
Today’s Date: _____/_____/_____ 

Name___________________________ S.S.#_______-_____-_______ Birth date: _____/_____/_____ Sex:   M   /   F 

Address_____________________________________City_______________________ State________ Zip_________ 

Home Phone:(         )__________ Work:(         )__________ Cell:(        )___________ Email: _______________________ 

Marital Status:  M   /   S    /    W    /    D    /    Sep.     Emergency Contact: ________________Phone:(         )____________ 

Occupation: _______________ Employer: ______________ Work Address:____________________________________ 

Spouse’s Name: __________________ Employer: ________________  Location: _______________________________ 

Family M.D. (PCP)_________________ Address: ___________________________________ Phone:(        )___________ 

Age:____   Height:______   Weight:_____    Is there irremovable metal in your body? (  ) Y  (  ) N  Where?____________ 

 
 
 
 

Dr. James D. Grenon 
Dr. Daniel L. Ruddy 

PERSONAL   HISTORY   UPDATE 

PATIENT IDENTITY 

 

1.) Primary Insurance Company:_____________________________________________________________________ 

2.) Primary Insurance is under: (  ) Self ( go to #3 )   (  ) Spouse ( go to A-D )    (  ) Parent ( go to A-D )    (  ) Other ( go to A-D ) 

A.) Primary Insured (Policy Holder’s Name):_____________________________________________________ 

B.) Primary Insured Date of Birth:_________/_________/_________ 

C.) Primary Insured SS#:_________-_______-_________ 

D.) Primary Insured Place of Employment:_______________________________________________________ 

Address:_______________________________________________________________________ 

Phone:(          )_____________________ 

3.) Do you have a Second Insurance?   (  ) Yes    (  ) No     Name of Company?_________________________________ 

 ID #:______________________________   Policy Holder’s Name_____________________________________ 

4.) Has your health insurance company or coverage changed over the last year?   (  ) Yes    (  ) No 

5.) Have you seen a Chiropractor or Physical Therapist during the past year?   (  ) Yes    (  ) No 

PATIENT INSURANCE 



MUSCULOSKELETAL 
 Muscle Spasms or Cramps 
 Low back pain 
 Leg pain 
 Hip pain 
 Pain between shoulders 
 Neck pain 
 Arm pain 
 Joint pain / Stiffness 
 Walking problems 
 Difficult Chewing/Clicking Jaw 
 Weakness in Arms or Legs 
 Arthritis 
 Joint Swelling 

   Place an “X” in the Appropriate Box 
 Mom Dad Sister Brother 

Back 
Trouble     

Diabetes     

Heart     

Kidney     

Cancer     

Migraine/ 
Headache     

Other     

 

PLEASE  PROVIDE THE FOLLOWING INFO. REGARDING YOUR RECENT HEALTH HISTORY 

CHECK ANY OF THE FOLLOWING THAT YOU HAVE OR HAVE HAD IN THE PAST 6  MONTHS: 

NERVOUS SYSTEM  
 Numbness / Tingling 
 Paralysis 
 Dizziness 
 Forgetfulness 
 Confusion / Depression 
 Fainting 
 Convulsions 
 Cold Extremities 
 Headaches / Migraines 
 Nervousness 

CARDIO-VASCULAR-RESP. 
 Asthma 
 Chest pain 
 Shortness of Breath 
 Blood Pressure problems 
 Irregular Heartbeat 
 Heart problems 
 Lung problems / Congestion 
 Varicose veins 
 Ankle Swelling 
 Fatigue 

GENERAL  
 Allergies 
 Loss of Sleep 
 Fever 

EAR-EYE-NOSE-THROAT 
 Loss of Taste 
 Vision problems 
 Dental problems 
 Sore throat 
 Ear aches 
 Hearing difficulty 
 Stuffed nose 
 Loss of Smell 
 Frequent colds 
 Sinus problems 
 Ringing in Ears 

GASTRO-INTESTINAL  
 Poor / Excessive Appetite 
 Excessive Thirst 
 Frequent Nausea 
 Vomiting 
 Diarrhea 
 Constipation 
 Hemorrhoids 
 Liver trouble 
 Gallbladder problems 
 Weight trouble 
 Abdominal Cramps 
 Gas / Bloating after meals 
 Heartburn 
 Black / Bloody stool 
 Colitis 

