Jason I. Pape, D.C., C.C.S.P., C.A.C.C.P.
1040 W. Jericho Turnpike

Smithtown, NY 11787

(631) 664-2781

Fax: (631) 864-5334
Name:_________________________________________                Date:_______________________

What health objectives have brought you to Dr. Pape’s office?_________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________

When did this/these symptom(s) begin?______________________________________
Does anything decrease your symptoms?_____________________________________
Does anything increase your symptoms? _____________________________________
How do any of the following effect your symptoms?

   
                       Lower Back
                                     Neck
        No Change
Decreases 
Increases             No Change  Decreases    Increases

Sitting

(   )                 (   )
          (   )    Looking Up        (   )          (   )          (   )

Walking
(   )                 (   )                     (   )    Looking Down  (   )          (   )          (   )

Standing          (   )                 (   )                     (   )    Turning              (   )           (   )          (   ) 

Lying Down
(   )                 (   )                     (   )    Bendng               (   )          (   )          (   )

Lifting

(   )                 (   )                     (   )

Did you know that the body is a self-healing, self-regulating organism?    Y      N
On a scale of 0-10, please rate the severity of your pain, with 0 being no pain, and 10 being the greatest pain imaginable.  If your pain fluctuates please mark both, indicating the approximate percentage of time at each level.  

          No Pain






         Most Severe
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Mid Back
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Low Back
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Other:

__________
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Did you know that pain is only one symptom of dysfunction in the body, and that the absence of pain does not mean the presence of health?    Y      N  
Please list all major accidents, falls, surgeries or hospitalizations, with approximate dates:
Date 

Injury/surgery/hospitalization

	
	

	
	

	
	

	
	


	
	

	
	

	
	

	
	

	
	

	
	

	
	


Is this your first time seeing a chiropractor?   Y      N
If no, please list the doctor’s name, last time you were treated, and for which conditions:________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________  
Did you know that the major cause of aging is inflammation?   Y      N 

Do you take vitamins/supplements/nutraceuticals?   Y      N
If yes, please list the type and dosage: ________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Did you know that ALL drugs have side effects, whether noticeable or not, and that ALL drugs work against rather than with the body’s own natural processes?  Y      N
Do you take any medications (prescription or over-the-counter)?   Y      N

If yes, please list the type, dosage and conditions used for:

________________________________________________________________

________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________

Please list all healthcare professionals you currently see, with their specialty (including your primary care physician): ______________________________________________

_______________________________________________________________________________________________________________________________________________________________________________________________________________

What was the date of your last physical examination? ____________

Do you smoke?  Y      N
If yes, how many packs/day and for how many years?:_____________________ 

If no, have you ever smoked?   Y      N
If yes:

         How many packs/day and for how many years?:_____________
         When did you stop smoking?: _____________

Do you drink caffeinated or alcoholic beverages?   Y      N
If yes, what types and how often?_____________________________________

________________________________________________________________
How many 8 oz. glasses of water do you consume (on average) per day? ___________
Did you know that all the systems of the body are intimately related, and effecting one system will effect all other systems?  Y      N
Are you concerned about your weight?  Y      N
Are you currently engaged in an exercise program?  Y      N
If yes, do you use, or have you used, a personal trainer or fitness specialist? Y N
If no to either, would you be interested in learning more about becoming involved in an exercise program, specifically tailored to your individual needs?  Y     N
Do you investigate health information on the Internet?  Y      N
Did you know that chiropractors are more than just “back doctors”, and are actually holistic health care practitioners specializing in preventative health and vitalism, having extensive knowledge of human anatomy, physiology, biomechanics, and nutrition? Y N
Do you have questions or concerns about a particular health topic for yourself or a loved one?: _________________________________________________________________ __________________________________________________________________________________________________________________________________________________________________________________________________________________
Do you have any friends or loved ones who you feel would benefit from chiropractic care?
                                                                           Y   N
