
 

UNDERWOOD CHIROPRACTIC  
 

NEW ADULT PATIENT HISTORY INTAKE 
To our new patients: Welcome to the Chiropractic practice of Dr. Scott R. Underwood. To help us establish you with our practice, 
please provide us with your complete health history: body, mind and spirit.   
 
Personal History  
Name: __________________________________________Date of Birth___/____/_____Age:____ Date: ______________ 
Address:______________________________________________ City:___________ State:_____ Zip Code:__________ 
Home Phone #___________________ Cell Phone#______________________ Work Phone #______________________ 
Occupation ______________________Birthplace__________________  Date of Last Examination__________________  
Your Doctor: _____________________________________ Referred by:_______________________________________ 
ALLERGIES: 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
_________________________________ 
 
 
MAIN PROBLEMS/ REASONS FOR THIS APPOINTMENT:  (if possible, rank in terms of importance to you) 
1. _______________________________________________________________________________________________________ 
 
2. _______________________________________________________________________________________________________ 
 
3. _______________________________________________________________________________________________________ 
 
4. _______________________________________________________________________________________________________ 
 
5. _______________________________________________________________________________________________________ 

 
 

Additional problems or concerns you would like addressed: 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
_____________________________________________*Note: we may not be able to address every problem during the course of one 
visit. 
 
 
Current Medications            Dose                   Times / Day 
________________________________________________________  _________         ____________________________ 
________________________________________________________  _________         ____________________________ 
________________________________________________________  _________         ____________________________ 
________________________________________________________  _________         ____________________________ 
________________________________________________________  _________         ____________________________ 
Current Herbs / Vitamins/  Supplements                                                                  Dose     Times / Day 
________________________________________________________  _________         ____________________________ 
________________________________________________________  _________         ____________________________ 
________________________________________________________  _________         ____________________________ 
________________________________________________________  _________         ____________________________ 
________________________________________________________                 _________          ____________________________ 
Past Chiropractic History 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
___________________________________________________________________________________________________________ 
 
 



 
 
 PERSONAL AND FAMILY HISTORY  
Check those that apply: 
                                 Yourself Mother Father Grandparents Sister/ Brother Spouse Children 
AIDS        
Alcoholism        
Allergies        
Alzheimer’s        
Anemia        
Arthritis        
Asthma        
Birth Defects        
Bleeding Disorder        
Breast Cancer        
Cancer        
Colon Cancer        
COPD        
Depression        
Diabetes        
Emphysema        
Epilepsy        
Glaucoma        
Heart Attack        
Heart Trouble        
High Blood Pressure        
IBS        
Kidney Disease        
Liver Disease        
Mental Illness        
Migraine Headaches        
Pneumonia        
Prostate Cancer        
Sickle Cell Anemia        
Stroke        
Suicide        
Tuberculosis        
Ulcers        
Other        

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
SOCIAL HISTORY (check those that apply):                                                  Patient Name: 
Marital status:   Education level completed:  Memories of your childhood  Do You Find Your Life 

  single           high school                                   Mostly happy           Generally Unsatisfactory 
  married           college          Mostly painful           Too Demanding 
  divorced           professional school                     Normal            Boring 
  Widowed           other:                       don’t recall           Satisfactory 

Living arrangement:         
  alone     family      roommate     significant other  
  children (list sex/ages):_________________________________________ 
  Major stresses in last 6 months      Money      Job     Marriage    Home Life   Children     
  other stressors___________________________________________________________________________________________ 

 
                                                                                                                                                                                                                                 
Pertinent travel history:(out of USA, epidemic areas) 
____________________________________________________________________________________________________________
__________________________________________________________________________________________________________  
   
