Chiropractic Visit Daily Notes
Patient Name: __________________________________________
Date of Visit: ___________________
Attending Doctor: _______________________________________
Chief Complaint:      ⁫ Unchanged
⁫ Exacerbation      ⁫ New Complaint __________________________

SUBJECTIVE


Symptoms:

⁫ Improved 

⁫  Unchanged

⁫  Worse


Pain VAS:

Cervical: 
1      2      3      4      5      6      7      8      9      10







Thoracic:      
1      2      3      4      5      6      7      8      9      10





Lumbar:
1      2      3      4      5      6      7      8      9      10




Extraspinal
1      2      3      4      5      6      7      8      9      10




Pain Frequency:

⁫   Occasional

⁫   Intermittent

⁫   Constant
   

ADL -  VAS:    

⁫   Improved

⁫   Unchanged

⁫   Worse
OBJECTIVE - (Using Key below, mark an X in all the appropriate boxes that apply)

T= Palpable Tenderness   S=Muscle Spasm   X=Trigger Point   F= Joint Fixation   R= Reduced ROM
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Other: 
_____________________________________________________________________________


_____________________________________________________________________________

ASSESSMENT – (Related to Treatment Plan)  


⁫   Improved    ⁫   Regressed    ⁫   Unchanged    ⁫   Approaching MMI    ⁫   Addt’l Assessment_____


Phase of Care:   ⁫   Acute
⁫   Sub Acute     ⁫   Chronic
⁫   Supportive/ Wellness


Progress of Care:    ⁫    As Expected
⁫   Faster       ⁫   Slower


Diagnosis:
⁫   Unchanged From Treatment Plan




⁫   Updated Diagnosis ___________________________________________________




⁫   Updated Treatment Plan _______________________________________________
Doctor’s Signature ________________________________________

Patient Name: __________________________________________
Date of Visit: ___________________

Attending Doctor: _______________________________________

PLAN


Adjusted Spinal Regions:  OC   C:  1   2   3   4   5   6   7     TH:  1   2   3   4   5   6   7   8   9   10   11   12




             L:  1   2   3   4   5         Sacrum:   left  /  right       Pelvis:  left / right


Adjusted Extra- Spinal Regions:    Wrist: left / right       Elbow:  left / right      Shoulder: left / right
    Knee:  left / right
Ankle: left / right       Foot:     left / right 
    TMJ:  left / right
Other: ________       Other: _________

Modalities:

	
	Cervical
	Thoracic
	Lumbar
	Sacrum

Pelvis
	Extra Spinal
	Time
	# of Units

	97014 - Elect. Stim.
	
	
	
	
	
	
	

	97012 – Mech. Traction
	
	
	
	
	
	
	

	97010 - Hot Pack
	
	
	
	
	
	
	

	97010 - Ice Pack
	
	
	
	
	
	
	

	 
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	97035 – Ultrasound
	
	
	
	
	
	    /Min
	

	97140 - Manual Therapy
	
	
	
	
	
	    /Min
	

	97110 - Thera. Exercises
	
	
	
	
	
	    /Min
	

	97124 – Massage
	
	
	
	
	
	    /Min
	

	
	
	
	
	
	
	    /Min
	

	
	
	
	
	
	
	    /Min
	

	
	
	
	
	
	
	    /Min
	

	
	
	
	
	
	
	    /Min
	



Notes:  _____________________________________________________________________________

                         _____________________________________________________________________________


Home Care Instructions: _______________________________________________________________


⁫   Pt. Tolerated Tx. Well      ⁫   Pt. Responded Well      ⁫ Continue Current Tx. Plan, as prescribed


⁫   Adverse Reaction to Treatment? ______________________________________________________


⁫   Modify Tx Plan ___________________________________________________________________


⁫   Next Scheduled Re-Evaluation:   1 week       2 weeks      3 weeks     4 weeks     other ____________
Next Visit Date:  ___________
Attending Doctor’s Signature: _____________________________________
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