
Capitol Chiropractic & Injury Center 
Your Wellness Prescription 

73 C. Michael Davenport Blvd. Suite 2 Frankfort, KY 40601 

Name Da~ 

Add ress _________________________________ City ____________________ State _________ Zip _______ _ 

Home phone ________________ Cell Phone _____________ WorkPhone ___________ _ 

Email address Sex M/F Age 

DOB ____________ _ SS# _____________________ Marital Status/ S M D W 

Occupation 

Work Address 

Employer 

If applicable 

Parents/Legal Guardians Name 

Address ________________________________________________ ___ 

Home phone _____________________ Work Phone 

No. of Children 

How did you hear about our office? ________________________________________ _ 

Main Complaint 
1 What is your major symptom? ________________________________________ _ 

2. What does this prevent you from doing or enjoying? ________________________________ _ 

3. What is your treatment goal? ________________________________________ _ 

4. 

5. 

6. 

7. 

8. 

9. 

10. 

11 

If this is a recurrence, when was the first time you noticed the problem? _________________________ _ 

How did it originally occur? _________________________________________ _ 

Has it become worse recently? Yes ____ _ No _____ _ Same ____ _ Gradually Worse _____ _ 

Ifyeswhenandhow? __________________________________________ ___ 

How frequent is the condition? Constant Daily ____ Intermittent ____ Night Only ___ _ 

How long does it last? All Day Few Hours Minutes _____ _ 

How many days have you lost from work due to these symptoms? ___________________________ _ 

Are there any other conditions or symptoms that may be related to your major symptoms Yes ____ No ___ _ If yes, describe ___ _ 

Are there other unrelated health problems? Yes No If yes, describe ___________________ _ 

Describe the pain Sharp Dull Numbness ___ Tingling Aching ____ Burning ____ Stabbing ___ _ 

Other ________________________________________________ _ 

12. Is there any thing you can do the relieve the problem? Yes __ No __ . If yes, describe __________________ _ 

___________ . If no, what have you tried to do that has not helped? _____________________ _ 

13. What makes the problem worse? Standing ___ Sitting ___ Lying ___ Bending ___ Lifting __ Twisting __ Other ___ _ 

14. Have you had any broken bones? Yes __ No __ . If yes, please list and give dates ___________________ _ 

15. List any major accidents you have had other than those that might be mentioned above: ___________________ _ 

16. To your knowledge, have you had any diseases, major illnesses, or injuries not indicated on this form either in the past or the present? ___ _ 

17. WOMEN ONLY: Are you pregnant or is there any possibility you may be pregnant? Yes __ No Uncertain 

Remarks: _______________________________________________ _ 

No Pain 
I 

Unbearable Pain 
I 

Please place an "X" on the line above to indicate level of problem. 

Show area(s) of pain or 
unusual feeling, 

pain or discomfort. 
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