Kenya Chiropractic

8301 Asheville Highway 
Boiling Springs, SC 29316
864-804-6230
Date ______________

Case History
Please complete this information to the best of your ability. 

Personal Information   (Please Print Clearly)
Name (first and last) _________________________________ Called Name: ___________________

Street Address______________________________________________ City____________ State___ Zip ______

SSN #_______________________Home Phone #____________________ Cell Phone # ___________________
Email Address: _______________________________________________  

Place of Employment_______________________ Position _____________________Work Phone #_____________

Birth date_______________ Age____ Male__ Female__    Marital Status:  M S D W     

Number of Children_____ Ages ________________________________________________________

Spouse's Name (or parent) ___________________ Birth date________________ 
Spouse's (or parent's) Place of Employment__________________________________ Work Phone: _________________

Who may we thank for referring you to our office? ______________________________

Health Information
	Reason for visit: ______________________________________________________________
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____________________________________________________________________________

When did your symptoms first appear?  ____________________________________________

How did your symptoms start?  __________________________________________________

____________________________________________________________________________

Is this condition getting progressively worse?   □ Yes   □ No   □ Not sure/no change

Average pain intensity: (Please mark circle.)

Pain level Right now                    worst pain

Pain level Past week:                    worst pain
Pain level at worst                        worst pain

Pain level at best                           worst pain

What is the frequency of symptoms?

 Constantly (76%-100% of the time)      Frequently (51%-75%)        Occasionally (26%-50%)        Intermittently (0%-25%)
How much have your symptoms interfered with your usual daily activities?       ( Mark the picture above where you are feeling pain)
 Extremely              Quite a bit              Moderately               A little bit              Not at all
Does it interfere with your:   □ Work   □ Sleep   □ Daily Routine   □ Recreation?
Activities or movements that are painful to perform:                                              
□ Sitting □ Standing □ Walking □ Bending □ Lying Down □ Other:  __________________

What makes it worse? __________________________________________________________

What makes it better? __________________________________________________________
What is the quality of pain? (Throbbing, sharp shooting, aching, burning) _________________________________
What time is the pain worst? – morning afternoon evening constant___________________________________


When did you last see a chiropractor? ___________ Dr. ________________________ Location ___________________
Was this chiropractic treatment for your current complaint or another? ___________________________________

Primary Care Physician: Name, Address, and phone number:

____________________________________________________________________________________________________________________________________________________________________________________________________

Other Doctors consulted for this condition? _________________________________________ Results? ______________

Please list any surgeries and dates________________________________________________________

Please list any medication you now take __________________________________________________ 

Are you wearing:      __Heel lifts     __Arch supports                Are you pregnant? _________

Past Health History

Do you now or frequently suffer from any of the following:

__Headaches

__Hay Fever

__Elbow Pain

__Indigestion

__Bed wetting

__Nervousness

__Sore Throats

__Arm Pain

__Hiatal Hernia

__Impotency

__Insomnia

__Neck Stiffness

__Wrist Pain

__Kidney Troubles
__Knee Pains

__Chronic Fatigue
__Shoulder Pain

__Arm Numbness 
__Skin Conditions
__Low Back Pain

__Dizziness

__Upper Arm Pain
__Carpal Tunnel

__Constipation

__Sciatica

__Nausea

__Chronic Colds

__Rapid Heart Rate 
__Diarrhea

__Leg or Hip Pain

__Sinus Troubles

__Thyroid Problems
__Liver Problems

__Gas


__Numbness in legs

__Allergies

__Asthma

__Anemia

__Stomach Cramps
__Poor Circulation

__Ear Infections

__Chronic Cough

__Stomach Troubles
__Bladder Troubles
__Hemorrhoids

Women __PMS
__Irregular Cycle
__Painful Periods
__Excessive Flow
__Hot Flashes

Children __Ear Infections __Frequent Colds __Growing Pains
__Bed wetting

__Inverted Foot

Lifestyle Activities
Please describe your job: ___________________________________________________________________

Which of the following activities does your job require you to do often?   __Lifting   __Pulling   __Pushing   __Twisting __Bending __Computer Use __Typing __Answering Telephone

Exercise      __None __Moderate __Daily          Type -Walk __Run __Ski Machine __Aerobics __Other______

Habits          ___ Smoker ___ #packs/day    ___Drink   ____#bottles/week   ____Coffee/Caffeine ___#cups/day
Hobbies       Sports ________________________Home Activities_________________________


        Outdoor Activities________________________ Other____________________________

Diet     __Very Healthy   __Watch what I eat   __I don’t worry about diet   __Unhealthy
What is your major cause of stress? _______________________________________________________________
Payment Information

It is the policy of this office that all visits be paid in full at the time services are rendered unless other arrangements have been made.

