Patient Health History Date hE:

Name: Age Date of Burth Sex:oMoF
Address: City: State: Zip:

Phone (homs): (Work): Marital Status: O5% OW OD OW Number of Childran:

Email Address: Mobile Phone:

Would you like to recerve our monthly email newslettt? OY O N

Occupation: Social Security Number:

Emplover: Driver’s License Number:

Spouse’s Name : Spouse’sAge:  Spouse’s Date of Buth:

How did vouhear about this office: Referred by

Past Chiropractic Care: o Yes oclNo When? Doctor’s Name: Reesults:

Are your present problems due to zn mjury? oYes oNe cOnJob cAute Acodent cPersonal Injury Other:
Has the accident been reported? oYes oNe oTo Employer cAute Carnier oOther:

Are you now of have you ever been dizsabled? ( Service or Work)? oYes clNoe When?
Have yourstzimed an attomey? oVes cNo Name & Address:

What is vour current work status?

cFull time, no restrictions cFull time, restrictions cFull time homemaker cFull time Student
o Part time, no restrictions cPart time, restrictions oRetirad oUnemployed
o Offwork dus to restrictions o Other
Restrictions:
Off wortk: o Yes oNeo oPreviously From: to

Light duty: o Yes oNe o Previously( If ves, What are'were your restrictions?)
Do/ Dud you reguire outside help at home?
0 Yes oNo (If yes, What help do/did youneed?)

List any accidents or falls and dates: o Auto: cR.ecreztion:
O Sports: o Work Belated: oOther:
List any broken bones (F ractures) or dislocations:
Ever been on crutches o Yes cNo Why?

Were you ever kmocked unconscious? oV es o No (if ves, please explam):

Have you ever had X-Rays tzken? o Yes cNo When? By Whom?
Forthe allments were these X-Fays made?
Do you wear orthotics or heal lifts? o Yes o NoFitted by whom? When?

Do vou suffer from any condition other than that for which you are now consultmg us? o Yes cNo
Are you presently talomg any medication, prescription, over-the-counter, home remedies, vitamms, mmerals etc?

(Pleaze List )

OPERATIONS AND PROCEDURES
o I have never had any operations or surgeries

DATE DATE DATE
WVaccmations Spmal Taps/ Injections Sinus
Tonsillectomy Appendectomy Hemia
Gall Bladder Female Organs Thyroid
Back Operation Bectal Surgery Stomach

Dthet:




Please check the correct box for each item below. Check at least one box for each sign or symptom listed. ONever OPreviously OPresently
E?E E'f? EEE EYEEAR E'EE
2 DE_GENER,-\LHYMFTOMS 2 2 EGASTROJNTESTINAL 2 £ £ NOSETHROAT 2 £ £ RESPIRATORY
O O O Allergy(What) __ 0O 3 O Belching or Gas O 3 O Asthma 0 O O Chest Pain
4 2 4 Colon Trouble O O O Deafness 1 O O Chronic Cough
O 2 O Bronchitis 0 O O Constipation 0 QO 0O Earache 0 O O Difficulty Breathing
O O O Chills (Constant) O 3 O Diarrhea O O O Ear Discharge O O O Spitting Blood
4 O 1 Convulsions 0 1 O Gall Bladder Trouble 1 3 0 Ear Noises 0 O O Spitting Phlegm
O O O Dizziness O 3 O Hemorrhoids (piles) O O O Thyroid Problems
0 3 O Fainting 0 O 0O Jaundice 0 2O Q Frequent Colds GENITO-URINARY
O O O Fatigue O 3 O Liver Trouble O O O Hay Fever Q O O Bed Wetting
O O U Headache 0 3 O Nausea O O 0 Nasal Obstruction 1 O U Blood in Urine
O O O Loss of Skeep O 3 O Stomach Pain O O O Nose Bleeds O O O Frequent Urination
O O O Loss of Weight O 3 O Vomiting O O O Painin Eyes 1 O O Inability to Control
O O U Nervousness 0 3 O Vomiting Blood 4 O O Poor Vision Urine
O O O Night Sweals 0 3 O Heart Burn O O O Blurred Vision O O O Kidney Infection
O O O Numbness or Pain -~ O O 0O Bloody Stools O O O Sinusitis 1 O O Kidney Stones
in arms/legs/hands O 0 0 Acid Reflux 0 2 0O Sore Throats 0 O O Painful Urination
O O O Wheezing O 23 QO Irritable Bowel O O O Tonsillitis O O O Prostate Trouble
MUSCLES & JOINTS CARDIO-VASCULAR SKIN OR ALLERGIES FOR FEMALES ONLY
0 3 O Backache 0 O O High Blood Pressure 1 0 O Bruising Easily 0 O O Cramps
O O O Foot Trouble O 3 O Low Blood Pressure O O O Dryness O O O Hot Flashes
O O U Hernia 0 3 QO Chest Pain O O O Eczema 0 O U Irregular Cycle
O O O Pain Between O 3 O Heart Trouble O O O Hives or Allergy O O O Painful Periods
Shoulders 0 2 QO Poor Circulation O O O Itching 0 O O Vaginal Discharge
O O O Painful Tail Bone 0 3 O Rapid Heart O O 0 Sensitive Skin L YesUNo Pregnant at this Time
O O O s.ff Neck 0 3 QO Slow Heart O O O Skin Eruptions Last Pap Date
O O O Spinal Curvature O 2 O Strokes Last Menstrual Cycle
O 2 O Swollen Joints 0 O O Swelling Ankles
0 O O Tremors 0 O O Varicose Veins
O

a0 Twilthing
DO YOU HAVE OR HAVE YOU HAD ANY OF THE FOLLOWING DISEASES?

OAppendicitis OAnemia O Heart Disease OArthritis OPneumonia OMeasles
OGoiter UEpilepsy ORheumatic Fever  UMumps Qinfluenza U Mental Disorder
QPolio O Chicken Pox L Pleurisy OLumbago QTuberculosis ODiabetes
UAlcoholism UEczema QWhooping Cough  OCancer OVenereal Disease  LJHIV Positive
HABITS EXERCISE FAMILY HISTORY
OSmoking  Packs/day: ONone Diabetes Kidney Cancer Back
UDrinking  Alcohol: (Cups/day) QModerate Mother Q J - 4
OCoffee Cups/Day: QDaily Father a d d a
USoft Drink  Bottles or Cans/Day: Type: Brother(s), # of a d d d
OWater Cups/Day: Sister(s), # of a | | A

| understand and agres that if | have health andfor accident insurance, these policies are an arrangement between the insurance carmer and my=szlf. Further, |
understand that this health care provider will/will not prepare reports and forms to assist in reimburseme nt from the insurance company. Any amount
authorized to be paid dirctly to this office will be credied to my account on receipt. However, [ clearly understand and agree that all services rendered to me
are my personal responsible for payment. | also understand that if [ suspend or ierminate my care and teatment, any fees for professional services rendened to
me will be immediaely due and payable.

[ hemby authorize the doctor to examine and treat my condition as hefshe deems appropriate through the wse of Chinopractic Health Care, and [ give anthonty
for these procedures to be performed. It is understood and agreed the amount paid to the Doctor for imaging is for examination only and the negatives will

remain the property of this office, being on file where they may be viewed.

Patient’s/Guardian’s Signature: Date:

EL LI
B EPS, Inc.w {2301) 9243087