GENITO-URINARY  
 Bladder trouble 
 Painful / Excessive Urination 
 Discolored urination 
 Kidney / Gall stones 

MALE / FEMALE  
 Genital Herpes 
 Sexual Dysfunction 
 Prostate problems 

FEMALES ONLY 
 Menstrual irregularity 
 Menstrual Cramping 
 Vaginal pain / Infections 
 Breast pain / Lumps 
 Bleeding or Discharge 

Date of last Period? ________ 

Pregnant?  Y   /   N   /  Maybe 

EXERCISE 
 None / Occasional 
 Moderate (2-3 times / week) 
 Regular (4-7 times / week) 

HABITS 
 Smoking   ____ packs / day 
 Alcohol  ____ times / week 
 Coffee ____ cups / day 

FAMILY HISTORY 

I certify that all information I have provided within these sections is truthful and accurate to the best of my knowledge. 
 

Patient’s Signature: X               Printed Name:             Date:       /        /      

My Present Symptoms Are:____________________________________________________________________________ 
Recent Falls:______________________________________Recent Accidents:___________________________________ 
Recent Surgery:____________________________________Current Medications:________________________________ 
Last visit to our office:______________________________ Last Physical:______________________________________ 
Since the last time I saw you, I have been treated by:________________________________________________________ 
  For:__________________________________________________________________________________



 
1.) Describe in detail Your Complaints:__________________________________________________________________ 

___________________________________________________________________________________________________ 

2.) When did this Happen? ____________________________________________________________________________ 

3.) How did this Happen?_____________________________________________________________________________ 

4.) Where did this Happen?____________________________________________________________________________ 

5.) Describe the character of your Pain / Discomfort   

        (check one or more): 

    (  ) Sharp     (  ) Stabbing     (  ) Ache      

    (  ) Dull       (  ) Soreness     (  ) Weakness     

    (  ) Burning     (  ) Throbbing   (  ) Spasms      

    (  )  Numbness    (  ) Grabbing / Gripping 

    (  ) Shooting / Radiating   (  ) Tingling        

    (  ) Other:_________________________ 

6.) How often are the complaints present?    (  ) Constant (76 – 100%)         (  ) Frequent (51 - 75%) 

                                                                             (  ) Occasional (26 – 50%)        (  ) Intermittent (25% or less) 

7.) Indicate the intensity of your pain at its lowest and highest level?   (Please circle two numbers): 

No Pain --    0    1    2    3    4    5    6    7   8    9    10   --Unbearable Pain 

8.) What makes your problem better?     (  ) Nothing        (  )  Lying Down      (  ) Walking      (  ) Standing      
                                                                            (  ) Sitting          (  ) Inactivity        (  ) Movement / Exercise 

9.) What makes your problem worse?     (  ) Nothing        (  )  Lying Down        (  ) Walking       (  ) Standing 
                                                                            (  ) Sitting          (  ) Inactivity        (  ) Movement / Exercise 

10.) What is your general Stress Level?     (  ) No Stress     (  ) Minimal      (  ) Moderate       (  ) Extreme Stress 

11.) General Physical Activity:      (  ) No regular exercise       (  ) Light/Moderate exercise      (  ) Strenuous exercise 

12.) Are your complaints affecting your ability to be active? 

     (  ) No effect      (  ) Some physical restrictions (able to perform light duty work and household tasks) 
                   (  ) Need limited assistance with common everyday tasks        (  ) Need assistance often 
                  (  ) Significant inability to function without assistance             (  ) Totally disabled / Cannot care for self 

13.) Has your weight recently changed by more than 10 pounds?    (  ) No      (  ) Gain      (  ) Loss 

14.) Are you currently receiving other Therapy?  (  ) No   (  ) Yes 

 If Yes (  ) Anti-inflammatory (  ) Pain Killers (  ) Muscle Relaxants     (  ) Physical Therapy     (  ) Other 

 
 

 
 
 
 
  

R.O.P.  SYMPTOM  UPDATE Dr. James Grenon  ~  Dr. Dan Ruddy 

Mark on the Diagrams Where  You Have  Pain or  Other  Symptoms 

 

 
Name:_______________________________________    Date:_____/_____/_____ 

 
Patient’s Signature:_______________________________________________ Date:_____/_____/_____ 


