
NAKANO CHIROPRACTIC

date of birth (mm/dd/YYYY) : DRIVER’S LICENSE NO#:SEX: F M

address :
phonE :

Marriage status : SINGLE　 MARRIED　 WIDOW　 DIVORCED SEPERATED

spouse name : # of children :
Patient occupation (name of business):
work address :
work phone :
family physician : phone :
emergency contact: relationship :

1 GENERAL INFORMATION

2 Current health condition
please mark where you are  currently experiencing symptoms :

EmAIL :social security #:
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Name : TODAY’S DATE: / /
HOW DID YOU HEAR ABOUT NAKANO CHIROPRACTIC?:

SHARP PAIN TINGLING

TIGHTNESS DULLNESS

NUMBNESS DISTORTION

OTHER　

When did the symptoms start?

have you experienced the symptoms before? Y / N

are you currently pregnant? y / n due date (MM/DD/YYYY) :

PLEASE DESCRIBE, IF KNOWN, HOW THE PAIN MAY HAVE STARTED.

emergency phone :

INSURED’S NAME (if different from patients): Relationship to patient:
INSurance policy#: Are you covered by additional insurance? Y N

ASSIGNMENT AND RELEASE
I, the undersigned certify that I (or my dependent) have insurance with ____________________ 
and assign directly to NAKANO CHIROPRACTIC all insurance benefits, if any. I hereby authorize 
the doctor to release all information necessary to secure the payment of benefits. I authorize 
the use of this signature on all insurance submissions.

signature:

# of SIBLINGS:



NAKANO CHIROPRACTIC

Do your symptoms disturb your sleep?

0
NO PAIN

10
EXTREME PAIN

5

how many days a week do you experience pain?         １２３４５６７
does the pain travel to other parts of your body?  IF YES, PLEASE DESCRIBE.

please rate the level of pain you are experiencing currently on a scale of 0 - 10.

3 exercise and diet
HOW MANY TIMES A WEEK DO YOU EXERCISE?   ＿＿PER/WEEK

are you currently on a special diet plan?

do you consume alcohol?   ＿＿＿TIMES /WEEK　　＿＿＿GLASSES /TIME

do you consume caffeine?　＿＿＿CUPS/DAY do you smoke? ＿＿＿CIGARETTES/DAY

If yes, please explain :

what makes the condition better?

SLEEPING REST WALKING STANDING SITTING EXERCISE HEAT ICE

4 medical history

musculoskeletal:
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If yes, please describe the type of accident :

Are you currently under a lot of stress?

 LOWER EXTREMITY PAIN

 LOW BACK PAIN 

 HEADACHES

 TIGHTNESS IN UPPER BACK

 UPPER BACK PAIN

 NECK PAIN

 DIZZINESS

 TINGLING IN FEET  

 TINGLING IN HANDS

are your symptoms : iNCREASING DECREASING THE SAME

on average, how many hours do you sleep? HOURS

what makes condition worse?

LIFTING SNEEZING　 COUGHING　 BENDING　

SLEEPING REST WALKING STANDING SITTING EXERCISE HEAT ICE

 ANEMIA

 CANCER

 ALCOHOLISM

 HIGH CHOLESTEROL  DIABETES

 OSTEOARTHRITIS

 THYROID

 GOUT

 RHEUMATOID ARTHRITIS

 DEPRESSION

 TUBERCULOSIS

 VENEREAL DISEASE (STD)

general:

Is your condition due to an accident? y / n

y / n

y / n

please mark the for any conditions you currently have &  
for any conditions you previously have had

Hematologic/lymphatic:



please mark the for any conditions you currently have &  
for any conditions you previously have had

 FREQUENT INFLUENZAFREQUENT SINUS TROUBLE CATCH COLDS EASILY
RESistance to infection:

