
FRIEMANFRIEMAN
CHIROPRACTIC
HEALTHCARE FOR THE ENTIRE FAMILY

     ·  DR. MA   
Dear Patient:

Please complete this questionnaire. Your answers will help us determine if chiropractic can help you. If we do not sincerely believe your 
condition will respond satisfactorily, we will not accept your case.

THANK YOU.

NORTH PLAZA 
SHOPPING CENTER

8838 WALTHAM WOODS ROAD
BALTIMORE, MARYLAND 21234

(410) 668-4000

Occupation __________________________ E-mail _________________________________ Who referred you to our office? _____________________ 

Nearest relative and contact number: ____________________________________________________________________________________________

If yes, describe: ____________________________________________________________________________________________________________

If yes, describe: ____________________________________________________________________________________________________________

What improves your condition?________________________________________________________________________________________________



Please indicate for each of the questions below your experience by use of the following codes: ✔ if presently have or month/date if previously had



Claim #____________________ Claims Adjuster _________________________ Telephone # _______________

20________
Did you feel pain immediately after the accident?   � Yes    � No      Where?



. I also understand the 24-hour notice is required on all cancellations, and that otherwise there may be a fee
for missed appointments.



Frieman Chiropractic 8838 Waltham Woods Road; Baltimore, MD 21234; (410)-668-4000 Fax: (410) 668-6812 

*Complete Front Only   SUBJECTIVE ANALYSIS    (Initial / Re-exam) 

        File #                     . 

 

Patient Name:________________________________________________          Date:________________ 

 

Attending Dr.:  Robert G. Frieman, D.C.             

   Sarah Barbee, D.C. 

     PAIN DIAGRAM     

            

 

 

 

 

 

VISUAL ANALOG SCALE 
(Please indicate the level you are currently experiencing by writing each involved body area on the scale below.) 

(ex. neck, low back, mid back, head, L. shoulder, L. knee, etc at each number) 

            

0___________________________________________________      ___10 

(no pain) 1 2 3 4 5 6 7 8 9    (unbearable pain) 

Please Circle:              Total of all pain levels:____   
*Quality of pain:  Sharp / Dull / Numb / Tingling;_________  *Are your symptoms Better / Worse / Same since they began 

*Pain or numbness and tingling is radiating down right arm / left arm / right leg / left leg;    *Pain is constant / intermittent 

 
*What relieves your pain?:____________________________ What makes it worse?:__________________________________ 

 

 Date Current Complaint Began: ______________ Current complaint due to: ______________________________________ 
               (brief description of how pain started) 

     ACTIVITIES OF DAILY LIVING 
People with spinal pain may find that certain activities are restricted or difficult to do.  

Check or circle all activities that you find difficult to do NOW.

 Sleep throughout the night 

 Get out of bed 

 Make your bed 

 Bathe yourself 

 Wash, comb or dry your hair 

 Bend over sink for 10 minutes 

 Go to the bathroom 

 Put on socks, shoes or clothing 

 Walk up one flight of stairs 

 Walk down one flight of stairs 
 Crawl on all fours 

 Turn a door knob 

 Open a heavy door 

 Sit in a chair for 30 minutes 

 Sit and work at a desk for one hour 

 Get up from a low seat 

 Cross legs 

 Walk one mile  

 Stand for 30 minutes 

 Travel on journeys that take over one hour 

 Push or pull a vacuum cleaner 

 Carry laundry basket, groceries or small child 

 Wash windows or walls 

 Bend over to clean bathtub 

 Shovel snow or dirt 
 Use pencil, scissors, screwdriver or pliers 

 Lift Heavy suitcase (about 40 pounds) 

 Reach in front or overhead to high shelves 

 Enjoy hobbies or social activities 

 Enjoy sexual activities

 

Total # of ADL items checked: _______ 

                        Subjective total: _______ 

Check or circle any of the following conditions you are currently experiencing: 

 Neck or back weakness 

 Restricted movement of neck or back 

 Persistent tender areas in muscles of neck or back 

 “Catch” or “kink” in neck or back 

 

Anything else you would like the Doctor to Know?   No Yes________________________________________________________ 

Patient Signature: __________________________________________ Date: _____________ 

Draw these symbols on the body to the right to describe the type of pain or sensations you are feeling:  

 

>>>  Aching pain  ///  Stabbing or Sharp pain  XXX  Burning pain 

===  Numbness  ooo  Pins and Needles 

 

 



 

 

 

 

 

 

As you prepare for your subluxation station examination: 

 

 Please avoid alcohol for 24 hours before the test. 

 No exercise for at least 3 hours prior to the test. 

 Consume only your “normal” amount of caffeine for the day, no more. 

 Avoid as many medications as possible the day of the test. DO NOT STOP 

TAKING YOUR MEDICATIONS, this applies to over the counter medications 

or medications that are not time sensitive and can be taken after the test. 

 Refrain from using heated car seats, icy hot back patches, heat packs, ice packs, 

biofreeze, etc the day of the test. 

 Please arrive 10 minutes prior to your appointment time, as this is a specific and 

separate block of time for you. 

 

 

This is a time specific appointment and while our normal policy is that you can arrive 15 

minutes early or late for an adjustment appointment, we cannot offer that type of 

flexibility for this specific examination. 

 

Thank you!  

 

Drs. Frieman and Barbee 
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