
Patient Health Questionnaire - PHQ 
Infinity Chiropractic & Holistic Alternatives • Dr. Theresa Burns 

Patient Name _____________________ _ Date 

What type ofregular exercise <;ID you p.erfarm? 

What is your height and weight? 

□None □Light

'Height �' -�--___,
Feet Inches 

D Moderate □Strenuous

Weight
�' ----�' lbs.

Far each of the conditions listed below, place a check in the Past column if you have had the condition in the past. 
lfyou presently have a condition listed below; place a check in the Present column. 
Past Present Past Present 

□ □Headaches □ D High Blood Pressure
□ □Neck.Pain □ D Heart Atta9k
□ D Upper Back Pain 0 Chest Pains□
□ □ Mid. f?ac;I< P�in □ □Stroke
□ D Low Back Pain □ □Angina
□ D Shoulder Pain □ D Kidney Stones
□ D Elb.ow/Up.per Arrn PaJn □ □Kidney Disorders
□ □Wrist Pain □ □Bladder Infection
□ □Hand Pain □ □Painful Urination

□ □Loss of Bladder Control
□ D Hip/Upper Le.g Pain

□ □Prostate Problems
□ D Knee/Lower Leg Pain
□ D Ankle/Foot Pain □ D Abnormal Weight Gaifl/Loss

□ □Jaw Pain □ D Loss of Appetite
□ D Abdominal Pain

□ D Joint Swelling/Stiffness □ D Ulcer
□ □Arthritis □ D Hepatitis
□ □Rheµmato.idArthritis □ D Liv.er/Gall Bladder Disorder

□ D General Fatigue □ D Cancer
□ D Muscular lncoordination □ D Tumor
□ D Visual .Disturbances □ D Asthma
□ D Dizziness □ D Chronic Sinusitis

Indicate if an immediate family member has had any of the fallowing: 
D Rheumatoid Arthritis D Heart Problems D Diabetes D Cancer

Past Present 

□ D Diabetes
□ D Excessive Thirst

.. · ,· ·- . .  · •  . 

□ D Frequent Urination

□ D Smoking/Use Tobacco Products
□ D Dr>1:1gf AlCQhol Dependence 

□ D Allergies
□ D Depression
□ D Systemfo Lupus
□ D Epilepsy 
□ D Dermatitis/Eczema/Rash.
□ □ HIV/AIDS

Females Only 
□ □ Birth Control Pills
□ D Hormonal Replacement
□ D Pregnancy

Other Health Problems/Issues 

□Lupus □--------

List-all prescription and over-the-counter medications, and nutritional/herbal supplements you are taking: 

List all the surgical procedures you have had and times you have been hospitalized: 

Patient Signature Date ___________ _ 
I Do.ctor:�s,AddltiQ.n.al Comments.I 

Doctors Signature 
-----------------------

Date 
-------------


	Patient Name: 
	Date: 
	Feet: 
	Inches: 
	Weight: 
	Light: Off
	Moderate: Off
	Strenuous: Off
	None: Off
	Other Health Issues: 
	Other illness: 
	Surgical procedures: 
	Patient Date: 
	Past01: Off
	Past02: Off
	Past03: Off
	Past04: Off
	Past05: Off
	Past06: Off
	Past07: Off
	Past08: Off
	Past09: Off
	Past10: Off
	Past11: Off
	Past12: Off
	Past13: Off
	Past14: Off
	Past15: Off
	Past16: Off
	Past17: Off
	Past18: Off
	Past19: Off
	Past20: Off
	Past21: Off
	Past22: Off
	Past23: Off
	Past24: Off
	Past25: Off
	Past26: Off
	Past27: Off
	Past28: Off
	Past29: Off
	Past30: Off
	Past31: Off
	Past32: Off
	Past33: Off
	Past34: Off
	Past35: Off
	Past36: Off
	Past37: Off
	Past38: Off
	Past39: Off
	Past40: Off
	Past41: Off
	Past42: Off
	Past43: Off
	Past44: Off
	Past45: Off
	Past46: Off
	Past47: Off
	Past48: Off
	Past49: Off
	Past50: Off
	Past51: Off
	Past52: Off
	Past53: Off
	Past54: Off
	Past55: Off
	RA: Off
	HP: Off
	DI: Off
	CA: Off
	LU: Off
	Other-illness: Off
	Pres01: Off
	Pres02: Off
	Pres03: Off
	Pres04: Off
	Pres05: Off
	Pres06: Off
	Pres07: Off
	Pres08: Off
	Pres09: Off
	Pres10: Off
	Pres11: Off
	Pres12: Off
	Pres13: Off
	Pres14: Off
	Pres15: Off
	Pres16: Off
	Pres17: Off
	Pres18: Off
	Pres19: Off
	Pres20: Off
	Pres21: Off
	Pres22: Off
	Pres23: Off
	Pres24: Off
	Pres25: Off
	Pres26: Off
	Pres27: Off
	Pres28: Off
	Pres29: Off
	Pres30: Off
	Pres31: Off
	Pres32: Off
	Pres33: Off
	Pres34: Off
	Pres35: Off
	Pres36: Off
	Pres37: Off
	Pres38: Off
	Pres39: Off
	Pres40: Off
	Pres41: Off
	Pres42: Off
	Pres43: Off
	Pres44: Off
	Pres45: Off
	Pres46: Off
	Pres47: Off
	Pres48: Off
	Pres49: Off
	Pres50: Off
	Pres51: Off
	Pres52: Off
	Pres53: Off
	Pres54: Off
	Pres55: Off
	Prescriptions: 


