
CoreCare Chiropractic LLC  
1670 E Mansfield St. Bucyrus, OH 44820  692 Portland Way N. Galion, OH 44833 

      Kenneth R. Miller Jr., D.C.     Caleb W. Miller D.C. 
   

Name:  Age:  Occupation:  

  
1. What brings you in today?  
      _________________________________________________________________ 
  
2. When did this begin?  What do you think caused your problem?  

_________________________________________________________________ 
 

3. Complaint(s) interfere with:   __Work  __Sleep __Hobbies __Daily Routine        
How?:  ______________________________________________________ 

  
4. My problem has gotten (circle one):  Better   /   Worse   /   Same  
  
5. What makes the problem better? _______________________________________________________  
  
6. What makes the problem worse? _______________________________________________________  
  
7. When is the problem the worst? (circle)  AM   /   PM   /   Both  
  
8. Have you had this in the past? (When?) Have you seen anyone else for this problem? (Who/when?) 

________________________________________________________________________________  
9. Describe problem (circle all that apply)  
  
Sharp         Dull         Throbbing         Numbness         Aching         Shooting         Burning         Tingling       

Cramping         Stiffness         Swelling         Other ______________________    

             Put an (x) on the diagram where you experience your problem(s)  

 
  

11. Indicate the severity of the problem at its worst:  
1  2  3  4  5  6  7  8  9  10  

  
12. How often do you experience your problem? (circle) Occasional   /   Frequent   /   Constant    
  
13. Does this travel/radiate? (circle) Yes   /   No      If yes, where? ____________________________  

 
14. On a scale of 1 to 10 – how committed are you to correcting this issue? ______/10 



Past Medical History  
  

Are there any illnesses in your family?  ____Yes  ____No   If yes, please specify: __________________  
____________________________________________________________________________________  
Any prior auto, work, or other accidents? ____Yes  ____No  If yes, please give dates and details: _____  
____________________________________________________________________________________ 
General physical activity:____ No regular exercise ____ Light regular exercise  ____ Strenuous exercise  

 
How long has it been since you’ve felt fantastic? ____________________________________ 

 
  

Please check the appropriate box if any of the following apply to you (past or present)  
  

  

 
 
 


