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1. The symptom(s) that have prompted me to seek care today include:

Patient name

2. And are the result of {darken circle): Q An accident or injury

O Work O Auto O oher

3. Onset (When did you f rst noiice
your cuffqtt symptoms?)

Q Aworsening long-term problan

QAn int*etin: O watness O Orrer

6. Quality of symptoms (\4/hat does

4. Intensity (How extrerne are your
curfmt symptoms?)

o@to
Abs$t Uncomfort$le Agonilng

7. Location (VWroe does it hurt?)
Circle the aea(s) on the illustration.
"0" for djrr€nt condition
"X' for conditions erpsi€ncd in the past

5. Duration and Timing (Mren did it start and how often do you fed it?)

C Constant Q Comes and goes. How Often?

8. Radiation (Does it dfect other areas of vour bodv? To what areas does the
pain radiate, shoot or travd.)

9. Aggravating or relieving factors (What make it better or worse, sucn as
timeof day, movffialts. certain activitis, etc.)

\ /hat tffds to worsen

the problsn?

What terds to lessen

the problern?

10. Prior interventions (Wrat haveyou doneto rdievethesymptoms?)

O ftesoiptionmdicdjon O Surgery Otce

Q Ovu-tremuntadrugs O Aorpundure Onea

O Homeopdhicrandies O Chiropradic Ohe

Q nrprca ruay O tr,tassage

it fed like?)

Q Numbness

L, ilnglrng

L/ blfiness

QDull

OAching

Qcramps

Q Nagging

Ostrarp

Lrilrnlng

Q Shooting

u) Inroobtng

Os*ning
Qofrr

11. what else should Dr. Goldstein know about your current condition? =

oo
'12. How does your current condition interfere with your:

Work or career:

Recreational activities:

Household responsibil ities:

Personal relationships:

13. Review of Systems
Chiropractic carefocuses on the intqrity of your nervous system, which conhois and rqulates your entire body. Please darkff the circle bside any condition that you've
Had or cunently Have and iniliai to the right.

a, Musculoskeletal
Had Have Had Have Had Have Had Have Had Have Had Have NONEOO OGteoporosis O OArthritis O OScoliosis O ONectpatn 'i) 

O-Sad<proOten, O'Cjnipdiro,oers
O OKneeinjuries O OFooUanklepain O OShouldaproblsnsO OEbowiwristpainQ g111,1.1;.rr* e epoorposture Initids-

b. Neurological
Had Have Had Have Had Have Had Have Had Have Had Have NONEOo oRnxiety o oDepression o oHeadache o ci-oirno. '5 

opinsano o cinrruno,
c, Cardiovascular neeOles Inrtrds 

-Had Have Had Have Had Have Had Have Had Have Had Have NONEOC Ottighbtood O Olowblood O OHighchotestwot O Cjpoorctrcutation i) C)-nngin, 'O* 'Cj"u*.iu.
pressure pressure - bruisino Initids

d. Respiratory
Had Have Had Have Had Have Had Have Had Have Had Have lOf,feeo otuthma o o,gnea o ornphysuna o 6Hayr*" 'iJ 

o-s.,or"tno, i) cjino*oni,
e, Digestive of breath lnitids 

-Had Have Had Have Had Have Had Have Had Have Had Have NONEOO OAnorqia/bulimiaO OUlcer O OFoodsensitivities O O-H.rrtbwn i5 d-constipation 
'i5 'Cjbirnto

f. Sensory Inilids 

-
Had Have Had Have Had Have Had Have Had Nave Had Have NONEOO OBlurredvision O ORinginginears O OHearingtoss O Cj-ffronice- 'O 

Cjiorrotrret O Cjiossottaste
g. Integumentary infection Inilids 

-Had Have Had Have Had Have Had Have Had Have Had Have nOHgOo oskincancer o opsoriasis o oEczema i) cj-,q*. 'i) .o-H.irtor, 
o 'on rr.' 

Indrds

Doctor's Initials



(Continued fron previous page)

h, Endocrine

Had Aave

u \J Inyroro rssues

i, Genitourinary
Had Have

O O Kdneystones

j, Constitutional
llad Have -O OFainting

Had Have

O OLowlibido

Had Have Had Have Had Have Had Havs Had Have NONEOO Olmmune 'O OHypoglycania O O Frequent O Osr,ollengtandsO Olowenergydisorders infeltion Iniuds 

-Had Have Had Have Had Have Had Have Had Have NONEOo otntatitity o OBedwelting o oprostateissues o oFecite o opMssvmoroms
dYsfunction hilids

Had Have Had Have Had Have Had Have xorcA
O OPoorappetite O OFatigue O OSuddenweightO OWeakness

change Inifds

Past Personal, Family and Social History
Please identiflT your past health history, induding accidents, injuris, illnesses and treatm€nts. Plmse complde each section fully.