 
LIFESTYLE / SELF-CARE ISSUES                                               
Do you smoke cigarettes?      YES    NO     If yes, how  many?   #_____yrs.   ______________  packs per day 
Did you ever smoke?      YES    NO     If yes, when did you quit? ______________ 
Do you drink alcohol?     YES    NO     If yes, how much?  Type_________ & _________  drinks per week 
Do you drink caffeinated beverages?   YES    NO     If yes, which?      ________________________________________ 
Do you use recreational drugs?    YES    NO     If yes, which?    _________________________________________ 
Do you manage stress well?    YES    NO      NOT SURE      NEED HELP 
Do you exercise regularly?     YES    NO     If no, why?    _________________________________________  
Do you enjoy your job?     YES    NO     If no, why?    _________________________________________ 
Do you allow time to unwind and relax?     YES    NO     If no, why?    _________________________________________ 
Do you sleep soundly?     YES    NO     If no, why?    _________________________________________ 
Are you satisfied with your sex life?   YES    NO     If no, why?    _________________________________________ 
Are you satisfied with your social life?   YES    NO     If no, why?         _________________________________________ 
Are you satisfied with your spiritual life?      YES    NO     If no, why?    _________________________________________ 
Is your diet healthy enough?     YES    NO      NOT SURE      NEED HELP 
 
Typical 
breakfast___________________________________________________________________________________________________  
 
Typical lunch  _______________________________________________________________________________________________ 
 
Typical dinner_______________________________________________________________________________________________  
 
Typical snacks_______________________________________________________________________________________________ 
 
Devices 
Do You Use: 
___Eyeglasses  ______Contact Lens  ______Hearing Aid  ______Dentures 
___Brace (Neck, Back)      _____ Pacemaker  ______ IUD, Diaphragm  ______Artificial Limbs 
 
 
 
 
 
 
 
 
 
 
 



 
 
 
 
 
In order to offer you the best care, we need to understand your general health status. Please answer the following questions by checking the boxes as 
indicated:  C Current:  Currently has this condition 
 P Previously:  Had the condition in the past but does not have any problem now 
 N  Never:  Never had the condition  
 

GENERAL 
            C    P    N 
1.        Fever 
2.        Chills 
3.        Night Sweats 
4.        Loss of Sleep 
5.        Fatigue 
6.        Nervousness 
7.        Weight Loss or Gain 
8.        Allergies 
9.        Bleeding Problem 
10.        Anemia 
11.        Diabetes 
12.        Cancer 
13.        Thyroid Disease/Goiter 
14.        Alcoholism 
15.        Drug Abuse 

 
EAR, EYE, NOSE, THROAT 

            C    P    N 
16.        Poor Vision 
17.        Eye Pain 
18.        Hearing problems 
19.        Nosebleeds 
20.        Nose problems 
21.        Sinus trouble 
22.        Dental Problems 
23.        Hoarseness 
24.        Tonsillectomy 
 

RESPIRATORY 
            C    P    N 
25.        Difficulty in Breathing 
26.        Shortness of Breath 
27.        Chronic cough 
28.        Spitting Phlegm 
29.        Spitting Blood 
30.        Wheezing/Asthma 
31.        Pneumonia 
32.        Tuberculosis 
 

CARDIOVASCULAR 
            C    P    N 
33.        Irregular heart Beat 
34.        High Blood Pressure 
35.        Chest Pain 
36.        Heart Problems 
37.        Ankle Swelling 
38.        Varicose Veins 
39.        Rheumatic Fever 
40.        Stroke 
 

SKIN 
            C    P    N 
41.        Itching 
42.        Bruising Easily 
43.        Change in Mole(s) 
44.        Skin Cancer 
45.        Hair/Nail Changes 

46.        Scar(s) 
 

 
 
 
 

GASTROINTESTINAL 
            C    P    N 
47.        Poor Appetite 
48.        Poor Digestion 
49.        Difficulty Swallowing 
50.        Belching or Gas 
51.        Frequent Nausea/Vomiting 
52.        Vomiting Blood 
53.        Pain Over Abdomen 
54.        Stomach Ulcer 
55.        Black or bloody Stool 
56.        Liver Problems 
57.        Gall Bladder Problems 
58.        Jaundice 
59.        Diarrhea 
60.        Constipation 
61.        Bloating 
62.        Hemorrhoids 
63.        Appendicitis 
64.        Hernia 

