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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.
 Marital Date of Personal
Name _____________________________________________ Sex _______ Status ________ Birth _______________ Phone __________________________

Address ___________________________________________ City ____________________________________ State ________________ Zip __________________

Occupation __________________________ E-mail _________________________________ Who referred you to our office? _______________________________
(Indicate if child, student, housewife, unemployed, retired)

Social Business Company
Sec# ________________________ Phone ____________________ Name ___________________________________ Location __________________________

Spouse’s Spouse’s 
First Name ___________________ Employer ____________________________________  Location _____________________________

Nearest relative and contact number: _______________________________________________________________________________________________________

HEALTH INFORMATION:

Have you had previous chiropractic care? ______________________________

What is your major complaint? _____________________________________________________________________________________________________________

Have you had this or a similar condition in the past?     Yes     No      How long have you had this episode?_______________________________________

How did it start? _________________________________________________________________________________________________________________________

What activities aggravate your condition? ___________________________________________________________________________________________________

What improves your condition?______________________________________________________________________________________________________________

 !Is the problem constant?  !It comes and goes Is this condition getting progressively worse?       !Yes      No 

Is this condition interfering with your:  !Work ! Sleep  !Daily Routine  !!Other ______________________________________

Type of care desired: ! Temporary pain relief ! Corrective care

How long has it been since you really felt good? ____________________________________________________________________________________________

Other doctors who treated this condition ___________________________________________________________________________________________________

Do you have a primary medical physician:     ! No   ! Yes       Name _____________________________________  Phone # ___________________________

List surgical operations and years: ________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________

Drugs you now take: _____________________________________________________________________________________________________________________

Are you Wearing: ! Heel lifts ! Sole lifts ! Inner soles ! Arch supports

Have you ever been in an auto accident? ! Past year ! Past 5 years ! Over 5 years ! Never

If yes, describe: _________________________________________________________________________________________________________________________

Have you had any other personal injury? ! Past year ! Past 5 years ! Over 5 years ! Never

If yes, describe: __________________________________________________________________________________________________________________________



PAIN DIAGRAM

Draw these symbols on the body 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

HEALTH HISTORY:
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.

FAMILY HEALTH INFORMATION:  (Many health problems are the result of hereditary spinal weaknesses, thus information about your family 
members will give us a better picture of your total health.)

 NAME RELATION PAST AND PRESENT HEALTH PROBLEMS



Did you feel pain immediately after the accident?    Yes     No      Where? _________________________________________________________________

(street or highway)

(street or highway)

Claim #_____________________________  Claims Adjuster ______________________________________________  Telephone # _______________________



Please take a moment to read over and sign/date the following:

INFORMED CONSENT

The chiropractic adjustments, physical therapy and other clinical procedures are usually beneficial and seldom cause any  
problem. Although the incidence of complications associated with our services is very low, anyone undergoing adjusting, physical 
therapy or manipulative procedures should know the possible hazards and complications which may be encountered or result. 
These include, but are not limited to, fractures, disk injuries, strokes, dislocations, sprains, and those that relate to physical  
aberrations unknown or reasonably undetected by the Doctor of Chiropractic.

Patient or Guardian: ______________________________________________     Date: ________________________

INSURANCE INFORMATION:

Do you have Health Insurance?       Yes   ! No   If yes, please give the receptionist your insurance card to copy.

Is your condition due to an auto accident or job related injury?       Yes   No

I hereby authorize the _________________________________________________________________ Insurance Company 
to pay by check made out and mailed directly to The Frieman Chiropractic Center the medical and surgical expense benefits  
allowable,  and otherwise payable to me under my current insurance policy, as payment toward the total charges for Professional 
Services Rendered. This payment will not exceed my indebtedness to above mentioned assignee and I have agreed to pay, in a 
current manner, any balance of said professional Service charges over and above this insurance payment.

Patient’s Signature: _______________________________________________     Date: ________________________

OFFICE POLICY

I understand and agree that health and accident policies are an arrangement between an Insurance carrier and myself. Further-
more, I understand that this Chiropractic Office will prepare any necessary reports and forms to assist me in making collection 
from the Insurance company and that any amount authorized to be paid directly to this Chiropractic Office will be credited  
to my account on receipt. However, I clearly understand and agree that all services rendered me are charged directly to me  
and that I am personally responsible for payment, which can be charged to my credit card. I also understand that if I suspend 
or terminate my care and treatment, any fees for professional services rendered me will be immediately due and payable. Should 
this account be referred to an Attorney for collections the undersigned will be liable for all reasonable attorney fees and collection 
expenses. I also understand the 24-hour notice is required on all cancellations, and that otherwise there may be a fee for missed 
appointments. 

Patient’s Signature:__________________________________________________    

Guardian or Spouse’s Signature:______________________________________     Date:_________________________

This is to certify that to the best of my knowledge I am not pregnant and the Frieman Chiropractic Center has my permission 
to take x-rays of me. 

Patient’s Signature: ________________________________________________     Date: ________________________

I hereby give my consent to the Frieman Chiropractic Center to examine, x-ray and treat my child or ward.

Guardian or Parent Signature: _______________________________________     Date: ________________________



 
 
Revised 3/2013. 

INITIAL                 SUBJECTIVE ANALYSIS                File #_________ 
 
Patient Name: ____________________________________________________ Date: _______________________ 
 
Attending Doctor: Robert G. Frieman, D.C. / Sarah Barbee, D.C. / Andrew R. Rill, D.C. 
 

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., written above the number associated with the level) 
 
 
            

0___________________________________________________________10 
(no pain) 1 2 3 4 5 6 7 8 9    (unbearable pain) 

               Total of all pain levels:_______   
    

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. 
 

 Bathe yourself  
 Bend over sink for 10 minutes  
 Bend over to clean bathtub  
 Carry laundry basket, groceries or small child  
 Crawl on all fours  
 Cross legs  
 Enjoy hobbies or social activities  
 Enjoy sexual activities  
 Get out of bed  
 Get up from a low seat  
 Go to the bathroom  
 Lift Heavy suitcase (about 40 pounds)  
 Make your bed  
 Open a heavy door  
 Push or pull a vacuum cleaner  

 Put on socks, shoes or clothing 
 Reach in front or overhead to high shelves 
 Shovel snow or dirt 
 Sit and work at a desk for one hour 
 Sit in a chair for 30 minutes 
 Sleep throughout the night 
 Stand for 30 minutes 
 Travel on journeys that take over one hour 
 Turn a door knob 
 Use pencil, scissors, screwdriver or pliers 
 Walk down one flight of stairs 
 Walk one mile  
 Walk up one flight of stairs 
 Wash windows or walls 
 Wash, comb or dry your hair

 
Total # of ADL items checked: ____________ 

 
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: ___________________________ 
 

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