14. lllnesses
Chek the illnesses you have Had in the past or Have now

15. Opemtions 16. Treatments
Surgicd intervartions, nhich may or Chect the ones you've recdvd in the
may not have includd hospitalization. Past or are recqving Currently.Had Haveoooo

oooooooooooooo
oo
oooooooo
oooo
\, \,

18. Family History

Relative

Mother

Father

Sister 1

Sister 2

Broth€r 1

Brother 2

AIDS

Almholism

Allagies

Artsiosclsosis

Cancs

Chicken pox

' Diabetes

ftilepsy
Glaucoma

Croiter

&ut
Heart disme
Hepatitis

Malaria

Measles

Multiple Sclaosis

Mumps

Polio

Had llave

O O Tuberculosis

L/ \,/ rypnord levs

O O utcer

O O oner:

Currently

O Acupuncture

O Rntibiotics

O Birth control pills

O Eoodtransfusions

O Chanothaapy

Q Chiropracticcare

L/ Urarysrs

Q Herns

O Homeopathy

Q Hormonereplacenrent

O Inhater

O Massagetherapy

O Physical therapy

Q Nutritiond supplonenb:

Q Appendixremoval

O Bypasssurgery

O cancer

O Cosmeticsurgery

O Bectivesurgay: _

$te surgay 
.

Hystsectomy

Pacemaker

Spine

Tonsillectomy

Vasectomy

Gher:

6'
o
o
o
o
o
o
.)
o
o
o
o
o
o

o
o
o
o

.)
o
o

Fh*matic fever

Scalet fever

So<udly transmittd disme
Stroke

Age (lf living)

1 7. Injuries
Hayeyou er/er.,.

O UaO afractured or broken bone

O ttrO a spine or nerve disorda

O g*, knockd unconscious

O Been inlurd in an accident

o O Mdicarons
(presriptlon ard
ovr-th+munta):o

o
o
o

Usd a crutch or other support

Used neck or back bracing

Recdvd atattoo

Had a body piercing

State of health
Good Pooroooo
oooo

ll I nesses Age at death Cause of death
NatuEl lllnessoooooooooooooooooo

19. Are there any other hereditary health issues that you know about?

Patient name

O All other systans nqative

€
e
o

20. Social History

Alcohol use

Coffee use

Tobacm use

kedsing

How much?

Prayer or mditatron?

Job pressure/stress?

Financial peace?

Vaccinated?

Mercury f llings?

OY.s Otlo
Oy* ONo

Ovm ONo

OYes ONo

OYes ONo

How much?

O oaity OWeetly How much?_

Ooaity gwsetdt

Ooaty 
" 
Ow.4ly

Oodty 9u7sd{,
Painrelievers ODaily OWeekly Howmuch?

Soft drinks O Oaity QWeeny

Water intake O Daity OWeekry

Hobbies:

How much?

Recreational drugs? OYes O No

Doctor's Initials



21. Activities of Daily Living
How does this condition currefrtly intsfere with your Iife and ability to function?

No , Mild Moderate Severe

sitti.o 6' 5 E---5'
Rsing out of chair

Standing @
wdkind re
Lying down

Bending over

Climbing stairs

Using a computer

Cetting iniout of car

Driving a car

Lookingovershoulder#
Caingforfamily @

22. What is the major stressor in your life? 23. How much sleep do you average per night? Hours

24, What is the type and approximate age ofyour mattress and pillow? 25. What is your prefened sleeping position?

26. Describe your typical eating habits: O Skip breakfast Q Two meals a day Q three meals a day Q Snacking between meals

27. What would be the most signif cant thing that you could do to improve your health?

Patient name#:- Iill *i$::i* 
'*igi

Gocay shopping

Householdchores @
Lifiingobjects #
Reaching ovahead

Showeringorbathing@
Dressing mysdf

Lovelife H
Cetting to sleep

Stayingasleep #
Concentrating

&acising

Yardwork @

28. In addition to the main reason for your visit today, what additional health goals do you have?

Acknowledgements
To sd deat apectations, improve communications and hdp you get the best results in the shortest amount of time, ple6e red each statement and initial your agreernent.

I instruct the chiropractor to deliver the care that, in his or her professional judgement, can best help me in the

Ini,ds _ restoration of my health. I also understand that the chiropractic care offered in this practice is based on the best
available evidence and designed to reduce or correct vertebral subluxation. Chiropractic is a separate and distinct
healing art from medicine and does not proclaim to cure any named disease or entity.

Inirids _ | may request a copy of the Privacy Policy and understand it describes how my personal health information is
protected and released on my behalffor seeking reimbursement from any involved third parties.

rnirjds _ | realize that an X-ray examination may be hazardous to an unborn child and I certi[l that to
thebestof myknowledgelamnotpregnant. Dateof lastmenstrual period(MMiDD/YYYy):

rnirids _ | grant perm ission to be called to conf rm or reschedule an appointment and to be sent occasional cards, letters,
emails or health information to me as an extension of my care in this off ce,

Inirids _ | acknowledge that any insurance I may have is an agreement between the carrier and me and that I am responsible
for the payment of any covered or non-covered services I receive,

lnirjds _ To the best of my ability, the information I have supplied is complete and truthful. I have not misrepresented the
presence, severity or cause of my health concern,

lf the patient is a minor child, print child's full name:

o

=
G

o

Srgnature Date (MlVl/DD/YY\Y)
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Dr. Steven B. Goldstein, D.C., P.C. 

 
Health Care Chiropractic Centre 

 
215 Atlantic Avenue Suite A      OFFICE 516- 887-1001                                          

Lynbrook, N.Y. 11563      FAX 516- 887-1004  
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