
Stones River Chiropractic
206 N Thompson Lane, Suite B

Murfreesboro, TN 37129
615−867−6700

Name ___________________________________________Date of Birth__________________Date ______________________File ________________

SECOND COMPLAINT
Secondary Complaint ________________________________________________________________________________
When did this begin? _____________________________ Was this onset -   Gradual      Sudden 
Did something cause this? ___________________________________________________________________________
Is this problem -    Constant     Comes & Goes               Is it getting -   Better    Worse    Same
Have you had this problem before?   Yes   No       If yes, when _________________________________________
Is this related to an accident?   Yes    No      If yes, was it-   Auto   Work   Other________________________       
Does the pain travel to any other area?   Yes     No     If yes,  where ____________________________________
When does it feel the worst?    A.M.     Midday     P.M.        Other  _________________________
What makes it - Better _________________________________________________________________  
              Worse _________________________________________________________________
Have you seen someone for this condition?  _____________________________________________
Prior diagnosis? ______________________  Prior treatment? ________________________________ 

THIRD COMPLAINT

Please MARK the areas where you have pain or other symptoms

How intense are your symptoms AT WORST
0−No symptoms   10−Severe symptoms

0  1  2  3  4  5  6  7  8  9  10

How would you describe it
Sharp     Stabbing     Throbbing     Shooting     Dull
Achy      Cramping    Numbness    Tingling       Other  

What percent of the time does this a bother
0%     25%     50%     75%     100%

How intense are your symptoms AT BEST

0  1  2  3  4  5  6  7  8  9  10
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Doctor’s Area

Third Complaint _____________________________________________________________________________________
When did this begin? _____________________________ Was this onset -   Gradual      Sudden 
Did something cause this? ___________________________________________________________________________
Is this problem -    Constant     Comes & Goes               Is it getting -   Better    Worse    Same
Have you had this problem before?   Yes   No       If yes, when _________________________________________
Is this related to an accident?   Yes    No      If yes, was it-   Auto   Work   Other________________________       
Does the pain travel to any other area?   Yes     No     If yes,  where ____________________________________
When does it feel the worst?    A.M.     Midday     P.M.        Other  _________________________
What makes it - Better _________________________________________________________________  
              Worse _________________________________________________________________
Have you seen someone for this condition?  _____________________________________________
Prior diagnosis? ______________________  Prior treatment? ________________________________ 

Please MARK the areas where you have pain or other symptoms

How intense are your symptoms AT WORST
0−No symptoms   10−Severe symptoms

0  1  2  3  4  5  6  7  8  9  10

How would you describe it
Sharp     Stabbing     Throbbing     Shooting     Dull
Achy      Cramping    Numbness    Tingling       Other  

What percent of the time does this a bother
0%     25%     50%     75%     100%

How intense are your symptoms AT BEST

0  1  2  3  4  5  6  7  8  9  10


