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Name

Address

City State Zip

Home Phone Birth date

Cell Phone Social Sec. #

Age Gender M F Number of Children

Marital  Married Divorced  Separated  Widowed

Status

Single

Employer

Work Address

Work Phone

Type of Work

E-Mail Address /

A /

Bmerfence With Glireprastle

LTRA «

cHiROpPRACTIC

Employer

Work Phone

Type of Work

e,
/who cferred you to this office? \ f
/ referrecy l Do you smoke? No _Yes\
Have you been adjusted by a chiropractor before? Yes No
Y ! Y P - - Do you drink coffee? __ No Yes
Reason for those visits? .
Do you exercise regularly?
Doctor’s Name __No __Moderate __Daily
Approximate Date of Last Visit Do you wear?
Has any adult in your family seen a chiropractor? ___Yes __ No \k ___Heel Lifts _OnhOly

\Qasany child in your family secen a chiropractor? _ Yes _yy

(Q

Were you aware that:

» _..Doctors of Chiropractic work with the nervous system?

e ...the nervous system controls all bodily functions?

e  _..Chiropractic is the largest natural healing profession in the world?
¢  _..if Chiropractic carc starts at birth, you can achieve a higher level

of health throughout life?

O Yes © No
0 Yes O No
C Yes U No

L Yes U No




HealthiCondit

Pleasc check cach of the diseases or conditions that the patient has now or has had in the past. While
they may seem unrelated to the purposc of the appointment, they can affect the overall diagnosis, care
plan and the possibility of being accepted for care.

___Hcadaches ___Hcart Defect / Murmur ___Shingles

___Heart Surgery/ Pacemaker ___ Kidney Problems ___Heart Attack/Stroke

___Sinus Problcms ____Hepatitis ___Ulcers

___Dizziness ___Cancer ____Venercal Disease

__ Loss of Sleep ___High/Low Blood Pressure ___Chemotherapy

___ Digestive Problems ___Anemia ___HIV/Aids

___Difficulty Breathing ___Rheumatic Fever ___Tuberculosis

___ Asthma ___Psychiatric Problems ___Diabetes

___Numbness in Limbs ____Arthritis ___Thyroid Problems
___Alcohol/Drug Abuse ___Chronic Fatigue ___Drop Attacks (Fainting spells)
__Visual Disturbances ___Difficulty Urinating

ap Women

=N ﬁnti Inflammatories \

/Are You Pregnant? _ Yes __No ___PainKillers
Are You Nursing? _ Yes __ No — Muscle Relaxers
Are You Taking Birth Control? __Yes ___No _Bloosi Pressure Medicine
Do You Experience Painful Periods? __ Yes __ No ___Insulin )
Do You Have Irregular Cycles? __Yes __No _Bloo_d Thinners '
Do You Have Breast Implants? __Yes __ No ___Anxiety / Depression Meds
\_ // ____Other

S =
Goals [For [y Care 0

-
\D People see Chiropractors for a variety of reasons. Some go for relief of pain and some to correct the
causc of pain along with whatever may be malfunctioning in their bodies as a result of these problems.
The Doctor will weigh your needs and desires when recommending your treatment program.

Plcase check the type of care desired so that we may be guided by your wishes whenever possible.

L Relief Care - Symptomatic relief of pain or discomfort.
= Corrective Care - Correcting and reieving the cause of the problem as well as the symptoms.
(I Twant the Doctor to select the type of care appropriate for my condition.




Rrimanyieompldlr

If you are currently experiencing symptoms or have experienced any of these symptoms
in the last 8 weeks please circle all that apply

Neck Pain ;' Mid-Back Pain  : LowBack Pain : Headache :  Shoulder Pain
Arm(s): Tingling / Pain / Numbness (Circle) Right or Left (Circle)
Leg(s): Tingling / Pain / Numbness (Circle) Right or Left (Circle)

Other: (Please Include All Other Health Concerns)

2) When Did You First Experience This/These Problems?

3) Due To A Particular Incident? (Explain)

4) Is The Problem(s) Getting (Please Circle) Worse Same Better

5) What Relieves The Problem? (What Have You Tried For Relief?)

6) Is The Problem(s) Worse In The (Please Circle)

Moming : Afternoon :  Evening : Same AllDay : Varies
7) Does The Pain Radiate To Any Part Of Your Body? (Please Circle)

Arms : Legs : Buttocks : Chest : Shoulders : Head : Fingers : Toes
8) How Often Do You Experience This Pain/Problem? (Please Circle)

I X/Day : 5X/Day : 10X/Day : Constant : Varies
Other

9) Have You Had Other Treatment For This Condition? Y N
Dr.’s Name(s)

Type Of Treatment Results (please Circle) Positive : Negative : No Change

10) Have You Had Any Previous Injuries To The Areas You Mentioned Above? Y N
When Did This Occur?

Were You Treated For The Injury?
If So, Where?

Patient’s Signature: Date:

Females only: Is There Any Chance That You Are Or May Be Pregnant Yes No







