
D R . GAIL RAMSEY 
C H I R O P R A C T O R 
 
REQUIRED FOR YOUR CASE HISTORY 
 
DATE: _____________________ NAME: ______________________________ 
 
 
Is your condition due to an accident or injury? . . . . . . . . . . 
Did you injure yourself at work? . . . . . . . . . . . . . . . . . . . . . 
Are your current complaints the result of an 
automobile accident? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Have you been involved in an auto accident in the past? . . 
Have you had previous chiropractic care? . . . . . . . . . . . . . 
Have you had X-Rays taken in the last two years? . . . . . . 
Are you taking prescription or nonprescription drugs? . . . . 
Are you taking vitamins? . . . . . . . . . . . . . . . . . . . . . . . . . . . 
Have you had any surgeries? . . . . . . . . . . . . . . . . . . . . . . . 
Have you been hospitalized? . . . . . . . . . . . . . . . . . . . . . . . 
Have you suffered fractures? . . . . . . . . . . . . . . . . . . . . . . . 
Have you suffered slip-and-fall injuries? . . . . . . . . . . . . . . . 
Do you follow an exercise program? . . . . . . . . . . . . . . . . . . 
 
 
Please explain to the best of your knowledge what has caused your pain. 
Please be as accurate as possible explaining in detail exactly what you were 
doing, especially the body motion involved. Also lbs. lifted, reaching, bending, 
twisting, etc. 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
______________________________________________________________ 
 
HEAD 
____Headache 
____entire head 
____back of head 
____forehead 
____temples 
____migraine 
____Head feels heavy 
____Lightheadedness 
____Fainting 
____Light bothers eyes 
____Loss of smell/taste 
____Dizziness 
____Loss of hearing 
____Ringing in ears 



 
 
 
NECK 
____Pain in neck 
____Neck pain with movement 
____Pinched nerve in neck 
____Neck feels out of place 
____Stiff neck 
____Muscle spasms 
____Grinding/Popping sounds 
____Arthritis in neck 
 
MID-BACK 
____Mid back pain 
____Pain between shoulder blades 
____Sharp stabbing pain in mid back 
____Muscle spasms 
 
CHEST 
____Chest pain 
____Shortness of breath 
____Pain around ribs 
 
LOW BACK 
____Low back pain 
____Pain is worse when 
____working 
____lifting 
____stooping 
____standing 
____sitting 
____bending 
____coughing 
____other: 
____Pinched nerve 
____Slipped disc 
____Low back feels out of place 
____Muscle spasms 
____Arthritis 
 
SHOULDERS R=right L=left 
____Pain in shoulder joints (R-L) 
____Bursitis 
____Can’t raise arm above shoulder level 
____Can’t raise are over head 
____Tension in shoulders 
____Pinched nerve in Shoulders (R-L) 
 
 
 



 
 
 
ARMS & HANDS 
____Pain in upper arm 
____Pain in fore arm 
____Pain in hands 
____Pain in fingers 
____Fingers go to sleep 
____Hands cold 
____Swollen joints in fingers 
____Loss of grip strength 
 
HIPS, LEGS & FEET 
____Pain in buttocks 
____Pain in hip joint (R-L) 
____Pain down leg (R-L) 
____Leg cramps (R-L) 
____Pins & needles in leg (R-L) 
____Numbness of leg (R-L) 
____Feet feel cold 
____Painful joints in toes 
____Pain in knee (R-L) 
____Pain in foot (R-L) 
 
GENERAL 
____Nervousness 
____Irritable 
____Depressed 
____Fatigue 
____Generally feel run-down 
____Loss of sleep 
____Loss of weight 
____Other 
 
Women Only 
 
Date of last period: ______________ 
Menstral Pain?_____________  Menstral Cramping?_________ 
Are you pregnant now?_________  How long?______________ 
 
Patient  Signature: 
________________________________________________________________ 


	Women Only

