Lechene Chiropractic, 616 Hileman St, Altoona, PA 16602


Patient Name (Print): __________________________________________________ Date _____________________

Please draw the location of your pain or discomfort on the images below.  Use the symbols shown to represent the type(s) of pain:
D = Dull

S = Stabbing/Cutting
B = Burning
T = Tingling (Pins & Needles)
N = Numb
C = Cramping
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Circle the number that rates the pain you have right now:
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No Pain








Unbearable Pain

Check (() the symptoms that pertain to you:

_____ Abdominal pain

_____ Constipation

_____ Gallbladder trouble

_____ Pacemaker

_____ Blood pressure (Low)
_____ Diabetes


_____ Headaches


_____ Pain over heart

_____ Blood pressure (High)
_____ Diarrhea


_____ Heartburn


_____ Palpitation

_____ Bladder infection

_____ Difficult digestion

_____ High cholesterol

_____ Prostate trouble
_____ Bloody or tarry stool
_____ Difficulty breathing

_____ Menopause

_____ Ringing in the ears
_____ Bruise easily

_____ Dizziness


_____ Muscle Cramps

_____ Sore throat

_____ Cancer


_____ Epilepsy


_____ Numbness/tingling

_____ Stroke

_____ Colds


_____ Fatigue


_____ Osteoporosis

_____ Thyroid disease

Do you have any drug allergies?  Yes _____ No ______ If yes, please list allergies ________________________________________________

___________________________________________________________________________________________________________________

If you have not presented a list of medication, please list medication, vitamins, minerals, or herbs you are currently taking and why: ________

___________________________________________________________________________________________________________________
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