Authorization to Administer Chiropractic Care

Please initial below

___I, the undersigned, acknowledge that the objective of chiropractic is to remove nerve interference known as vertebral subluxation which interferes with the body’s ability to maintain optimum health. A chiropractic adjustment is a specific manual force done by hand or instrument that helps the body to bring about a correction of vertebral subluxation. I also acknowledge Dr. Kenya is not attempting to diagnose nor treat any specific medical condition or disease. If at any time, I feel the need for medical care I will consult a practitioner that specializes in the diagnosis and treatment of conditions and diseases. I authorize Dr. Charles Kenya and whomever he may designate as an assistant to administer treatment as is necessary. I also certify that no guarantee or assurance has been made as to the results that may be obtained.

I have read the information stated above and have answered everything truthfully and to the best of my knowledge.

Patient’s Signature: ________________________________________ Date: ___________________
HIPAA - Health Insurance Portability And Accountability Act

The Chiropractic Office of Dr. Charles Kenya Vuyiya

8301 Asheville Highway 

Boiling Springs, SC 29316

(864) 804 6230
Fax 864 804 6231
The Following is an explanation of our Privacy Policies for this office.

· Our office does NOT distribute or make available to any outside source your private personal health information.

· Your information is secure and is used only in submitting claims to third party carriers for payment of services.

· Our office is set up as an open adjusting environment.

· Our office may send you seasonal cards or birthday cards.

· Our office may call you to confirm or reschedule an appointment if necessary.

· A family member can be present when hearing the results of your exam and tests.

A more detailed explanation of our policies is available for you to read and take a copy with you. Please ask the front desk for it.

By signing, I have read, understand and agree to the privacy policies for this office. I can take a copy for my records. I understand that if I choose not to participate that I can and will notify Dr. Kenya of my concerns in writing.

Patient Signature ___________________________________ Date_____________

Kenya Chiropractic Consultation Notes

Neck Pain:  1  2  3  4  5  6  7  8  9  10
· Location___________________________
· Onset: _____________________________
· Worse:   _____________________________

· Better: _________________________
· Quality:  Dull    Ache    Burn    Elect    Pins

· Radiates: ____________________________

· Time Worse:  Midnight  AM  Noon  PM

Mid Back Pain: 1  2  3  4  5  6  7  8  9  10
· Location________________________
· Onset: __________________________

· Worse by: _______________________
· Better by: _______________________
· Quality:  Dull    Ache    Burn    Elect    Pins

· Radiates: _________________________
· Time Worse:  Midnight  AM  Noon  PM

Low Back Pain 1  2  3  4  5  6  7  8  9  10
· Location: ________________________
· Onset: __________________________
· Worse by: _______________________
· Better by: ______________________
· Quality:  Dull    Ache    Burn    Elect    Pins

· Radiates: ______________________
· Time Worse:  Midnight  AM  Noon  PM

Headache: 1  2  3  4  5  6  7  8  9  10
      Front    Top   Temples    Back     Band
· Onset _________________________________

· Frequency: _____x Day  /  Week  /  Month

· Duration: _________________________
· Worse when: ______________________
· Better when: ______________________
 Name: ________________________________
    Date: _______________________________
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Arm Pain: 1  2  3  4  5  6  7  8  9  10
· Hand

· Right        Left        Both

· Quality:  Dull    Ache    Burn   Elect

· Better when:________________________

· Worse when:  ________________________

Leg Pain  1  2  3  4  5  6  7  8  9  10

· Foot


· Right        Left        Both

· Quality:   Dull    Ache    Burn   Elect

· Better when:_______________________

· Worse when:  ____________________

Other Doctors Seen: 

Work Habits
