
 
 Health Evaluation Form  

PATIENT NAME: _________________________________________  DATE: _________________ 
Please fill in the sections completely by selecting which symptoms you are currently experiencing, and 
indicate how often you experience them.  
___________________________________________________________________________________ 
Check all   Symptom   How often are you exper iencing this symptom?  
that apply     (0 = Never)         (10 = Constantly) 
 
Neck/Head                                                                                                                                                   
                                                                                                                                                 

 Headaches                                           
 Sinus                                            
 Allergies                                           
 Asthma                                            
 Vertigo                                           
 Neck Symptoms                                          
 Nausea                                             
 TMJ                                            
 Cold/Flu                                           
 Ringing in ears                                          

Mid back/Thoracic                                                                                                                                    
   Arms/hands/shoulders                                          

 Mid back symptoms                                          
 Digestive problems                                          
 Chest pain                                           
 Heartburn                                           

Lower  Back                                                                                                                                                 
   Leg symptoms                                           

 Hip pain                                           
 Lower back symptoms                                         
 Menstrual symptoms                                          
 Frequent urination                                          
 Sciatica                                           
 Feet problems                                           

Gener al                                                                                                                                                       
   Energy levels                                           

 Diabetes                                           
 Blood pressure                                          
 Muscle cramps                                          
 Depression                                           
 Insomnia                                           
 Mood swings                                           
 Fibromyalgia                                           
 Stress                                            
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