 
GENITOURINARY 

            C    P    N 
65.        Frequent Urination  
66.        Painful Urination  
67.        Blood in Urine 
68.        Urinary Tract Infection 
69.        Kidney Disease 
70.        Kidney Stones 
71.        Inability to Control 

Urination 
72.        Difficulty Starting  

Urination 
73.        Get up at Night to Urinate 
74.        Sexually Transmitted 
                           Disease           
75.        Sexual Difficulties 
 
MEN ONLY 
            C    P    N  
76.        Testicular Problems 
77.        Prostate Problems 
 
WOMEN ONLY 
            C    P    N 
78.        Painful Periods 
79.        Excessive Flow     
80.        Irregular Cycles 
81.        Vaginal Burning/Itching 
82.        Hot Flashes 
83. Date of Last Menstrual Period 

        __________________________ 

 
FOR MEN AND WOMEN 
 
84.        Breast Lump  or Pain 

 
 

 

 

 

 

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  

___________________________________________________  



____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

____________________________________________________ 

 
 
 
 NEUROLOGIC 
            C    P    N 
85.        Weakness 
86.        Twitching 
87.        Tremor 
88.        Headache 
89.        Fainting 
90.        Dizziness 
91.        Convulsions 
92.        Epilepsy/Seizures 
93.        Numbing/Tingling 
94.        Arm/leg Pain 
95.        Mental disorder  
 

MUSCULOSKELETAL 
            C    P    N 
96.        Neck Stiffness/Pain 
97.        Pain between Shoulders 
98.        Low Back Pain 
99.        Painful Joints 
100.        Muscle Ache/Soreness 
101.        Spinal Curvature 
102.        Arthritis 
 

TRAUMA 
Indicate if you ever had or been involved 
in any of the following 

 
         YES     NO 
103.         Car accident 
104.         Major fall 
105.         Broken bones 
106.         Head Trauma 
107.         Sports 
 
 
 
 
 
  
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
   
 
 
  
___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________  

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________  

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________ 

___________________________________________________



 
 

HEALTH SCREENING HISTORY                                                                  Patient Name: 
List the date of your most recent test or exam. 
Mammogram _________ Pap Smear__________ Self Breast Exam ___________Breast Exam by Doctor____________  
Blood test for Cholesterol _________ Blood Sugar ________Other Blood tests__________________________________ 
Immunizations: Polio________Tetanus__________Hepatitis__________Pneumonia___________Flu Shot_____________________ 
Test for Blood in stool_______Rectal Exam ______________Feeling the Prostate_________Scope Lower Bowel_______________ 
Self Exam Testicle ___________Testicle Exam by Professional_________  
 
Anatomy\Procedure X-ray MRI CT Scan Ultrasound Bone Scan Pet Scan EMG 
Back        
Brain        
Chest        
Colon        
Extremities (Arm/ Leg)        
Gallbladder        
Kidney        
Neck        
Pelvis        
Stomach        
Other        
 
 
 
 
 
YOUR PRIMARY CARE DOCTOR’S NAME _____________________________________DR’s PHONE 
#_____________________ 
 
YOUR PRIMARY CARE DOCTOR’S 
ADDRESS____________________________________________________________________ 
 
MAY WE CONTACT YOUR REGULAR OR REFERRING 
DOCTOR?___________________________________________________ 
 
 
This history record has been designed to facilitate our patients continuity of care at Underwood Chiropractic.  This is a 
confidential record and will be kept in this facility.  Information contained here will not be released to anyone without your 
authorization to do so. 
 
Patient/Guardian signature who filled out the history                                                                  
 
__________________________________________________   Date: ____________________                    
 
 
Physician Signature 
 
______________________________________________  Date: _____________________ 
 
 
 
 
 
 
 
 


