untitled31: 
	untitled32: 
	untitled33: 
	untitled34: 
	untitled35: 
	untitled36: 
	untitled37: 
	untitled38: 
	untitled39: 
	untitled40: 
	untitled41: 
	untitled42: 
	untitled43: 
	untitled44: 
	untitled45: 
	untitled46: 
	untitled135: Off
	untitled136: Off
	untitled137: Off
	untitled138: Off
	untitled139: Off
	untitled140: Off
	untitled141: Off
	untitled142: Off
	untitled143: Off
	untitled144: Off
	untitled145: Off
	untitled146: Off
	untitled147: Off
	untitled148: Off
	untitled149: Off
	untitled150: Off
	untitled151: Off
	untitled152: Off
	untitled153: Off
	untitled154: Off
	untitled155: Off
	untitled156: Off
	untitled157: Off
	untitled158: Off
	untitled159: Off
	untitled160: Off
	untitled161: Off
	untitled162: Off
	untitled163: Off
	untitled164: Off
	untitled165: Off
	untitled166: Off
	untitled167: Off
	untitled168: Off
	untitled169: Off
	untitled170: Off
	untitled171: Off
	untitled172: Off
	untitled173: Off
	untitled174: Off
	untitled175: Off
	untitled176: Off
	untitled177: Off
	untitled178: Off
	untitled179: Off
	untitled180: Off
	untitled181: Off
	untitled182: Off
	untitled183: Off
	untitled184: Off
	untitled185: Off
	untitled186: Off
	untitled187: Off
	untitled188: Off
	untitled189: Off
	untitled190: Off
	untitled191: Off
	untitled192: Off
	untitled193: Off
	untitled194: Off
	untitled195: Off
	untitled196: Off
	untitled197: Off
	untitled198: Off
	untitled199: Off
	untitled200: Off


