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Please Fill This Out and Bring to Your Appointment 

Diplomate of the American College of Sports Medicine 

  

Name_________________________________________________  Date___________________ 

What is your 1st problem? ________________________________________________________ 

Where exactly are you having pain/numbness? _____________________________________ 

______________________________________________________________________________ 

When did it begin? __________________   Did something happen? _______________________ 

What? ________________________________________________________________________ 

What treatments have you tried from other professionals? _____________________________ 

 _____________________________________________________________________________ 

______________________________________________________________________________ 

What treatments worked for you? _________________________________________________ 

What are you doing for this? ______________________________________________________ 

______________________________________________________________________________ 

Have you had x-rays or scans? _____________ What did they show? ______________________ 

______________________________________________________________________________ 

Please be sure to bring them in! 

  

 What is your 2nd Problem? _______________________________________________________ 

______________________________________________________________________________ 

Where exactly are you having pain/numbness?  _______________________________________ 

______________________________________________________________________________ 

When did it begin? ____________________  Did something happen? _____________________ 

What? ________________________________________________________________________ 



What treatments have you tried from other professionals? ______________________________ 

 What treatments worked for you? _________________________________________________ 

______________________________________________________________________________ 

What are you doing for this? ______________________________________________________ 

______________________________________________________________________________ 

Have you had x-rays or scans? _____________    What did they show?_____________________  
 
______________________________________________________________________________ 

Please be sure to bring them in! 

  

What is your 3rd problem? ________________________________________________________ 

______________________________________________________________________________ 

Where exactly are you having pain/numbness?  _______________________________________ 

______________________________________________________________________________ 

When did it begin? ___________________  Did something happen? ______________________ 

What? ________________________________________________________________________ 

What treatments have you tried from other professionals? ______________________________ 

   

Do you see a Chiropractor, Osteopath, or Deep Tissue Practioner? Y/N 

Name and Number _____________________________________________________________ 

______________________________________________________________________________ 

Have you had x-rays or scans? ______  
 
What did they show? ____________________________________________________________ 

Please be sure to bring them in! 

  

 

 

 



 

Have you ever had Prolotherapy/ PRP / Neuro Prolo/ Ozone Therapy? (CIRCLE) 

For What Conditions? ____________________________________________________________ 

______________________________________________________________________________ 

Result? 
______________________________________________________________________________ 

______________________________________________________________________________
  

Are you currently on any blood thinners? ____________________________________________ 

Has anyone ever had difficulty drawing your blood? ___________________________________ 

 
Do you have any allergy to corn? or ‘cain anesthetics? Ie Lidocaine/Procaine? 
______________________________________________________________________________ 

______________________________________________________________________________ 

  

_______________________________________________                ____________ 

Signature                                                                               Date 

  

 

 

 

We look forward to meeting you and sincerely hope that we can help you! 

  

  

 


