FIRST MERRITT CHIROPRACTIC/ACUPUNCTURE., P.A.
APPLICATION FOR TREATMENT

                                                                                                                                            Date:____________________
Name:________________________________________________________________  Date of Birth:_____________
Address:_____________________________________________ City:_______________ State:_______ Zip:_______

Home #:________________ Work#:______________ Cell#:_____________ E-mail:__________________________

Check if you are:  □ Single         □ Married          □ Divorced          □ Widowed          □ Separated
Name of Husband or Wife:___________________________ Referred to our office by:_________________________

Payment will be made via:   □ Health Ins     □ Auto Ins     □ Worker’s Comp     □ Cash      □ Credit      □ Check 
Please mark the exact location of your pain on the diagram below. Please write the type of pain: Dull, Sharp, Ache, Burning, Stabbing, Throbbing.  Mark the area in which you experience Numbness, Tingling or Weakness.  Indicate number on pain scale ranging from 0-10; 0 =No pain - 10 = Excruciating pain. 
Indicate frequency of pain i.e. Constant or Intermittent (comes and goes)
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What is your chief complaint?_____________________________________________________________________
__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
When did this develop? Days:________  Weeks:________  Months:________  Years:________  
How did this develop? Fall:___________Accident:___________ Trauma:____________ Lifting:______Other:____
Arms or legs weakness? □ No    □ Yes; Where_________________________________________________________
Anything makes it better?_____________________ Anything makes it worse?_______________________________

Received any treatments? □ No    □ Yes, If yes, circle:   MD/DO       Chiropractor     Physical Therapy    Massage

Their Name:___________________________ Seen other Specialist: Ortho_______ Neuro______ Pain manag______

Name of the Specialist:__________________________ Date Consulted:_______________ EMG/NCV____________
X-rays?  □ Neck  □ Mid back   □ Low back  □ Shoulder  □ Other_______​​____ When__________Where___________
MRI’s? □ Neck  □ Mid back   □ Low back  □ Shoulder  □ Other____​​____ When__________Where_______________
Do you have a herniated disc? □ No  □ Yes, Where_____________________________________________________ 

Is your condition getting better, worse, or staying the same? ______________________________________________

Please check any other symptoms that you are experiencing:

 Headache
        Dizziness
   Loss of Consciousness
 Loss of Balance
 Loss of Smell

 Loss of Taste
        Memory Loss
   Loss of Coordination             Sensory Loss

 Tremors  

 Nausea
        Vomiting
   Difficulty Speaking

 Depressed

 Irritability
 Seizures
        Blurry Vision
   Difficulty Swallowing
 Anxiety

 Bipolar

 Ringing in ears      Double Vision 
   Difficulty Breathing

 Chest Pain

 Hearing Loss

 Apnea
        Sleep Loss
   Increase Sweating

 Palpitation

 Incontinence

 Loss of Bowel       Swelling

   Difficulty Focusing

 Fever

 Coughing

 Constipation
        Falling down          Shortness of breath

 Burning upon urination

Symptoms other than above: _______________________________________________________________________

Have you ever had this problem or similar problem before? If yes, please explain______________________________

______________________________________________________________________________________________

How has this condition affected your life? 1. Home life:__________________________________________________
2. Occupational life:___________________________________ 3. Recreational life:___________________________
Check if you have history of:  □ Cancer □ Cardiovascular □ Diabetes □ High Blood Pressure □ Thyroid Condition 
□ M.S. □ Parkinson □ Polyneuropathy □ Pace maker □ Sciatica □ Rheumatoid Arthritis □ Gout □ Stroke
□ High Cholesterol □ Kidney Stones □ Prostate Condition □ Bladder Infection □ Other: ________________________
Check if you have family history of:  □ Cancer □ Cardiovascular □ Diabetes □ High Blood Pressure □ Thyroid Condition □ M.S. □ Parkinson □ Polyneuropathy □ Pace maker □ Sciatica □ Rheumatoid Arthritis □ Gout □ Stroke

□ High Cholesterol □ Kidney Stones □ Prostate Condition □ Bladder Infection □ Other: _______________
History of falls, trauma or accidents?_________________________________________________________________

______________________________________________________________________________________________

List all Surgeries:________________________________________________________________________________

______________________________________________________________________________________________
List all Medications you are taking:__________________________________________________________________

______________________________________________________________________________________________
Any chiropractor consulted in past? Name:__________________________When: ___________ Where:___________
For what problem:_______________________________________________________________________________

Do you play sports or exercise? _______________________________Smoke: □ Yes     □ No  * Drink:  □ Yes    □ No

Are you pregnant? □ Yes     □ No   □ N/A

Your Goals/ expectation from treatment:______________________________________________________________

______________________________________________________________________________________________

Patient’s Signature:____________________________ Social Security #:______________________ Date:_________
