HEALTH HISTORY

What treaiment have you already received for your condition? [ Medications [ Surgery [ Physical Therapy
(] Chiropractic Services [JMNone  [J Other
Wame and address of olher decton(s) who have treatad you for your condition

Date of Last: Physical Exam Spinal X-Ray Bilood Test,
Spinal Exam Chest X-Ray Urine Test
Dental X-Ray MR, CT-5can, Bone Scan

Place a mark on “Yis™ of “No™ 1o indicate if you have had any of the Tollowing:

AIDSHIV OYes [OMo Diabstes COYes [OMo  Liver Disease Cl¥es [JNo  Rheumatic Fever [JYes [JMo
Alcoholism OYes (IMo Emphysema CYes [JNo  Measles CYes [OMo  Scarlet Fever OYes Mo
Allergy Shats ClYes CINeo  Epiepsy Clves [IMNo  Migraine Headaches [JYes (Mo  Sexually

Anemia OYes [OMNo  Fractures COYes ONo  Miscariage ClYes [1MNo w COYes [JNo
Ancrds CiYes [CINo  Glaucoma Oves CJNo Mononucieosis  [JYes OINo g OYes CONo
Appendicitis ClYes CIMe  Goiter ClYes (ONo  Muttiple Sclerosis  [J¥es [ONo g atempt  [JYes [IMo
Arthritis OYes Mo  Gonorrhea CYes Mo  Mumps Cves Mo Thyroid Problems [Jes [J No
Asthma CYes CINo  Gout OYes (Mo  Ostecporosis OvYes ONo  pneimnis . ClYes [INo
Bleeding Disorders []Yes [JMNo  Heart Diseass ClYes CIMNe  Pacemaksr OYes OMNe  qperculosis e CYes []No
Breast Lump CYes [JNo Hepatitis ClYes [INo Parknson's Dissase (1Yes CINC  furnors Growths [JYes [ No
Bronghitis ClYes CINe  Hemia OYes [(IMNo Pinched Nerve  [IYes [INo  poniy Faver OYes [CINo
Bulimia [IYes (Mo HerniatedDisk  [JYes [INe  Pneumonia OYes CINo e OlYes [N
Cancer [lYes [JMe Herpes OYes ONo  Folio OYes DINe  yaginal infections [J¥es [ Mo
ome DWW RIS gy I 0% D meeegcu O D
Depandency Clves 1Mo  High Cholestercl [OYes [ MNo Peychistric Care (1% [JNo Other

Chickan Pax OYes OMo  KidneyDissase  [lves OINo oo oo CYes [INo

EXERCISE WORK ACTIVITY HABITS

[ Mone [ Sitting 0 Smeoking PacksDay

[ Moderate [ Standing O Alcohol Drinks/Weak

[ Daily [J Light Labor [ Coftea/Catieine Drinks Cups/Day
O Heavy [ Heavy Labor [ High Stress Level Reason

Are you pregnant? [(J¥es [JNo Due Dale

Injuries/Surgeries you have had Description Date
Falls
Head Injuries
Broken Bones
Dislocations

Surgeries

 MEDICATIONS [ _ALLERGIES | VITAMINS/NERBS/MINERALS

Pharmacy Namea
Pharmacy Phane ( )




WELCOME

PATIENT INFORMATION INSURANCE

Who |5 responsible for this acoount?
Relationship to Patient
Insurance Co.
Group &
s patient covered by additional insurance? [lYes [0 No
Subscriber’s Namae

Birthdata S50
Ralationship fo Patien
inguranca Co.
Group #
Birthdate ASSIGNMENT AND RELEASE
] Mamied [ Widowsd 0 %8 ) Minor i cerify that |, andlor my dependentis). hawe Rsurance oovergs with
and aEsign dinecily o
O Separaled [ Divorced [ Partnered for years Wame of insurance Companmy(8e)
Occupation Dr. all insurancs Banalis,
if any, othersise payabie i me lor services mndengd. |"understand that | am
Fatient Employer/School financially responsible Jor 8l charges whather or not pald by insurance. |
authorize the use of my signatune on &l insurance submissions.
Thes abcwe-namid Jocior may uss my haalth cans inlormation and may dsckss
gach Information bo the abree-named Insurance Company(ies) and their agats
:::::. ;mmwmﬁmmmumm
EmpleyarSchool Phone | } or the
my curmand ineatment plan b osmpheted or o year freem the dabe signed below,
Spousa'’s Hame
Birthdale = Ehnahwe of Patient, Paren], Guardian of Personal Hapresentatveg
S5#
" Fioase print nama of Patent, PAFSNL, LFUARIMEN Of PAFECNEl Fapresenate
Spous's Employar
\mwnmwmm Gain Helatonship 1o Fabent
PHONE NUMBERS
Haome Fhone | ) ks condition dus to an sccidant? [ Yes [ No
Cell Phona { ) Date
Best time and place to reach you Type of accident [ Aute [JWork [IHome [Other

IH CASE OF EMERGENCY, CONTACT
To whom have you made a rpon of your accident?
O Auto Ingurance [ Employer TJWaorker Comp. [ Other

Attornay Mame (if applicable)

PATIENT CONDITION

= Is this condiion getting progressively worse? (JYes [ No  [JUnknown
Mmﬁmhﬁ:ﬂmmwﬂmﬂﬂmﬂhhﬂpﬂi.mm«m.
Rate the severity of your pain on a scale from 1 (least pain) te 10 (sewvers pain)
Typeolpain: JSharp [ Dul [ Throbbing [ Nembness [ Aching ([ Shooting
OBuming OTingling [ Cramps [JStifiness  [J Sweling [ Other
How oftan do you have this pain?

Is it constant or doas it come and go?
Doas It imarfere with your CJWork [ Sleep [ Dailly Routine [ Recreation
Activities or movemaents that are painful 1o parform [ Siting [ Standing [] Walking [ Bending [ Lying Down

0% EH
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