 HEARTBURN

 PAIN OVER STOMACH

 LIVER TROUBLE/ HEPATITIS

 GALL BLADDER PROBLEMS

 EXCESSIVE THIRST

 RECENT WEIGHT LOSS

 CONSTIPATION

 VOMITING

 RECENT WEIGHT GAIN

 HIATAL HERNIA

 COLITIS

 DIARRHEA

 NAUSEA

 BLOOD IN STOOL

gastrointestinal:

 LOW BLOOD PRESSURE

 PAIN OVER HEART

 SWELLING IN ANKLES

 HIGH BLOOD PRESSURE

 SHORTNESS OF BREATH ON 
 EXERTION STROKE

 PRESSURE OVER CHEST

 HEART ATTACK

cardiovascular:

 DISCOORDINATION

 MEMORY LOSS FAINTING

 DIZZINESS/ LIGHTHEADED

nervous system:

urinary tract:

 INABILITY TO CONTROL URINE

 PAINFUL URINATION BLOOD IN URINE

 BLADDER INFECTION

 KIDNEY STONES

 EAR NOISES

 DENTAL PROBLEMS

 HEARING LOSS

 DIFFICULT SPEECH  DIFFICULTY BREATHING 
 THROUGH NOSE
 SORE THROAT

 EAR PAIN

 LOSS IN VISION

 VISION PROBLEMS

 NOSE BLEEDS

eye, ear, nose, and throat:
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 SPITTING UP PHLEGM

 ASTHMA ALLERGIES

 COUGHING UP BLOOD

 EMPHYSEMA

 CHONIC COUGH

 SHORTNESS OF BREATH
respiratory:

 MENOPAUSAL SYMPTOMS

 IRREGULAR PERIODS

 HYSTERECTOMY

 HEADACHES WITH PERIOD

women only:

 DIFFICULTY STARTING URINE

 DRIPPING AFTER URINATION

 PROSTATE TROUBLE

 FEELING OF INCOMPLETE 
 BOWEL EVACUATION

 BURNING ON URINATION

 NEED TO GET UP AT NIGHT TO URINATE

men only:

HAVE YOU EVER RECEIVED CHIROPRACTIC TREATMENT? y / n

HAVE YOU EVER RECEIVED TREATMENT FOR THE CURRENT SYMPTOM AT ANY OTHER FACILITY?
IF YES, PLEASE WRITE THE NAME OF THE FACILITY

Please circle if any of THE FOLLOWING BEEN present among family members.

HIGH BLOOD PRESSURE STROKE  DIABETES CANCER ARTHRITIS　 DEPRESSION

IF YES, WHAT WAS THE NAME OF THE CHIROPRACTIC CLINIC?

NAKANO CHIROPRACTIC
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I do hereby certify that the preceding questions have been answered truthfully and 
completely to the best of my knowledge and belief

NAME SIGNATURE DATE

PLEASE DESCRIBE AND LIST THE DATE OF ANY INJURIES/ SURGERIES.

WHAT IS THE DIRECTION OF TREATMENT YOU ARE LOOKING FOR AT NAKANO CHIROPRACTIC？

TO LESSEN CURRENT SYMPTOMS

TO ELIMINATE CURRENT SYMPTOMS

TO ELIMINATE CURRENT SYMPTOMS AND TAKE PREVENTATIVE 
MEASURES TO ALSO ELIMINATE THE UNDERLYING PROBLEM.

TO DO ALL THAT IS POSSIBLE IN CREATING A HEALTHY AND 
YOUTHFUL LIFESTYLE .

Please circle the type of treatment recieved for the current symptom.
MEDICATION  INJECTION SURGERY CHIROPRACTIC  MASSAGE PHYSICAL THERAPY　    
ACCUPUNCTURE　 HEAT  ICE  EMS ULTRASOUND  LASER  SPINAL DECOMPRESSION

please list all medications/ vitamins/ herbs you are currently taking:

please list any allergies you may have:

NAKANO CHIROPRACTIC
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