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Confidential Patient Questionnaire

Date__________
Legal Name________________________________________DOB__________Age_____Sex____ 
Address______________________________City________________State_____Zip___________ 
SS#________________Home Phone#_____________Work#____________ Cell#____________ 
E-mail________________________
Referred By? Name:_________________________        Newspaper           Website          Other
Main symptom/condition:___________________________________________________________ 
Pain Quality:        Dull      Deep        Sharp        Stabbing        Radiating        Aching      Burning        
Rate the pain: Please rate your pain level, when it is at its worst, by selecting a number
(0 represents NO pain, 10 represents SEVERE pain)    
PAIN LEVEL (select number):         1      2        3        4        5        6        7        8        9       10

None   -----   Mild pain   -----   Moderate pain   -----   Severe pain   --- 
Have you had this or similar conditions in the past?        Yes        No
Symptoms radiate from my:_______________to my_____________, on the        right        left side

            (Write: neck, shoulder, upper arm, elbow, wrist, hand, fingers, etc. as applicable) 
How do you describe your symptoms?      Mild        Moderate        Moderate-to-severe        Severe 
How long have you had this current condition/symptom?__________________________________ 
Things that give me relief       
Things that ma e me feel orse bending  coughing    
Is the ondition getting rogressivel  orse      Yes     No     Constant     Comes and goes 

his condition interferes with my ability to:  
hat cause  your current con ition/symptoms?                          i

                                 
                     

              
     

Past History:
  illnesses  _ 
  in uries/fractures  _ 
  surgeries  ______ 
     

                 
                       

                     

                        
                       

                
Current medications:______________________________________________________________________
Do you take vitamins?     Yes     No     Describe:________________________________________________ 
Occupation:_____________________________________________________________________________ 
Work environment: Are you exposed to?     lung pollutants     repetitive in ury     extreme temperatures
    constant sitting     constant standing     heavy typing/data entry     heavy lifting     stress   
Race:     African-American     Asian     Caucasian     Hispanic     Other:__________
Does anyone in your immediate family have any similar conditions?     Yes     No     Who?_______________
Family status:     Married     Single     Divorced     Widowed  Num er of hildren:________ 
Do you smoke tobacco?     Yes     No     Do you chew tobacco?     Yes     No      Ep zpv wbqf @   Zf t      Op

                                 
                               
                   

Dr. Stephen L. Moleski, Chiropractic Physician; 1960-A Buford Blvd., Tallahassee, FL 32308, (850) 878-5636



evie  o  ystems
onstitutional:

                                                   
                                          
    
Neurological:
                                 
                                    
                                            
           

ar iovascular:
                                         
                            

ymphatic/Hematological:
              v  

usculoskeletal:
   Pain ul oints:                                                                 

                                                 
   ti  oints:                                                                    

                                                 
   normal posture:          
   rthritis:                                                                              

                                    
   uscle eakness:                                                        

                                      
   Night cramps:          

   ecent trauma or in ury:          
   pine pro lems:                                          
   prains:                          R                                                    

                                    
   elling:                                                                             

                                    
ntegumentary:

                                         
emale:
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Piercings:    Ear?  How many:_____      Body? Location:___________________________________________________________Dental:     Amalgam fillings?  Location(s):_______________________________________________________________________     Other dental problems (gingivitis, root canals, crowns, etc.)?  Describe:_____________________________________________________________________________________________________________________________________________________Other diagnosed conditions:__________________________________________________________________________________
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