
Date: 

Patient Name: (Last) 

Date of Birth: 

Address: (Street) 

Home Phone: 

Occupation: 

□ Minor

D Married 

Emergency Contact Name: 

Emergency Contact Number: 

How Did You Hear About Us? 

Patient Condition 

Age: 

0 Single 

□Widowed

REGISTRATION & HISTORY 
Allen HealthCare Solutions 

Seth Allen MA, DC, DACBN 

(First) 

Gender: Male/Female 

(City/State) 

Cell Phone: 

Place of Employment: 

D Separated 

D Partnered 

Work Phone: 

Parent or 

Spouse's name: 

Relationship: 

(Ml) 

(Zip code) 

Please list the symptoms you are seeking treatment for today (most severe to least severe): 

When did your symptoms appear and how did they start? 

Rate the severity of your pain on a scale from 1 (least pain) to 10 (severe pain) _________ _ 

Type of Pain: 0 Sharp O Dull D Throbbing D Numbness D Aching O Shooting 

D Burning D Tingling D Cramps D Stiffness D Swelling D Other 

How often do you have this pain? _______ __________________ _

Is it constant or does it come and go? ________________________ _ 

Does it interfere with your: D Work D Sleep D Daily Routine D Recreation 

Activities or movements that are painful to perform: 

0 Sitting O Standing O Walking O Bending O Lying Down 

Mark an X here on the pictures where you continue to have pain, numbers, or tingling 

Is this condition due to an accident? D Yes D No Date: __ _ _ __ 

Type of Accident: D Auto D Work D Home D Fall D Other 

-
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