
220A W 42nd St 
Kearney, NE 68845 

Phone: (308) 237-0648 
Fax: (308) 236-9197 

Staff Initials: ______ 

PATIENT DEMOGRAPHICS 
Name: ______________________________________________________ Date: __________ 
	 	 Last 	 	 	 First	 	 	 Middle 
Age: ________	Date of birth: ____________ 
Address: _________________________ Social Security #: _______________ □ Male □ Female 
City, State, Zip: ___________________ Marital Status □ M □ S □ W □ D # of children: _______ 
Home Phone: _____________________ Occupation: __________________________________ 
Cell Phone: _______________________ Employer: ___________________________________ 
Work Phone: ______________________ Spouse’s Name: __________________ DOB: _______ 
How did you hear about us? □ Internet/Google	 □ Social Media	□ Referral 
Whom may we thank for referring you? ____________________ 

CURRENT SYMPTOMS (last 30 days) 
Please rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) and mark areas on 
body in box. 
1. _________________________________Pain Level _____ 
2. _________________________________Pain Level _____ 
3. _________________________________Pain Level _____ 
4. _________________________________Pain Level _____ 
When did your symptoms begin? ___________________________ 
In general, what makes your symptoms better? ________________ 
In general, what makes your symptoms worse? ________________ 
In general, how would you describe your pain (ache, burn, dull, sharp, throbbing)? ___________ 
Are your symptoms interfering with any daily activities? ________________________________ 
Are symptoms □ constant (>76%) □ frequent (51-75%) □ occasional (26-50%) □ intermittent (<25%) of 
your waking hours? 
CHECK ANY OF THE FOLLOWING SYMPTOMS YOU CURRENTLY HAVE 
□ Headache □ Middle Back Pain □ Lower Back Pain □ Ears Ring

□ Neck Pain □ Chest Pain □ Lower Back Stiffness □ Buzzing in Ears

□ Neck Stiffness □ Bruised Chest □ Radiating Pain □ Dizziness

□ Sleeping Problems □ Bruising Anywhere □ Tingling in Legs □ Loss of Smell

□ Depression □ Blurred Vision □ Tingling in Arms □ Loss of Taste

□ Anxiety □ Sensitivity to Light □ Jaw Pain □ Any Burns



Is condition due to an accident? Yes __ No __ Date: __________ Type of accident: Auto __ Work __ 

Are you pregnant? Yes __ No __  Due date: ________ 
What treatment have you already received for your condition? 
Medications ___________________ Surgery ____________________ Physical Therapy _____________ 
Chiropractic Services ________________________  Number of visits this year _______ 
Name of other doctors you have seen _________________________________ 
Date of last: Physical Exam: _____________  Spinal X-ray: ______________  Spinal Exam: __________ 
	        MRI: ______________ CT Scan _______________ 
DO YOU (THE PATIENT) HAVE A HISTORY OF ANY OF THE FOLLOWING?: 

Exercise	         Work Activity	      Habits	 	 	  

DO YOU: 
	 Take any vitamins or minerals?	 	 	 Y __ N __	 ______________________ 
	 Think you may need vitamins or minerals?	 Y __ N __	 ______________________ 
	 Have an allergy?	 	 	 	 Y __ N __	 ______________________ 
Please list all serious illnesses and/or accidents: 
Falls/Head injuries: ___________________________________________ Date(s): ______________ 
Surgeries: 	       ___________________________________________ Date(s): ______________ 
Broken bones:         ___________________________________________ Date(s): ______________ 

HIPAA Compliance 

□ Fainting □ Upper Arm Pain □ Upper Leg Pain □ Any Stitches

□ Muscle Spasms □ Lower Arm Pain □ Lower Leg Pain □ Any Cuts

□ Kidney disease □ Tuberculosis □ Anemia □ Sciatica

□ Colon disease □ AIDS □ Stroke □ Paralysis

□ Lung disease □ Hepatitis □ Seizures □ Stomach/Ulcers

□ Thyroid disease □ Polio/MS □ Digestive Issues □ Blood Pressure

□ Heart disease □ Asthma □ Constipation High/Low

□ Drug Dependency □ Diabetes □ Bleeding □ Bed Wetting

□ Transfusion □ Arthritis □ Fatigue □ Sinus Infection

□ Cancer □ Allergies □ □

□ None □ Sitting □ Smoking Packs/day      _________

□ Moderate □ Standing □ Alcohol Drinks/week _________

□ Daily □ Light Labor □ Coffee/Caffeine Drinks Cups/day        _________

□ Heavy □ Heavy Labor □ High Stress Level Reason _________



Our office is required by law to maintain the HIPAA Notice of Privacy Practices.  This notice explains our 
legal duties and privacy practices with respect to your protected health information.  Signature below 
acknowledges that you have read this Notice of our Privacy Practices.  A copy will be provided to you 
upon request. 

Patient/Guarantor Signature: __________________________________________ Date: _____________ 

Name: _________________________________ Relationship to Patient: _________________________








