Queen Creek Chiropractic 
20231 E. Ocotillo Rd., Ste. 1

Queen Creek, AZ 85142

(480) 987-0585

Social Security Number _______________________  Driver’s License # ______________ Today’s Date ____________
Legal Name: ________________________________________Nickname________________ Date of Birth ___________

Age____         M__    F__            Marital Status:  S   M   W   D       # of  children? ______

Spouse’s Name:______________________________________________________________________________________

Permanent Address ___________________________________________ City _________________ State/Zip__________

Temporary Address (seasonal) or P.O. Box ________________________________________________________________

Email Address _______________________________ Your Employer:___________________________________________

Company Name:________________________________Occupations (Current/Past) _______________________________
How or Who Referred You? _____________________________________________

Phones:   Home (       )__________________           Work (      ) __________________         Cell (     ) __________________

Describe the reason(s) for your doctor visit today:
























































__________
Have you been injured recently? ______________   Was it at Work? ________   In a Motor Vehicle Crash?_________
How do your symptoms interfere with your work or normal activities?





________














________














________
Does anything make your symptoms feel better?







________














________














________
Does anything make your symptoms feel worse?____________________________________________________________
______________________________________________________________________________________________________

How often do you experience symptoms? (Circle one)  Constantly     Frequently      Occasionally       Intermittently
Describe your symptoms? (circle all that apply)  Sharp      Dull ache      Numbing      Burning      Tingling      Shooting
Are your symptoms? (Circle one)
Getting better

Staying the same                 Getting worse

Old Injuries: Any serious injuries or injuries that did not heal well?  Please list and describe them, including approximate dates: _____________________________________________________________________________________________

List any surgeries or hospitalizations you have had complete with the month and year for each: 







________








Chiropractic Adjustments: Have you maintained your spine with adjustments at least 9 times per year? ____________
When was your last adjustment? _________ Who was your last Doctor of Chiropractic and their address? ___________________________________________________________________________________________________ Have you had recent X-ray films, MRI’s or CT’s of your neck or back? _________________________________________

Do you wear?     [ ] Heel lifts     [ ] Arch supports     [ ] Prescription Orthotics     [ ] Magnets     [ ] High heels regularly
Do you have body piercings? [Y]  [N]           Do you have tattoos?  [N]  [Y]  
Vitamins, Minerals, and Herbal Supplements: Please list them ____________________________________________
More Vitamins:________________________________________________________________________________________

Medications:  [ ] Birth control pills     [ ]  Tranquilizers     [ ]  Pain killers     [ ]  Anti-depressants     [ ]  Steroids
[ ] Illicit Drugs, or previously used:  [ ]  Birth control pills     [ ]  Steroids 

List anything you are allergic to: 





________




Bad Habits: (Please circle them)
Smoking Tobacco, # of packs per day?_______   # of years _______   Chewing Tobacco, # cans/week ______

Drinking alcohol, # per week? ______   Eating Sugar, How many servings/day ? ______________________________

Coffee, tea, caffeinated beverages?  Which and #/day? ____________________________________________________ Overeating & Eating Poorly, How often? _______________________________________________________________

Good Habits:  (please circle them) 
Strength Training Exercises:  What type & How many times per week? _________________ (Hard work doesn’t count)

Flexibility Exercises:  How many times per week?________________

Servings of Raw Fruits & Vegetables: How many per day? __________

Rest: Are you getting at least 7 quality hours per night? _____________________________________________________

I drink _________ 8oz glasses of water per day
OB/GYN:  pregnant? ________  # of pregnancies _________ # of children ______Last female pelvic exam? ___________

For the conditions below, please indicate if you have had the condition in the past (P), have it occasionally (O) or if 
it occurs daily (D).
	(P) (O) (D)  Cancer         
	(P) (O) (D)  Diabetes
	(P) (O) (D)  AIDS
	(P) (O) (D)  Pacemaker

	(P) (O) (D)  Heart Disease          
	(P) (O) (D)  Blood clots
	(P) (O) (D)  Asthma
	(P) (O) (D)  Headaches

	(P) (O) (D)  Stroke
	(P) (O) (D)  Varicose veins
	(P) (O) (D)  Arthritis     
	(P) (O) (D)  Allergies

	(P) (O) (D)  High blood pressure
	(P) (O) (D)  Emphysema
	(P) (O) (D)  Neuralgia
	(P) (O) (D)  Hot flashes

	(P) (O) (D)  Menstrual problems
	(P) (O) (D)  Ulcers
	(P) (O) (D)  Dizziness
	(P) (O) (D)  Eye pain

	(P) (O) (D)  Kidney problems    
	(P) (O) (D)  Heartburn
	(P) (O) (D)  Disc Problems
	(P) (O) (D)  Fatigue

	(P) (O) (D)  Kidney stones
	(P) (O) (D)  Weight loss    
	(P) (O) (D)  Bruise easy
	(P) (O) (D)  Muscle aches 

	(P) (O) (D)  Bronchitis
	(P) (O) (D)  Weight gain    
	(P) (O) (D)  Valley fever
	(P) (O) (D)  loss of smell

	(P) (O) (D)  Tuberculosis
	(P) (O) (D)  Fibromyalgia
	(P) (O) (D)  Back pain
	(P) (O) (D)  loss of taste

	(P) (O) (D)  Lung disease    
	(P) (O) (D)  Gout
	(P) (O) (D)  Neck pain
	(P) (O) (D)  loss of balance

	(P) (O) (D)  Digestive problems
	(P) (O) (D)  Diarrhea Regularly
	(P) (O) (D)  Nausea
	(P) (O) (D)  loss of memory

	(P) (O) (D)  Emotional disorders
	(P) (O) (D)  Constipation
	(P) (O) (D)  Polio
	(P) (O) (D)  Insomnia

	(P) (O) (D)  Hypothyroid
	(P) (O) (D)  Psoriasis
	(P) (O) (D)  Sciatica
	(P) (O) (D)  Hearing problems

	(P) (O) (D)  Hyperthyroid
	(P) (O) (D)  Spit up blood
	(P) (O) (D)  Liver disease
	(P) (O) (D)  Endometriosis


Please list any other problems:________________________________________________________________________   
Family History (list all major diseases such as cancer, diabetes, heart problems, bone/joint diseases and your relation
to the individual): 

Signature:_______________________________________Printed:______________________________ Date:_______ 
Queen Creek Chiropractic, William J. Gunderman, DC, FIAMA, 20231 E. Ocotillo Rd # 1 Queen Creek, AZ 85142 (480) 987-0585


