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Chief Complaint – (History of Present Illness)
	Patient Name:
	     
	File No:
	     
	Date:
	     
	
	

	What brings you in today
	[bookmark: Text5]     



	Patient comments and secondary complaints:
	Comments:       



	Onset:
	|_| Started on:      |_| Accident/Injury occurred on:      |_| Last occurred on:     Timing: 
	     


	
	Comment (better or worse since started?):       

	



	Location:
	|_| Left  |_| Right |_| Both

    |_| Cervical       |_| Arm    
    |_| Thoracic	|_| Forearm    
    |_| Lumbar	|_| Hand   
    |_| SI                 |_| Shoulder


	  

|_| Hip              |_| Thigh          |_| Knee
|_| Gluteal        |_| Toe             |_| Head
|_| Calf             |_| Heal            |_| TMJ (Jaw)
|_| Hamstring   |_| Foot   

Comments:       
		
	



	Mechanism of Onset:
	(specify)

	|_| Auto     
	[bookmark: Check9][bookmark: Check10]|_| Driver/Passenger      |_| Pedestrian      (refer to completed auto accident history form)

	[bookmark: Check11]|_| Work Related  
	[bookmark: Check12][bookmark: Check13][bookmark: Check14][bookmark: Check15][bookmark: Check16][bookmark: Check17]|_| Fall    |_| Falling Object     |_| Lifting     |_| Overexertion     |_| Repetitive Motion    |_| Other: 
	     

	[bookmark: Check18]|_| Other–Liability 
	[bookmark: Check19][bookmark: Check20]|_| Slip or Fall      |_| Other:
	     

	|_| Other–No Liability 
	[bookmark: Check21][bookmark: Check22][bookmark: Check23]|_| Etiology Unknown    |_| Overexertion    |_| Repetitive Use    |_|Slept Wrong    |_| Slip or Fall

	[bookmark: Check24]|_| No Injury
	Comment :       

	|_| Other      

	



	Provoking:
	

	What makes it better?
	|_| Nothing Helps
	|_| Activity
	|_| Bending
	|_| Applying Cold
	|_| Applying Heat

	
	|_| Massage
	|_| Movement
	|_| OTC Meds
	|_| Rx Meds
	|_| Rest

	
	|_| Stretching
	|_| Sitting
	|_| Standing
	|_| Twisting
	|_| Walking

	
	|_| Other:
	     
	
	
	

	What makes it worse?
	|_| Activity
	|_| Bending
	|_| Applying Cold
	|_| Applying Heat
	|_| Rest

	
	|_| Massage
	|_| Movement
	|_| OTC Meds
	|_| Rx Meds
	|_| Walking

	
	|_| Stretching
	|_| Sitting
	|_| Standing
	|_| Twisting
	

	
	|_| Pushing
	|_| Pulling
	
	
	

	
	|_| Other:
	     
	



	Quality of Pain?
	[bookmark: Check25]|_| Pain      |_| Numbness      |_| Stiffness      |_| Weakness  |_| Burning   |_| Stinging
|_| Aching |_| Throbbing        |_| Stabbing      |_| Tingling      |_| Sharp
|_| Other:      



	Radiation?
	|_| Left  |_| Right |_| Both

    |_| Cervical       |_| Arm    
    |_| Thoracic	|_| Forearm    
    |_| Lumbar	|_| Hand   
    |_| SI                 |_| Shoulder


	  

|_| Hip              |_| Thigh          |_| Knee
|_| Gluteal        |_| Toe             |_| Head
|_| Calf             |_| Heal            |_| TMJ (Jaw)
|_| Hamstring   |_| Foot   

Comments:       
		
	






	Timing:   Worse in the? 
                             Is it?
	
	|_| Morning      |_| Afternoon      |_| Night    |_| Keep you up at night?  
|_| Constant     |_| Intermittent (come and go)



	Associated 
Signs and Symptoms:
	[bookmark: Check57][bookmark: Check58][bookmark: Check59]|_| Headaches	|_| Nausea	|_| Stiffness	|_| Localized Tingling

	
	[bookmark: Check60][bookmark: Check61][bookmark: Check62][bookmark: Check68]|_| Depression	|_| Dizziness	|_| Irritability/Mood Swing	|_| Blurred Vision

|_| Bowel/Bladder	


	
	|_| Other       



	Past History
	Have you ever had this before?  

	|_| No  |_| Yes      
            When      

	
	Have you seen anyone for this condition?

	|_| No  |_| Yes      
            When      

	
	When was your last physical with your doctor?

	
Timing -      



	Family History


	|_| Mother

	|_| Deceased  |_| Alive and Well
|_| Cancer (eg breast, prostate, lung)      |_| Tumors     |_| Diabetes     |_| Heart Disease                   |_| Psychological Pathologies                  |_| Other        


	
	|_| Father


	|_| Deceased |_| Alive and Well
|_| Cancer (eg breast, prostate, lung)      |_| Tumors     |_| Diabetes     |_| Heart Disease                   |_| Psychological Pathologies                  |_| Other      


	
	|_|Brother/sister
	|_| Cancer (eg breast, prostate, lung)      |_| Tumors     |_| Diabetes     |_| Heart Disease                   |_| Psychological Pathologies                  |_| Other      


	
	|_| Children
	|_| Cancer (eg breast, prostate, lung)      |_| Tumors     |_| Diabetes     |_| Heart Disease                   |_| Psychological Pathologies                  |_| Other      




	Occupation History


	What do you do for work?
	
     

Does this affect your work |_| No      |_| Yes - How?       



	Social History
	Do you smoke ?
	
|_| No     |_| Yes - How much?          |_| Quit - (how long ago)       

	
	Do you drink?
	
|_| No      |_| Yes - How much?      

	
	Do you do drugs (over the counter or other)?
	

|_| No      |_| Yes – What? (see ROS)      

	
	Do you eat a balanced diet?
	
|_| No      |_| Yes – Comments?       

	
	Do you exercise?
	
|_| No      |_| Yes  - How much?        

	
	Do you sleep well at night?
	
|_| No      |_| Yes  - How much          



[bookmark: FIELD_PatientName]
HPI – Revised Jan 16 2019	Page 2 of 2	Place in Patient File
image1.jpeg
brantford

¥DOCS

Doctors Of Chiropractic Services

www.brantforddocs.com




