




CORNERSTONE CHIROPRACTIC UPDATED PATIENT HISTORY 
 
PATIENT NAME:___________________________________________  DATE:________________ 
 
Social History: 
Marital Status: M  D  S  W    Number of Children: ______ 
Employed     Y     N  Employer:__________________________________  
Job Description:_____________________ Education Level: ________________  
 
Current Health Habits: 
Do you smoke?  Y  N  How much per day? _____    Have you smoked in the past?  Y  N    
Do you drink alcohol?  Y  N  How much per week?___________ 
Diet: Do you eat healthy foods?  Y  N  Do you eat processed foods?  Y  N  Do you take any nutritional supplements?  Y  N   
How much coffee/tea/caffeine do you consume daily?  ____________________  
Daily water intake?  When thirsty    2-4 glasses    5-8 glasses   9-12 glasses  Constantly, I’m always thirsty 
Do you exercise?  Y  N  How many times a week?  ______   Duration ______      Sexually Active:  Y  N   
Have you been in accidents/trauma?  Y  N  Describe:______________________________________________________ 
_________________________________________________________________________________________________ 
Have you had surgery and organs removed/replaced?  Y  N Describe:_________________________________________ 
________________________________________________________________________________________________ 
Prescription Drugs?  Y  N List and Dosage_____________________________________________________________ 
________________________________________________________________________________________________ 
Illegal Drugs?  Y  N Treated for Substance Abuse?  Y  N   
Teeth problems?  Y  N  Eye problems?  Y  N  Hearing problems?  Y  N  Allergies?  Seasonal     Food     Drug 
Do you sleep well?  Y  N  Hours per night _____     Is it:   restful      restless      hard to fall asleep       wake often                             
Did/do you have occupational stress?  Y  N  Physical stress?  Y  N  Emotional/Mental stress?  Y  N   
Environmental Stress?  Y  N  Hobbies?  Y  N  Sports?  Y  N   Describe:______________________________________ 
_______________________________________________________________________________________________ 
 

Females only – Date of last menstrual period: __________ Date of last Pap: __________ Are you pregnant?  Y  N     
 Number of pregnancies ______   Number of vaginal births ______ Cesareans ______ 
 
Family History of:    please write mother, father, brother, sister or leave blank if it does not apply. 
Heart Disease? _________________ 
High Blood Pressure? ____________ 
Stroke? _______________________   
High Cholesterol? ______________ 
Diabetes? _____________________ 

Epilepsy? _____________________ 
Arthritis? _____________________ 
Chronic Pain? _________________ 
Tuberculosis? _________________ 
Thyroid Disease? _______________ 

Cancer? ______________________ 
Asthma? ______________________ 
STD’s? _______________________ 
Depression? ___________________  
Auto-Immune Diseases? __________ 

Cause of death if applicable for each parent or sibling? ______________________________________________________ 
 
Review of Systems:  Please circle    C= Current   N = Never   or   P = Past 
 

General: Weight loss:  C   N   P  Weight Gain:  C   N   P   
Head: Headache:  C   N   P  Dizziness:  C   N   P  Head trauma:  C   N   P  Fainting:  C   N   P  Concussion:  C   N   P   
Eyes: Changes in vision:  C   N   P  Eye Pain:  C   N   P  Double Vision:  C   N   P   
 Light sensitivity:  C   N   P  Spots in vision:  C   N   P   
Mouth: Jaw pain:  C   N   P  Bleeding gums:  C   N   P  Dentures:  C   N   P   
Lungs: Difficulty breathing:  C   N   P  Wheezing:  C   N   P  Asthma:  C   N   P  Shortness of Breath:  C   N   P   
 Persistent Cough:  C   N   P  Coughing blood:  C   N   P   
Vascular: Chest pain:  C   N   P   Palpitations:  C   N   P  Ankle swelling:  C   N   P  Cold feet/hands:  C   N   P   
 Leg cramps:  C   N   P  Calf pain:  C   N   P  Varicose veins:  C   N   P  Low Blood Pressure:  C   N   P   
 High blood pressure:  C   N   P   
Skin: Rash:  C   N   P  Easy bruising:  C   N   P  Itching/Peeling:  C   N   P  Changes in moles:  C   N   P   



