
 
Patient Case History Update 

 
 

 
Please help us bring your original case history up to date by providing us with the following information. 

 This will help us create the most effective wellness plan for your individual needs. 
 

(PLEASE PRINT) 
Name:  _____________________________________________________________________ Date:  ___________________________________ 

Date of Birth:____________________  Address:  _________________________________________________________________________  

City:  ______________________________________________________________  State:  _________  Zip:  __________________________ 

Home: (______)_________________________  Cell: (______)________________________ Work: (______)__________________________ 

Email: ____________________________________________________________________________________________________ 
 

1. List your present complaints with detailed descriptions: 
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
 
 

2. When did your condition begin?___________________________________________________________________________ 
 

3. What do you believe caused this condition?                     
____________________________________________________________________________________________________________________ 
 

4. Describe any falls, surgeries, accidents and/or big emotional events since your last visit: 
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
 

5. Date of last physical: ___________________________    Date of last adjustment: _____________________________ 
 

6. Describe the condition(s) for which you were previously treated in this office and your response to the treatment(s): 
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
 

7. Since your last office visit here, have you consulted any other doctor(s)?    Yes ⁯   No ⁯ 
 

    If yes, please give doctor’s name(s) and the condition(s) for which you were treated:                                                                     
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
 

 What type of treatment(s) did you receive?  Please list: 
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
 

9.  Is there any other information the doctor should know regarding your state of health? 
____________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________ 
 
 

Patient Signature ______________________________________________________________________ 
 

Doctor’s Comments:                                                                                                                                           
____________________________________________________________________________________________________________________ 
 

____________________________________________________________________________________________________________________ 
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