
Rochester Sports Chiropractic, PLLC
Keven E. Hagen, DC

Patient Information

NAME:

First Name:________________________________________________

Last Name: ________________________________________________

Date of Birth:

_______________

HOME ADDRESS:

Address Line 1: ______________________________________________________________

Address Line 2: ______________________________________________________________

City: _______________________ State: _______________ Zip Code: _______________

Phone Number: _______________ E-Mail: _____________________________________

Height: ___________ Weight: ___________

MARITAL STATUS:

Married Single Divorced Other

EMPLOYMENT STATUS:

Active Duty Military Employed Not Employed OtherRetired Student

Employer (if applicable): ______________________________________________________

Employee Phone Number: __________________

FOR WOMEN ONLY -- Are you pregnant or trying to become pregnant?:

Yes Unsure No

EMERGENCY CONTACT:

First Name: _________________________________________________________________

Last Name: __________________________________________________________________

Insurance Information

Phone Number: _______________

POLICY HOLDER’S NAME:

First Name: _________________________________________________________________

Last Name : _________________________________________________________________

Policy Holder’s Date of Birth: _______________________ Insured’s ID: _______________

POLICY HOLDER’S RELATIONSHIP TO PATIENT:

Self Spouse Child Other



Health Summary
Describe major complaint(s):

___________________________________________________________________________

____________________________________________________________________________

Current allergies:

___________________________________________________________________________

____________________________________________________________________________

Describe compaint/intensity:
Sharp Achy Dull Stiff & Sore Other

Frequency of complaint:
Constant

Since onset, symptoms are:
Better Similar/Same

Stabbing

On/Off

Worse

Symptoms are better during:
Morning EveningMid-Day

Symptoms are worse during:
Morning EveningMid-Day

Does it radiate to other areas of the body:

Base of Skull Sides of Head Temple Across ShoulderForehead Elbows

Hands/Fingers Thigh/Knee Calf Foot/ToesHip Other

Does anything make the complaint better?:

Ice Rest Movement StretchingHeat Other

Does anything make the complaint worse?:

Sit Walk Laying Down SleepStand OtherOveruse

Circle where you are experiencing pains: Please rate your pain using the following:



Which daily activities are being affected by this condition?:

___________________________________________________________________________

____________________________________________________________________________

Have you received treatment for this complaint?:

___________________________________________________________________________

____________________________________________________________________________

What medications have you taken (OTC/Prescriptions) for this complaint?:

___________________________________________________________________________

____________________________________________________________________________

Had any diagnostic testing?
X-Ray CT OtherMRI

Tobacco Use Status:
Never Smoked Social/Occasional Smoker Every DayFormer Smoker

Hours Sleep/Night_____________ Times Exercise/Week______________

Ounces Water/Day_____________ Alcoholic Drinks/Week_____________

Urination/Day_____________ Bowel Movements/Day__________________

Family Health History: list relevant major health problems of immediate relatives:

___________________________________________________________________________

____________________________________________________________________________

List any major surgeries:

___________________________________________________________________________

____________________________________________________________________________

Check any symptoms you’ve ever had:

Arthritis Mental/Emotional DisordersScoliosis

Swollen or Painful Joints Bruise EasilySkin Problems Headaches

Migraine Headaches Shoulder PainNeck Pain Numbness or Tingling

Carpal Tunnel Syndrome AsthmaDizziness Chest Pain Difficulty Breathing

Heart Problems Low Blood PressureHeart Attack High Blood Pressure

Cancer Frequent Colds Upper Back Pain Blood Clots Constipation

Kidney ProblemsDiarrhea Menstrual Problems Menopausal Issues

Ringing in EarsEpilepsy/Convulsions Hearing Loss Loss of Balance
DepressionDigestive Issues ADD/ADHD Anxiety Disorder Eating Disorder

Loss of MemoryTrouble Concentrating Varicose VeinsProstate Issues

Liver Issues Gall Bladder Issues SciaticaMid Back Pain Fainting Stroke

Vertigo Muscle Tightness Trouble Sleeping Diabetes Hyperthyroidism
Hypothyroidism Changes in Weight