CORNERSTONE CHIROPRACTIC UPDATED PATIENT HISTORY 
 
Review of Systems Continued:  Please circle    C= Current   N = Never   or   P = Past  
 

GI System: Heartburn:  C   N   P  Indigestion:  C   N   P  Ulcers:  C   N   P  Vomiting/Nausea:  C   N   P   
 Abdominal Pain:  C   N   P  Persistent Diarrhea:  C   N   P  Constipation:  C   N   P  Blood in stool:  C   N   P   
 Hemorrhoids:  C   N   P   
G-U System: Difficulty urinating:  C   N   P  Pain urinating:  C   N   P  Blood in urine:  C   N   P  Incontinence:  C   N   P   
 Increase urination:  C   N   P   
Nose: Nosebleeds:  C   N   P  Sinus problems:  C   N   P   
Neurologic: Seizures/Epilepsy:  C   N   P  Stroke/TIA:  C   N   P  Tingling:  C   N   P  Numbness:  C   N   P   
 Weakness:  C   N   P  Difficulty walking:  C   N   P  Poor coordination:  C   N   P   
Muscle/bone: Joint pain:  C   N   P  Stiffness:  C   N   P  Muscle ache:  C   N   P  Bone pain:  C   N   P   
Conditions: Anemia:  C   N   P  Anxiety:  C   N   P  Arthritis:  C   N   P  Asthma:  C   N   P   
 Auto-Immune Disease:  C   N   P  Cancer:  C   N   P  Cataracts:  C   N   P  Depression:  C   N   P   
 Diabetes:  C   N   P  Epilepsy:  C   N   P  Gall bladder Disease:  C   N   P  Glaucoma:  C   N   P   
 Gout:  C   N   P  Heart Disease:  C   N   P  High Cholesterol:  C   N   P  Liver Disease:  C   N   P   
 Multiple Sclerosis:  C   N   P  Osteopenia:  C   N   P  Osteoporosis:  C   N   P  Parkinson’s disease:  C   N   P  
 Pneumonia:  C   N   P  Thyroid Condition:  C   N   P  Tuberculosis:  C   N   P  Urinary Infection:  C   N   P   
                  

History of Present Illness (HPI):   
 

Current Chief Complaint/Location: ____________________________________________________________________ 
___________________________________________________________________________________________________
___________________________________________________________________________________________________
___________________________________________________________________________________________________ 

Onset - When did your symptoms first appear?_____________________________________________________________ 

How did the pain start? ________________________________________________________________________________ 

Does the pain radiate?  Y  N If so where? ________________________________________________________________ 

Current Symptoms/Type of discomfort:    Sharp    Dull    Aching    Throbbing    Burning    Stinging    Numbness           

Other:_______________________________________________________________________ 

Severity:    1    2    3    4    5    6    7    8    9    10    (10 is the worst) 

Is the pain/discomfort:  Constant (100% of time)   Frequent (75% of time)   Intermittent (50% of time)   Occasional(25% of time) 

Duration:    Days       Weeks       Months       Years 

What makes it better/worse:___________________________________________________ 

Any other symptoms:_________________________________________________________ 

Daily activities:     Perform    Perform with difficulty    Unable to perform  

 

 
Eye color:___________  Eye Wear:  glasses    thick glasses   contacts   bifocals   reading    none  Hair Color:___________ 
Weight:__________     Height:_______________  Vitals:_____________   Pulse:_________________ 
 
 
 
 

Dr. Notes: 
Any prior treatment for this condition:_____________________________________________________________________ 
Is the onset:   Exacerbation – flare up/activities of daily living   Aggravation – flare up due to specific incident    
Insidious – no actual traumatic event /repetitive micro trauma 
Trauma/Injury Describe-______________________________________________________________________________ 
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