 Johnson Chiropractic & Holistic Health Center 
Dr. Kody R. Johnson - Chiropractor

2011 Chapel Plaza Ct., #111, Columbia, MO 65203

Tel: 573-447-0841     Fax: 573-447-0844

Date of Intake:________________

File #:_______________(Clinic Use Only)




Demographic Information:

Full Name (First, MI, Last):_____________________________________________________

Birth Date (DOB):__________________    
Social Security #:__________________________
Gender:  Male or Female                         
Telephone Number:________________________  

Email Address:_____________________
Marital Status (circle one):  M S D W

Address (Street, City, State, & Zip):​​_______________________________________________
Occupation:_______________________________    Employer:_________________________   
Work Phone Number:_______________________

Emergency Contact:________________
Contact’s Phone Number:___________________

How did you hear about us?(circle all applicable)  

·           Friend/Family Referral          Internet          Drove-By         Yellow Pages 

·           Health Care Provider Referral     Other: (please explain)_______________________     

Present Health History:

1. Please List ALL reason(s) for your visit to our clinic today?___________________________

2.  Approximately when did they begin?_____________________________________________
3.  To the best of your knowledge, what caused your problem(s) to begin?​________________

_____________________________________________________________________________

4.  What percentage of the time do they affect you (circle one)?        0-25%       26-50%  

                                                                                                      
51-75%      76-100%

5.  What things seem to help this condition? (circle all that apply)


Rest

Ice

Heat

Pain Pills
Icy Hot          Aspirin


Stretching
Chiropractic
Massage
Walking         ACE Wrap      Acupuncture


Tylenol 
Ibuprofen
Muscle Relaxers
Other:__________________


6.  What activities aggravate this condition? (circle all that apply)


Walking
Sitting

Running
Climbing Stairs
Lying Down


Lifting

Bending
Squatting
Kneeling

Sit to Stand


Stretching
Twisting
Coughing
Sneezing
Other:____________

7.  If you didn’t have these health problem(s), what things would you be able to do that you cannot do currently?_____________________________________________________________

8.  Who else has treated you for these condition(s)?___________________________________

9.  Have you had these problem(s) before?


Y
N 

·      When did they first begin?________________________________________________

10.  Have you ever been to a Chiropractor (DC) before?
Y
N


* If yes, who was the Chiropractor?___________________________________________ 

11.  List your primary care medical doctor and where they are located (MD, DO, ND, DC, etc.)

______________________________________________________________________________

12.  Is this injury / condition caused by any of the following? (circle any applicable)


*Auto Accident 
    
 * Work-Related Injury / Worker’s Comp
         

13. Are you expecting litigation (“law suit”) as a result of your injury?(circle one)
    Y
   N 

14. Mark on the scale below where your current pain level is (0=no pain, 10=worst imaginable)

0------------------------------------5-------------------------------------10

                   No Pain


         Moderate

          Worst Imaginable

Past Health History:

1.  List ALL SURGERIES, on ALL areas of your body & the date(s) performed.

· Surgery #1:______________________________
Date Performed:________________

· Surgery #2:______________________________
Date Performed:________________

· Surgery #3:______________________________
Date Performed:________________

2.  Please list the date(s) and reason(s) for past EMERGENCY ROOM VISITS.

· Reason #1:_________________________________
Date:_________________________

· Reason #2:_________________________________
Date:_________________________

3.  Please list ALL auto accidents (even if you weren’t hurt), fractures and/or dislocations with the matching date(s).

· 
Injury 1:_____________     Date 1:_______
   Injury 3:_____________   Date 3:_______

· 
Injury 2:_____________     Date 2:_______
   Injury 4:_____________   Date 4:_______

4.  Circle / List ALL illnesses / condition(s) you have been diagnosed with.


High Blood Pressure

Diabetes


High Cholesterol



HIV / AIDS


Cancer:_______(type)

Emphysema


Other:_____________
Other:____________

Other:__________________

5.  Please list ALL Medications /Vitamins / Minerals /  Herbs / Nutritional Supplements you currently take.​​__________________________________________________________________  

______________________________________________________________________________

Social & Lifestyle History:

How many hours do you sleep each evening?_________

How many hours of exercise do you perform each week?________

What type(s) of exercise due perform?___________________​​____

What are your health goals?_______________________________________________________

Do you take illicit drugs?
Y
N
If yes, which ones:__________________________
How much tobacco do you use each week?___________________________________________

How much alcohol do you consume each week?_______________________________________

What is the quality of your diet (circle one)?  poor   fair   good   excellent     

· 
Please explain.____________________________________________________________

How would you rate your overall health?   poor    fair   good    excellent

· 
Please explain.____________________________________________________________

Family Health History:
*Is you father still living?
Y
N
How old is he, or was he at passing away?________
+
If applicable,  What was the cause of death?____________________

*Is your mother still living?
Y
N
How old is she, or was she at passing away?______


+
If applicable,  What was the cause of death?____________________

*Does (did) your mother or father have any of the following? (circle all applicable)


Heart disease

Cancer
 

Stroke


High Blood Pressure

*How many children do you have?_________ What are their ages? _____________

Review of Body Systems:

· Please circle ALL of the conditions below that you currently have or have had in the 

past 30 days.  

headaches


chest pain


blood in urine

migraines


heart attack


cancer (please specify)


allergies


high blood pressure

HIV  / AIDS



 

sinus infections

low blood pressure

tuberculosis




blurred vision


stroke



carpal tunnel syndrome


double vision


“sugar” diabetes 

wrist / elbow / shoulder pain


vision loss


vascular disease

neck pain



hearing loss


ulcers



mid-back pain

ringing in the ears

gall stones


low back pain



ear infections


indigestion


kidney stones

dizziness/vertigo

diarrhea


sciatica

sore throat


constipation


herniated or bulged disc

strep throat


bloody stools


“arthritis”

flu



frequent urination

compression fracture



asthma



painful urination

broken hip

emphysema


painful bowel movements
osteoporosis

bronchitis


hernia



hip / knee/ ankle pain

arrhythmia


hemorrhoids


fibromyalgia

high cholesterol

urinary tract infection

infertility

hemophilia


kidney infections

painful menstruation

​​​​autism / ASD


multiple sclerosis (MS)
Other:_______________

The following on the next page is a “pain diagram” .  It is used for us to better understand your problem.  If your condition involves pain, numbness, weakness, or tingling of any sort, please fill out the following diagram by using the abbreviations found in the key below on the next page.
Patient Name:________________​​​​​​​​​​​​​​​__________________        Date:______________________

