Michelle S. Rose, D. C. Green Run Chiropractic
1190 Lynnhaven Pkwy.
Virginia Beach, VA 23452
757-468-5444

Last Name: First: MI:
Address:

SSN: Home Phone: Cell: Birthday:

Employer: Address: Work Phone:

Spouse’s Name: Email:

Who’s responsible for this bill?: oMyself ©OSpouse oOParent olnsurance oOMedicare DAuto oWork Comp 0Other
Who were you referred by:

What is your major complaint?:

Rate your pain on a scale of 1 to 10: (none) 1 2 3 4 5 6 7 8 9 10 (severe). Date of injury/ onset:

Was the onset of pain: oSudden oGradual? Have you had this pain before? Y N Isthe pain: oWorse oomproving ©Unchanged?
Describe your pain/ symptoms: oDull 0Achy oStiff oSharp oShooting oNumb oTingling oBurning oWeakness oCramping
OConstant o0Coming & Going 0Other:

What makes your pain/ symptoms better?

What makes your pain/ symptoms worse?

Does the pain restrict your daily activities? Y N  Ifyes, describe:

Was this an auto or work—related accident? Y N  If yes, describe:

Please list any medications you are now taking (include over the counter medicine): DNone

HAVE YOU HAD ANY OF THE FOLLOWING IN THE LAST 10 YEARS:

ONeck Problems OAllergies OCancer

OShoulder Problems OAsthma OHemorrhoids

OLower Back Pain OSinus Problems OWeight Trouble Please list and describe any of the following:
OPain btw./ in Shoulders OLung/ Breathing Problems OSkin Problems 1. Car Accidents:

OWalking Problems OChest Pain OThyroid Problems

OArm/ Hand Pain OHigh Blood Pressure OKidney Problems

OLeg/ Foot Pain OHeart Disease/ Problems OUlcers

OLoss of Equilibrium/ Balance ~ ODiabetes OConstipation 2. Falls/ Injuries (induding SpOI'tS):
OLoss of Feeling OSleep Disturbances OProstrate Problems

OStiff or Painful Joints ODepression OFrequent Colds/ Illnesses

OMuscle Cramps/ Spasms OFemale Issues OVision Problems

OHeadaches ONausea ODizziness/ Vertigo 3. Other Traumas:

OForgetfulness OFainting OHearing Loss

OTiredness/ Fatigue OTinnitus (ringing in ears) O Poor Digestion

ONumbness/ Tingling OEar Infections OGastrointestinal Problems

OBroken Bones OJaw/ TMJ Pain OUrinary Problems

OSprains/Strains ODifficulty Swallowing OExcessive Thirst

Are You Pregnant? OYes ONo Date of Last Menstrual Cycle

Names of Doctors (MD):
Have you ever had surgery or been hospitalized? ©Yes ©No  Ifyes, describe

Have you ever had Chiropractic care before? OYes oNo Name of Chiropractor:

Describe significant family history:

Do you grant GRC permission to contact your doctors regarding your care here? oOYes oNo

Patient’s Signature: Date:




