Lonfidential Patient Health Record DATE 1.0, NO.

PERSONAL HISTORY
Name: Address:
City: State Zip Code:
Home Phone: Birth Date: Age: Sex: 1M TIF
Cell Phone: E-mail Address:
Social Security # Driver's License Number:
Check One: = Married T Single [ Widowed © Divorced U] Separated
Business Employer: Type of Work:
Business Phone:
Name of Spouse Spouse’s Social Security #
Spouse's Employer Business Phone
Type of Work Name and Ages of Children
Referred To This Office By:
Name and Number of Emergency Contach; Relationship:
Who s Responsible For Your Bill, You and |7 Spouse I Workers’ Comp, 71 Auto Insurance [ Megicare - Meagicaid
[ Parsonal Health Insurance (Mame; _irealih Card #
Insured Parson's Nams o Date of Birth

CURRENT HEALTH CONDITION
Unwanted Health Condition

Oiher Dootors Seen For This Condition: [2Yes L MNo_ Who?
Type of Trealment: . 1
When Did This Condition Begin? Has This Condition Coourred Before? [ Yes ) No

CiHome Injury D Fall D Othen

s Condition: i .Job Relaied 71 Aulo Acoidernt

[ate of Accident: Time of Accident;

Have You Made A Report of Your Accident To Your BEmplover: L Yes Ll ho
Drugs You Now Take: [ Nerve Pills 71 Pain Killers/Muscle Relaxers U Biood Pressure Medicing
nsutn L Other

Do You Wear A Shoe L7 TiYes iNo

Do You Sufier From Any Condition Other Than That Which You Are Now Consulting Us?

PAST HEALTH HISTORY
Pleazse Theck ang Describe;

Major Surgery/Operations: [} Appendeciorny [l Tonsillectomy [ Gali Bladder 7 Hernia L Back Surgery
[ Broken Bones [ Other

Maior Accident or Falls:

Hospitalization {Other Than Above):

Previcus Chiropractic Care: [ None L1 Doclor's Name & Approximate Dale of Last Visit




Below are a list of diseases which may seem unrelated to the purpose of your appointment. However, these guestions
must be answered carefully as these problems gan affect your overall course of care.

CHECK ANY OF THE FOLLOW!NG DISEASES YOU HAVE HAD:

Il Pneumonia 1 Mumps 3 influenza INTAKE

(i Rheumatic Fever % Small Pox i Pleurisy 1 Cofies

(| Polio Chicken Pox ME Arthritis (] Tea

.1 Tuberculosis Diabetes 1 Epilepsy 1 Alcohot

[} Whooping Cough Cancer _ Mental Disorders 1 Cigarettes
L] Anemia Heart Disease L i Lumbago ] YWhite Sugar
I Measles 7 Thyroid i Eczema

Have you been tested HiV positive? L Yes

CHECK ANY OF THE FOLLOWING YOU HAVE HAD THE PAST 6 MONTHS:

MUSCULO-SKELETAL CODE FEMALES ONLY:

[.iLow Back Pain

1 Pain Between Shoulders
1 Neck Pain

.} Arm Pain

{1 Joint Pain/Stiffness

1 Walking Problems

(1 Bifficuit Chewing/Clicking Jaw

[ General Stiffness

%‘é%‘.ﬁﬁi@iﬁ& BYSTEM CODE
FNarvous

iMumbness

L Paralysis

T Dizziness

L Forgeifuiness

il Conjusion/Deprassion

L Rainting

. Comvulsions
P Coid/Tingling Exdramities

i Slress

GENERAL CODE
I Fatigus

i Allergies

i Loss of Sisep
[iFever

i Headaches

Gﬁﬁ”m{t} INTESTINAL CODE
i1 PoovExcessive Appaiile
iff,i Excessive Thirst

i Frequent Nausea

U Yomiting

[ Diarrhea

1 Constipation

i Hemorrhoids

) Liver Problems

" 1Gall Bladder Problems

L Welgnt Troubie

U Abdominal Cramps

i1 Gas/Bloating After Meals
i1 Heartburn

“ Black/Bloody Stool
1 Colitis

GENITO-URINARY ODE
21 Bladder Trouble

Fainful/Exeessive Urination

o Discolored Urine

LR COGE

L. Chast Pain
¢ Bhort Breath

¢ Blood FPressure Problams
¢ rreguiar Hearibeat

. Hsar Problems

- bung Problems/Congsstion

1 Varieose Vaing
~ 1 Ankle Swelling
O Biroke

ﬁﬁNT CODRE

T Vision Problems
.‘Zﬁ.‘s Dental Problems
1 Bore Throat

1 Ear Aches

i Hearing Difficulty
[l Biuffed Nose

MailEFEMALE CODE
. Mensirual rragUiarnity
i Menstruat Cramps
_ Vaginal Painfinfection
.. Breast Pain/t.umps

3 Prostaie/Sexual Dystunction

Oiher Problems

When was your last perind?

Ara you pregnant?
[i¥es T MNo T NotSuse

Please outline on the diagram the
area of your discomiorn

FARILY HISTORY

The following members have a
sama or similar problem as | do
L Mother

i Father

L. Brother

[ Gister

i Spouse

1 Chiid

AMALYSIS:
DIAGNOSIS!

Patiant Accepted: [1Yas I No

o Raferred

DO NOT WRITE BELOW THIS LINE

Docior's Signature



Most patients that come o our office have one of two objectives in mind concerning their health care, Some
patients come for symptomatic relief of pain or discomfort (Relief Care). Others are interested in having the cause
of the problem as well as the symploms corrected and relieved {Corrective Care). Your Doctor will weigh your
needs and desires when recommending your ireatment program.

Please check the type of care desired so thal we may be guided by your wishes whenever possibie.

1 Relief . Corractive .1 Check here if you want the Doctor to select the
Care Care type of care appropriate for your condition
Date Patient’s Signature

it this is an accident related injury, pleass fill out the Accident Form. Thank You!

Relief Cara Comrective {are

Halief Cars Is that care necessary 1o gal rid of your Corrective care differs from retief care in thal its goal
symploms oF pain, but not the cause of it. it is the is to get 1id of the symptoms or pain while correcting
same as drying a floor that was getling wet from a the cause of the problem. Corrective care varies in
leak, bul not fixing the lsak. lengih of time, bul is more lasting.

/ anciersiamnd and sgreg that hoallh and gocident ingurance policles ars an SrANGement belwear an instrance carrier and mysalf Furthermore, |
undersiand ifal the Locior's Office will prepars any necessary ispords and forms fo assist ime i making colfecion Fom 198 Msuance company and
it any amount authonzed o be pard directly o ihe Doctor's Office will be cradiiad 1 my account on receipl Howaver, | clearly undersiand and
agrag that afl services rendeisd me are charged direclly o me end fhat | am parsonslly responsiiie for paymeant. { also tndersiand thal 7 suspans
or fenminale, any fees for professional services randered me will be immediately due and pavabls,

! hrereby autfonzg e Doctor fo freal my condifion 88 fg or 5he 08ams auorouniale. 1 is Wiigrsiood and agresd ihe amount paid ine [k
FRKS, /3 JOr sXAmiaEion only and the Xray negatives will remagy the properly of $is offis, befng on Fe whgre ey may be seen 3 any e
patient of s offive. The palient alse agress hat heshe is responsile for ail bils incurred af i offive

Fafents Signature L . o
Consent lo Treal g finoy Liale o
Guardian or Spouses

Slgnatvng of Aythioring Came Data

Bz Haorder



